
FOR BUSINESS OFFICE USE ONLY 

☐DHS AUTHORIZED HOURS: CERT #: 

☐ DCYF  ☐ PRIVATE PAY BILLING: 
STATUS: _____________________________________ START DAY: ____________________________ 
SIGNATURE: __________________________________ DATE: __________________________________ 

Swiss School Age Childcare 26-27 

Kindergarten to 7th Grade 

Application Instructions 

Dear Family, thank you for choosing Federal Hill House as your preferred childcare option. 

Please make sure to read every component of this application thoroughly and fill every 
section accordingly. Our processing times typically vary from 2-5 business days.  

To avoid delays in the process, please include attachments such as IEP´s, 504 plans, court 
orders or any relevant information to your child’s participation in the program. 

Children can only start once applications are approved and payment is verified. 

For more information, contact our staff: 

Mary-Lyn Siderski 
School Age Coordinator 

(401) 855-8012 or
(401) 421-4722 ext. 216

Susana Ortega 
School Age Manager 
(401) 421-4722 ext. 218

Please email applications to schoolagechildcare@federalhillhouse.org 

FEDERAL HILL HOUSE SCHOOL AGE CHILDCARE 
35 SWISS ST. PROVIDENCE, RI 02909 

MAILING ADDRESS: 9 COURTLAND STREET 
PROVIDENCE, RI 02909 

(401) 421- 4722
FAX: (401) 421-4725 

mailto:schoolagechildcare@federalhillhouse.org
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Child’s Information 

Name Middle Initial Last Name 

Date of Birth Child’s Age Gender 

Preferred Name & Pronouns 

School Current School Grade 

Home Address 

Address Line 2 City State ZIP 

Primary Language Secondary Language: 

Race (Choose 1 or more that apply):  

☐Asian ☐Black/African American  ☐American Indian/Native Alaskan

☐Native Hawaiian/Pacific Islander ☐White ☐Other ☐Prefer Not to Say

Ethnicity ☐Hispanic ☐Non-Hispanic ☐Prefer Not to Say

Primary Guardian Information 

Name: Middle Initial: Last Name: 

Home Address: City: State: ZIP: 

Primary Phone ☐ Cell ☐ Home ☐ Work

Secondary Phone ☐ Cell ☐ Home ☐ Work

Place of Employment/School Primary language 

Relationship with Child Email 

Lives with child: ☐ Full Time ☐ Part Time (Shared Custody)

Are you a Veteran? ☐ Yes ☐ No  Are you an active member of the USA Military Forces? ☐ Yes ☐ No 

Secondary Guardian Information 

Name: Middle Initial: Last Name: 

Home Address: City: State: ZIP: 

Primary Phone ☐ Cell ☐ Home ☐ Work

Secondary Phone ☐ Cell ☐ Home ☐ Work

Place of Employment/School Primary language 

Relationship with Child Email 

Lives with child: ☐ Full Time ☐ Part Time (Shared Custody)

Are you a Veteran? ☐ Yes ☐ No  Are you an active member of the USA Military Forces? ☐ Yes ☐ No 
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Health and Wellness  

ALLERGIES ☐Food   ☐Medication   ☐Environmental  ☐Latex  ☐Other 

Please specify your child’s allergies: 

 

OTHER HEALTH CONCERNS ☐Asthma  ☐Behavioral/Emotional Issues  ☐Convulsion/Seizures  

☐Congestive Illness (Heart Murmur/Disease, Blood Pressure)  ☐Corrective Devices (Crutches, 

Hearing Aids, Eye Glasses etc.)  ☐Diabetes  ☐Obesity  ☐Physical Disability  ☐Other 

Medications: 

 

Describe your child’s Mental Health, Behavioral Challenges and Responsiveness to Direction: 

 

What works well with your child when they’re having a hard time  

 

If your child has an Individualized Education Plan (IEP), or a 504 plan please attach to this application. 

Household 

Annual Household Income:  

Household Size (including you):  
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Emergency Contacts & Pick-Up Authorization 
ANY PERSON PICKING UP A CHILD MUST BE 18 Y/O OR OLDER 

1) Name   Middle Initial:  Last Name:  
 Home Address  City  State  ZIP  

 Primary Phone  ☐ Cell   ☐ Home  ☐ Work 

 Secondary Phone  ☐ Cell   ☐ Home  ☐ Work 
 Relationship with Child  Email  
 Primary language  

 I give authorization to this person to pick up my child ☐ Yes ☐ No 
  

2) Name   Middle Initial:  Last Name:  
 Home Address  City  State  ZIP  

 Primary Phone  ☐ Cell   ☐ Home  ☐ Work 

 Secondary Phone  ☐ Cell   ☐ Home  ☐ Work 
 Relationship with Child  Email  
 Primary language  

