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Acknowledgement Form

I ______________________acknowledge that Seasons of Care will start implementing a 9am cut off time for breakfast as well as the start of the academic day for my child(ren).

I _______________________ understand that academic success is a very essential part of my childs early start at educational success. I also agree that consistency and structure should be implemented at all time during this fragile time of early learning.

I________________________ also understand that Season of Care has set in place a 9am cut off time to ensure that my child getting the quality care that I am seeking.

I_____________________ also acknowledge that if for any reason I am running late it is my responsibility to call and notify the director and Seasons of Care staff.

I_________________________ also Acknowledge that Seasons of Care has the right to turn me away if I arrive after the 9am hour without proper notice or physician documentation.
_________________________________             ________________________

Parent/ Guardian Signature                                                         Date

______________________________                   __________________________

Director Signature                                                                  Owner Signature
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