2024/2025
Little Badger Pre-Kindergarten Application Procedures

* WEDNESDAY, FEBRUARY 7, 2024 will be the FIRST day

that we will accept applications for the 2024/2025 school
~ year,
- * Complete each page of the application

e Provide copies of all needed documents

* Applications and documents may be returned to Little Badger
Pre-K's Office or Beebe Public Schools - Central Office (1201
West Center St. Beebe)

We have two different types of applications:

1. ABC - Arkansas Better Chance which is income based
program. There's an income level guide to follow in order to
qualify for this tuition free program. We have 80 spots for'
the ABC program.

2. Tuition - is a paid Pre-K program. Tuition for this program is
$100.00 a week. We have 30 spots in our Tuition program.

All classes are filled on a first come/first served basis. When all
spots are filled in both programs there will be a waiting list.



Tuition Application 2024-2025

Tuition Student Application

Little Badger Pre-K
2024-2025

**Bring this completed application, along with the items listed below,
to the office at Beebe Elementary or Central Office. Slots are first come,
first served.

Additional Documents Needed at Registration:
1. Birth Certificate
2. Social Security Card
3. ARKids First Card (if applicable to your chiid)
4. 4 year old Health Screening
(If your child has not had his/her 4 yr. old health screening yet bring in
his/her 3 year old health screening.)
5. Shot Record {most updated)

***IMPORTANT INFORMATION**%

Students are not guaranteed a slot in a pre-k classroom UNTIL:

1. ALL documents are submitted (with a complete application)

AND

2. You receive a phone call from the pre-k office
stating that the application process is completed.




Tuitlon Application 2024-2025

Tuition Pre-K Information

(Please keep this page for your own reference)

*The weekly tuition fee is §100.00

*Breakfast and lunch prices are not included in the ABC program. You will be given
an application at orientation to fill out to determine if your child will qualify for
free or reduced meal prices.

If your child qualifies for reduced meal prices, the daily fees are as follows:
Breakfast: $ .30 -

Lunch: S .40

Extra Milk: § .50

If your child does not qualify for free or reduced meal prices, the daily fees are as
follows: |
Breakfast: S1.00

Lunch: § 2.25

Extra Milk: S .50

*However, you may choose to serve your child breakfast at home and/or send a
lunch with him/her each day. There will be no additional meal charges if you
choose to provide your child’s meals.

*Our pre-k day is from 7:30 am — 2:30 pm. If you require childcare outside of these
times, we offer before and after school childcare. The rates for additional childcare
services are as follows: -

Before School Care: $20.00 (6:15 am — 7:30 am)
After School Care: $30.00 (2:30 pm — 6:00 pm)
Annual Registration Fee: $40.00

*Meal prices and before school/after school care prices are
subject to change prior to the start of the 2024-2025 school year.



Tuition Application 2024-2025
BEEBE SCHOOL DISTRICT

Tuition PRE-K Enroliment Form

GENERAL STUDENT INFORMATION

FIRST NAME: MIDDLE NAME: LAST NAME:
Birthdate: - - Gender: {Circle One) Female Male Social Security # - -
Ethnicity Race
] Hispanic 0 Non-Hispanic Clamerican indian [ Asian Indian [ Black or African Am.
[LiYes, Cuban : []Chinese O Filipino 0 Guaanian or Chammorro
[]Yes, Mexican, Mexican American, Chicano Dlmmigrant O Japanése |l Korean
[Ives, Other Spanish, Hispanic, Latino E]Migrant L multi-Racial O Native Hawaiian
LiYes, Puerto Rican Hother [l other Asian [ Other, Pacific Islander

[1samoan u Unknown O Viethamese

Clwhite
Primary Language Secondary Language
L] English O Spanish H English [ Spanish
[ Other: [10ther:
Student’s Physical/911 Address ' | Student’s Mailing Address

O] Mailing Address is same as Ph ysical/911 Address

Address: Address:
City: State: City: State:
Zip Code; Zip Code:
Phone #: - -

I's this child a dependent of an active or reserve member of a branch of the United States Armed Services? Yes No

IT this child resides in a household with an active or reserve member of a branch of the United States Armed Services, |
please select the branch below.