 I give authorization to this person to pick up my child ☐ Yes ☐ No 
  

3) Name   Middle Initial:  Last Name:  
 Home Address  City  State  ZIP  

 Primary Phone  ☐ Cell   ☐ Home  ☐ Work 

 Secondary Phone  ☐ Cell   ☐ Home  ☐ Work 
 Relationship with Child  Email  
 Primary language  

 I give authorization to this person to pick up my child ☐ Yes ☐ No 
  

4) Name   Middle Initial:  Last Name:  
 Home Address  City  State  ZIP  

 Primary Phone  ☐ Cell   ☐ Home  ☐ Work 

 Secondary Phone  ☐ Cell   ☐ Home  ☐ Work 
 Relationship with Child  Email  
 Primary language  

 I give authorization to this person to pick up my child ☐ Yes ☐ No 
  

The following people may NOT pick up my child:   

*All court and restraining orders against one or both parents must be attached to this application and be 
discussed with the Director or Coordinator of the Program prior to submission* 

Parent / Guardian Signature  Date  
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Additional Participant Information 

What does your child enjoy learning about? 

 

Describe how your child gets along with other children  

 

How was this past school year for your child? Do you have any concerns about their learning?  

 

Does the child have any siblings in any of other our programs? If yes, please list their names and 
programs they attend to:         

 

How did you hear about Federal Hill House?         

 

 

Additional Services 

If your child receives additional services such as counseling, speech therapy or social services (such as 
DCYF involvement) please complete the information below: 
 

 Provider Information 

Service Details:  

Agency:  

Name:  

Phone #:  

Email:  

 

☐ Check this box if these services require schedule accommodations for your child.
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Waivers | PART I 
Please read the waivers carefully, select any applicable options, sign, and date each section. Waivers will 

be renewed annually and any changes in permissions will require new signed forms. 

Emergency Medical Consent 

I, ___________________________________________ authorize staff at Federal Hill House who are trained in the 

PARENT/GUARDIAN NAME 

basics of First Aid/CPR to give my child ___________________________________________ First Aid/CPR when 

CHILD NAME 

required by an emergency. 

 I understand that every effort will be made to contact me in the event of an emergency requiring medical 

attention for my child. However, in the event that I cannot be reached, I authorize Federal Hill House to 

transport or arrange to have my child transported to the nearest medical care facility or 

___________________________________________  and to secure necessary medical treatment for my child.

 PREFERRED MEDICAL FACILITY 

CHILD’S INSURANCE INFORMATION 

Child’s Pediatrician 

Address 

Phone 

Health Insurance Company 

Insurance Policy Number 

Policy Holder’s Name 

Parent/Guardian Signature Date: 



ENROLLMENT APPLICATION 

CHILD’S NAME  

 

P A G E  8 | 12 

 

Waivers | PART II

 

Media and Communications Release 

I give permission to Federal Hill House for use of photos or videos of my child in promotional materials 
including print, social media, or other public relations materials. I understand that identifying information 
may be included. I understand that these photos/ videos will not be sold or used for financial gain of any 
individual; but only for the promotion of the programs and activities conducted by Federal Hill House. I 
hereby release Federal Hill House from any obligation to pay for the use of these photos/ videos. I 
understand that it is my responsibility to update this form in the event that I no longer wish to authorize one 
or more of the above uses. I agree that this form will remain in effect for one year from the date on this 
application. 

☐ I give permission ☐ I DO NOT give permission  

 

Permission for Walking/Van Transportation 

I give permission for my child to be transported from school by FHH staff via walking or agency van when 

and if applicable. For transportation procedures, refer to van transportation rules in the handbook. 

☐ I give permission ☐ I DO NOT give permission; I will provide transportation  

 

Permission for Neighborhood Walks/Field Trips 

I give permission for my child to go on neighborhood walks to local parks or similar with staff as well as to 

be transported via Federal Hill House van for field trips.  

☐ I give permission ☐ I DO NOT give permission; my child will not participate. 

 

Permission for Movies 

I give permission for my child to watch the following rated movies (select the ones that apply) 

☐ G (General/Family) ☐ PG (Parental Guidance Suggested) 

☐ I DO NOT give permission; my child will not participate. 

 

Parent / Guardian Signature  Date  
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Payment Agreement  
EXPECTED START DAY  

Payment Type 

Please select your payment type. Families are required to have a debit or credit card on file with Federal 

Hill House, and enroll in auto pay to cover the cost of tuition, co-pays and other applicable fees. 

 

☐ Weekly Tuition  

Check the corresponding box if you will pay the full tuition weekly by enrolling in auto pay via secure link. 

 

 

 

 

If you are enrolling part time, please select the days your child would be attending to the program. 

☐ Monday ☐ Tuesday ☐ Wednesday ☐ Thursday ☐ Friday 

 

☐ CCAP – State DHS Child Care Assistance Program 

Please fill out the attached Parent Provider Agreement.  

☐ Check this box if the hours of childcare you need exceed the child’s CCAP Authorized Hours. 

 

☐ DCYF/Agency 

Childcare will be paid through a DCYF Form 005 or by any other agency.  

IMPORTANT DISCLAIMER:  Please note that childcare cannot start until we have an approved 

Form 005 or established a payment agreement with the sponsoring agency. A start date will be 

provided once payment arrangements have been completed. 

5 Days 4 Days 3 Days 

☐ $143.75 ☐ $115.00 ☐ $86.25 



ENROLLMENT APPLICATION 

CHILD’S NAME  

 

P A G E  10 | 12 

 

Payment Agreement | PART II

 

Transportation 

Federal Hill House transportation: 

☐ Asa Messer ☐ Achievement First Envision 

☐ William D’Abate  ☐ Achievement First Mayoral 

☐ George J. West  ☐ Paul Cuffee 

☐ West Broadway  

☐ My child will be dropped off in the building by a school bus. Expected bus arrival time 

☐ My child will be dropped off by a parent/guardian or relative. Expected arrival time  

 

Charges Summary 

 

 

 

 

 

 

I agree to the charges for the childcare service that will be provided by signing below: 

  

 

 

Tuition  

Co-pay/Family Share   

Weekly Total  

Parent / Guardian Printed Name  

Parent / Guardian Signature  Date  
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Childcare Services Contract 
Please read each section carefully, sign and date at the bottom.  

The undersigned Parent(s)/Guardian(s) understand and agree to the following: 

1. The Federal Hill House (FHH)’s Early Learning Center and School Age Child Care are paid programs
that accept tuition payments, DHS subsidy (CCAP), DCYF subsidy and payments through other
agencies. Childcare can only start when payment arrangements are verified.

2. All Parent(s)/Guardian(s) must provide information for an Automated Clearing House (ACH)
transfer, or a credit/debit card number, to facilitate automatic payment prior to service provision.

a. Tuition or Co-Pay/Family Share is due a day prior to the first day of service. Thereafter,
tuition is due on Fridays at 10:00AM for the following week and is billed automatically
unless payment has been submitted prior with an alternative method (i.e. cash or check).

b. CCAP Families with no assigned co-pay must provide a form of payment (ACH or
credit/debit) for fees related to late pick-ups, field trips or childcare exceeding authorized
hours.

3. Charges for fees will apply as follows:
a. Accounts will be issued a $10 late fee following any missed or declined payments. Families

are required to pay the total overdue balance by Monday at close of business to avoid
suspension of services.

b. Parent(s)/Guardian(s)  are required to adhere to the schedule contracted with FHH. Early
arrival or late pickup that results in services beyond the contracted hours will result in pro-
rated charges for the additional time in care.

c. Parent(s)/Guardians that pick-up children after closing will be charged a late fee of $1 per
minute late per child. These charges will apply regardless of prior notice.

4. FHH reserves the right to suspend or terminate services due to non-payment.
5. Tuition will only be prorated when a child starts mid-week.
6. Tuition and co-pay charges are fixed and do not change regardless of attendance. To change the

schedule or contracted hours, a new payment agreement form must be submitted to the
program’s director or coordinator for approval prior to being in effect.

7. Parent(s)/Guardian(s) are required to notify the program’s director or coordinator at least one (1)
week prior to disenrollment. Failure to do so will result in tuition being charged as contracted.

8. Billed tuition is non-refundable
9. Parent(s)/Guardian(s) are required to update personal information like phone numbers, addresses

and any document relevant for the participation of children in the program including but not limited
to: emergency contact information, medical information, restraining orders, IEP’s etc. as soon as
possible and when required annually according to FHH’s policies.

10. Parent(s) /Guardian(s) are required to use the Procare app to access vital communication about
program operations.

CCAP (Child Care Assistance Program) Addendum: 

11. According to the Department of Human Services of Rhode Island (RI DHS) rules and regulations,
all Child Care Assistance Program (CCAP) families are responsible for:

a. Paying Family shares (Co-Pays) established by DHS. This amount is the parent’s
responsibility regardless of child’s attendance.
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b. Providing a childcare schedule that matches the Authorized Hours by DHS.
Parent(s)/Guardian(s) are responsible for the cost of any services provided in excess of the
CCAP authorized hours. The applicable charges will be the difference between the DHS
rate of reimbursement for the hours of childcare needed and the hours already covered by
the child’s DHS subsidy.