[ Active Duty — US Army O active Duty — US Alr Force C1 Active Duty — US Navy LI Active Duty — US Marines
Active Duty — US Coast Guard [0 Reserves —us Army [ Resarves — US Air Force [ Reserves — US Navy

LT Reserves-US Marines [1National Guard —US Army L] National Guard — US Air Force

[1Parents serve in multiple branches

Is this student a twin {or triplet, quadruplet, etc.)? Yes No




Tuition Apph'catian

PRIMARY CAREGIVER INFORMATION

(Parent or Guardian with the most contact with the child)

2024-2025

FIRST NAME: MIDDLE NAME: LAST NAME:
Birthdate: - - Gender: (Circle One) Female Male Social Security # - -
Ethnicity: Race:
[IHispanic U Non-Hispanic  |JAmerican Indian O3 Asian Indian [ Black or African Am.
[Iyes, Cuban [IChinese ! Filipino [} Guaanian or Chammorro
[dves, Mexican, Mexican American, Chicano Dlmmigrant O Japanese [1 Korean
[1Yes, Other Spanish, Hispanic, Latino DMigranf O Multi-Racial  [] Native Hawaiian
DYes, Puerto Rican Hother [ Other Asian Other, Pacific Islander
I:ISamoan 0 Unknown O Vietnamese
Cwhite

Primary Language:
Llenglish O spanish
{Jother:

] English
[10ther:

Secondary Language:

O Spanish

Education Level:

[_1Bachelor or Advanced Degree
College Degree or Training School Certificate
GED

[l High School Graduate

Employment Status:

Employed Full-Time
Employed Part-Time
Self-Employed

No High School Homemaker
ISome College/Vocational/Associates Degree In School

Some High Schoal Retired or Disabled
Unknown [ Unemployed

Primary Caregiver’s Physical/911 Address

How miles do you live from school?

Address:

Address:

Primary Caregivet’s Mailing Address
[ Muailing Address is same as Physical/911 Address

City: State:

Zip Code:

Cell Phone #: - -

Work Phone #: - -

Home Phone #: - -

City:

State:

Zip Code;




Tuition Application

2024-2025

]

SECONDARY CAREGIVER INFORMATION

(2¥7 Parent or Guardian in the household with child and is used for determining eligibility)

FIRST NAME: MIDDLE NAME: LAST NAME:
Birthdate: - - Gender: (Circle One) Female Male Social Security # - -
Ethnicity: Race:
[ Hispanic ' [ Non-Hispanic | ClAmerican Indian - [ Asian Indian [ Black or African Am.
[1ves, cuban [Ichinesa E Filipino [ Guaanian or Chammorro
[Ives, Mexican, Mexican American, Chicano El[mmigrant O Japanese L1 Korean
[1Yes, Other Spanish, Hispanic, Latino DMigrant DMuIti-Racial O Native Hawaiian
i Yes, Puerto Rican EIDther ] Other Asian O Other, Pacific Islander
DSamoan [ Unknown L Vietnamese
[Iwhite

Primary Language:
DEnglish O Spanish
[_]Other:

Secondary Language:

O English [ Spanish
[l Other:

Education Level:

[ Bachelor or Advanced Degree
College Degree or Training School Certificate
GED

[l High School Graduate

[l No High Schoaol
Some College/Vocational/Associates Degree
Some High School
Unknown

Employment Status:

O Employed Full-Time
Employed Part-Time
N Self-Employed
Homemaker
In School
Retired or Disabled
O Unemployed

Secondary Caregiver’s Physical/911 Address

Address:

City: State:

Zip Code:

Cell Phone #: - -

Work Phone #; - -

Home Phone #: - -

Secondary Caregiver’s Mailing Address
O Mailing Address is same as Physical/911 Address

Address:

City:

State:

Zip Code:




Tultlon Application 2024-2025

| ]

HOUSEHOLD INFORMATION
Number in Family (The # of immediate family members living in the house. Ex. Parent, Guardian, Siblings):

Number in Household {The total # of people living in the house):

List the names and relationship to the child enrolled of all family members in the household:

Name: ' Relationship to Child Enrolled:

Emergency Contact

Name of emergency contact if parent/guardian cannot be reached:

Address (including city & zip code):

Phone #: _ ' Relationship to Child:

A B bt e e o oo -
— — — et rrem—

- e —. - ————

Physician and Consent Information

Physician Name: ____ Clinic Name:

Phone #:

of

(Parent/Guardian’s name) (Relationship) {Child’s Name)

do hereby request and give consent to the Director/Caregiver of the Child Care Facility, or their duly appointed
representative, for said child to receive.such medical or surgical aid as may be deemed necessarily expedient by a duly
licensed or recognized physician or surgeon in case of an emergency when the parent(s) cannot be reached. Consent is
also given for the Director/Caregiver or their duly appointed representative to transpart said child for emergency
medical treatment, if parent(s} cannot be reached. :

Parent/Guardian Signature - Date

: _ Parent/Guartdian Signature
I declare under the penalty and the rules of the Arkansas Better Chance program that the information supplied is true
and correct at the time of application. | understand that the information | supplied may be independently verified by the
Arkansas Division of Child Care and Early Childhood Education and that any false statements may result in exclusion
from DHS programs and criminal prosecution.