c. Notifying absences. Parent(s)/Guardian(s) are required to submit an Absence Form to the
Director or Coordinator if extenuating circumstances prevent their child(ren) from attending
the program for more than four (4) consecutive weeks.

i. If FHH is unable to communicate with the family during the four (4) week time period,
the child will automatically loose the spot in daycare.

d. Recertification. Parent(s)/Guardian(s) are responsible for ensuring all application materials
are submitted in a timely manner to DHS during the recertification period to prevent
disruptions in eligibility. Any Parent(s)/Guardian(s) deemed ineligible by DHS are financially
responsible for paying tuition in accordance to their childcare schedule and in compliance
with FHH payment policies.

e. If the child(ren)’s certificate status is Pending, Parent(s)/Guardian(s) are responsible for the
cost of tuition while DHS determines eligibility. If DHS assistance is approved, FHH will
refund any weeks of child care covered retroactively by DHS. If it is denied, tuition will
continue to be charged in accordance to FHH payment policies.

DCYF/Other Agencies Addendum: 

12. Families sponsored by DCYF or other agencies must abide by the following rules:
a. Children sponsored by DCYF who are absent for more than 5 consecutive days in a

calendar week may lose their spot in childcare. If FHH has not been able to establish
contact and confirm the child(ren)’s return by Monday following the missed week, the
child(ren) will be disenrolled from the program.

b. Parent(s)/Guardian(s)  are responsible to notify in advance when a DCYF case is terminated
and/or when the family is transitioning to another form of payment. Parent(s)/Guardian(s)
are financially responsible for any weeks of service provided that are not covered by DCYF,
DHS, or any other agency sponsoring tuition.

13. When signing this contract below, Parent(s)/Guardian(s) acknowledge receiving and reviewing the
Family Handbook. Failure to comply with its policies may result in suspension or termination of
childcare services.

14. The Parent(s)/Guardian(s) acknowledge that the information provided in the enrollment application
is true, verifiable, and describes reality to the best of their abilities.

Parent/Guardian 1 Printed Name 

Parent/Guardian Signature Date 

Parent/Guardian 2 Printed Name: 

Parent/Guardian Signature Date 



Rhode Island Department of Human Services 
Office of Child Care – Child Care Assistance Program (CCAP) 
25 Howard Avenue, Louis Pasteur Building #57, 1st Floor, Cranston, Rhode Island 02920 
Parent-Provider Agreement 

Revised July 2026 

Provider Information 
CCAP Provider ID 

CCAP Provider Name 

Child Information 
Child Name Date of Birth 

Certificate Number Enrollment Start Date 
☐ CCAP for Child Care Pilot

1. Purpose of Form 
This form shall be used jointly by the parent and the provider when enrolling a CCAP-eligible or potentially eligible child with a DHS-approved Child Care 
Assistance Program (CCAP) provider. 
2. Form Completion 
A separate form must be completed for each enrolled child. The form must be updated annually or if the child’s attendance reflects a change in the enrolled 
hours category for more than four (4) consecutive weeks. 
3. Provider Enrollment Obligation 
The provider is responsible for enrolling the child in the CCAP Provider Portal using the below schedule, and no later than the child’s first week of care. Portal 
enrollment is permitted up to the child’s authorized hours. If the child attends beyond those authorized hours, the family is responsible for paying the additional 
cost. 
4. Agreed-Upon Schedule of Care 
The provider affirms that the child’s attendance schedule, including days and times of care, has been mutually agreed upon with the parent. The provider agrees 
to deliver care in accordance with the schedule documented in this form. 
5. Acceptance of DHS Payment 
The provider agrees to accept payment from DHS, based on the authorization level issued to the family (full-time, three-quarter-time, half-time, or quarter-time), 
as payment in full for authorized services. 
6. Family Copayment 
The parent agrees to pay any required family copay in accordance with the rules and regulations of the Rhode Island Department of Human Services, as 
specified in the notice issued by the RI DHS Child Care Assistance Program. 
7. Responsibility for Excess Hours 
Both parties acknowledge and agree that any services provided beyond the authorized hours shall be the sole financial responsibility of the parent. 
8. Execution and Recordkeeping 
This form must be completed and signed by both the parent and the child care provider. Each party shall retain a copy for their records. 

Agreed Hours of Care 

Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

Start Time A 

End Time A 

Start Time B 

End Time B 
*Use Start Time B and End Time B when the child attends before- and after-school care, or when the child leaves and returns at any point during the day. 

Parent Printed Name _______________________________________________________________________ 

Parent Signature ___________________________________________________________________________ Date _________________________ 

Provider Printed Name _____________________________________________________________________ 

Provider Signature _________________________________________________________________________  Date _________________________ 
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