, Signature‘ of Primary Caregiver Date’



Tuition Application 2024-2025
e Arkansas Department of Human Services
Division of Child Care and Early Childhood Education

To Parent or Guardian:

In order to provide the best learning experience for your child, teachers must understand your child's health needs.
State regulations require any child enrolled in a Pre-K program to have a weli-child check-up. In addition, the
chitd must be current on all required immunizations. Please complete this page of the form, sign it and give the
next page to your child's physician or licensed nurse practitioner. Once both forms are completed and signed,
return them to your Pre-K program.

f PreK Progran Whe
dger Pre-K {Tuition)

l501-882-5463 ext. 1118

D AR Kids A D Private Insurance
D AR Kids B D Other:

S bt = Liadolerstis

Check answers to the following questions. Explain any *yes” answers in the space provided.

Yes No
1. D D Do you have any concerns about your child’s general health? .
2. D D Has your child been diagnosed with any chronic disease (such as asthma or diabetes)?
3. B D Does your child have any allergies (like to food, medicine, dust)?
4, D b Does your child take any medications (daily or occasionally)?
5. D D Does your child have any problems with vision, hearing or speech?
6. D D Has your child had any hospitalization, operation, major illness or injury?
7. D D In the past 12 months, has your child experienced any difficulty with wheezing or night coughing?
8. D D In the past 12 months, has your child experienced excessive welght loss or weight gain?
9. D D Has your child had a dentat examination in the last 12 months?
10. D D Would you like to discuss anything about your child’s health with the health care provider?

- Ifyouanswered “yes” to any question, please explain below. For llinesses or injurles, include your child's age at the tims.

: Questie

Parant/Guardian Permigsion and Release:
| give my permission for the-information on this form to be used in mesting my child’s health and educational needs while
enrolled the Little Badger Pre-K program.

Signature of Parent/Guardian Date



This form must be completed by a Doctor OR
submit a current well-child checkup__— 2024-2025

R

S PALG oL LI

To Health Care Professional: _

This child is enrolled In the Litile Badger Pre-K program. State regutations require a comprehenslve well chitd screening for all
enrolied children.  The Division of Child Care and Early Childhood Education recommends an Early Periedic  Screening and
Diagnostic Treatment (EPSDT) which Is age-appropriate. For children enrolled in AR Kids, the cost of the EPSDT may be
bilfed to AR Kids A or B using the procedure codes below:

AR KIDS A AR KIDS B

[ New | _99382EP U1 -| 99383EPUT | ' 90382 - 09383
Established .| 09382 EP U2 | 99383 EP U2 99387 99383

- History Update L . )
DYes '‘DNo Anychanges In patient health since last visit? Explain;
DYes DNo  Anyfamily history of heart disease for anyone under 55 years of age?
DYes D No Anyfarnily history ofabnormal cholesterol? . . ‘ '
Health : PHYSICAL EXAM
D Good appetite B Picky or variable eater Norm  Abnormal
* . D Drinks lowfat milkk D Brushes teeth, seas dentist General D ‘D
D Encourage diet of fruit and vegetables Head D D
D Limilts fast foad : ' Neck D D
SR Eyes D D
Social and Behavioral o ‘ 7 Ears D D
D Parents discipline appropriately D Praised for good behavior ' ‘ 1i\_1|$se . g b
~eeeee—=0)Pregses self-helps-at homie v e D-Hasfriends and playmates M D"St"?] D g
DTV and_video_ga‘mes are limited ) . Testh D O
Scrsening and Laboratory Results Hei BB
Femoral
Pulses D D
Genitals D D
Extremities ‘
Hearing ‘ D D
Test type: , Galt - D D
TB . T : g&iﬂe 2 D
. , : . , : n D D
Risk: Yes / No _ : _ Newo ' D b
Hemoglobin - - - : _ . _
Risk: Yes/No - ‘ .
Cholesterol ) ‘ ‘
Risk: Yes /No mg/dL
Immuhiza’thns "
DYes DNo Allimmunizationsarecurrent.
DYes DNe¢ Childhas had all immunizations posgible at this time, S
Child needs: DDTaP DIPV DHepB DHiB DMMR D Varivax D PCV-7 at years/ months
Referrals ' '
D Follow up visit needed in waeks / months :
D Return check at years months CLINIC INFORMATION (or stamp)
D Needs to seo dentist. Referral fo be made by physician or nurse practitioner. Name
impressions A éiczgress
D Well child, !
l:)Wel child, normal growth and development 7ip Gode Prons

. MD/DO/NP

Date




Beebe Public Schools

Student Health History
Student Name:
Grade; DOB: Age: Sex:
Primary Contact:
Relationship: - Phone:

If parents ot the emergency contact listed cannot be reached, does the school have the parents’ consent to take the child to a doctor or
hospital for treatment? It is understood that the parent is responsible for all medical expenses involved. '

Please Circle One: Yes No :

Physician L Phone:

Preferred Hospital |

Doeé vour child have a medical c.on“clition 6f which we should be aware? Yes No

Please Check all that apply: _ Asthma _ADHD _ _ Diabetes _ Seizures

If others, please explain:

List other condition(s): .

List all current medications;

Will medication be required during school hours? (Circle One) Yes No
(*If yes, please complete medication request form available from your school nurs g

Allergies (food & drug): - Y of N Cif( ,\Q, oNe.

If your child has food allergies that affect what he/she eats in the cafeteria, please have your child’s doctor complete the “Certification
of Special Dietary Needs.” You can pick this form up from the school nurse,

s AUTHORIZATION FOR MEDICATION ADMINISTRATION
Written permission must be received from the parent/guardian in order for a child to receive medicine at school. Tisted below are
over-the-counter medications that our school keeps in stock for administration to students. Licensed school nurses will supervise
administration of medications. All medications will be given according to label directions on the container, Indication(s) for the
administration of medicine will be determined on an individual basis. This authorization is valid ONLY for the school year indicated
on the date below.
® Acectaminophen / Ibuprofen (regular strength) ~ WILL NOT BE GIVEN BEFORE 10:00am OR AFTER 2:00pm
*may be given for fever over 102 degrees, and headaches and/or other pains not relieved by other means such as ice,

heat, food, rest, etc.

® Antacid

¢ Cough Drops

¢ Benadryl-- given in case of allergic reaction (indication for administration to be determined by the school furse)

¢  Over The Counter Medications (ex: oral pair reliever, eye drops, topical ointment/cream/spray, throat spray, etc.)
Parent/Guardian Signature ' _ Date

updated 3/2022



> Naghe of Child . , ‘

Tuition Application

2024-2025

."‘IForm wilhe repuied il not complete)

‘Wilbur D Mills Education Service Cooperative
EARLY CHILDHOOD SFECIAL EDUCATION
P.(r. Box 850 Beche, AR 72012 / 501.882.8852

Parent Consent for Screening _ ) ’
"> Sex

PRace “[c‘fzc(:.{ ;1!!&1;{ .frpp-l_'y}' O Hispanic O Amnr.ﬂulia:i?fi]néluﬁ [0 Asten I Blacke [ Hawation/Pacific Tsloder £ White
¥ Check 11" Interpraler needed  OParent BChid '

b Date of Bu‘ﬁh > Age ¥ ‘School District of Residence

¥ $SN : 7 ' AxRids Numbéi':
3 Physical Address :

Poogn : Streat Address . City

Zip ™
» Maﬂlng Address .

P.O. Box S ) . " City Zip

» Names of Pérents/éuaxdians

» Phone. Nos.. :

* Mather's Infe: Home - N Tl T ‘ Work'

L]

Father‘s Infgi T Home T T h : Ooll T ~ ek
> Sermcc Lc-canon. {Please £l in school nam'z:) T )

. )* Consant, I glve thc VVﬂbur D. M_dls Eaxly Chﬂdhood Speclal Educatzon Plogmm permmslon to screen my child,

i

S;gmtu.m ‘af Paten/Guardian o

Date
»Sevvices child s currently Feceiving or has recenﬂy race.wed.
H8peech O OT MOPT O Counseling IIIPPY *Attach sopy of latest Evaluaticm(s)

DO NOT WRITE BELOW THIS LINE

The following areals) have. been screened:

Screened . Resulr . .. Reticreen

Areas ) : _ B o ' ’ o ) Arca(s) of
v Date Passed Failed Data Result “Referral
{ Person } . K .

iDevelopmental Areag

iViaion

|31Jcc.c})fl,am;uage

[Hlearing

By signing below, Tverify that the results of L'he_ DIAL-4 sereen conducted on my child were discussed with me.

>

Signatare of Parent/Guardian ‘Dale

Parent/Guardian was not in attendance. ‘Letter explaining screening results was:
[ Mailed to pavent/guardian on this date T Left at center for pickup,

Lrate

Child faifled: [ Vision [QHearing Letter mafled to parent/guardian on:

A Relerral wes made to the WDMESC Early Childhood Special Education Program o
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Little Badgerf Pre-K is dedicated to identifying and providing services
for any of our students who might have developmental delays. If your
child receives any services now (OT, PT, speech/language, social etc.)
please indicate which facility and provide a copy of current paperwork
that was provided to you by the facility that provides services. If your
child will continue to receive these therapies once the 2024-2025
school year starts in August, the facility is welcome to come during
your child’s Pre-K school day to continue those therapies. You, as the
parent will need to contact the Pre-K office and the therapy clinic to
put this into motion for your child.

Child’s Name:

Wilbur D. Mills Co-Op

Destination Education

Clearly Speaking

Reaper

Milestones

Allied

Kids Unlimited

Building Bridges

Kids First

Life Within

other




