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Pathways 2 Learning Child Care Contract
Parent Name: ____________________________________	Date: _____________ 	DOB: __________
Address: _______________________________________________________________________________
City: _______________________________State: ____________________Zip: ______________________
Cell Phone: _____________________________ Work Phone: ____________________________________
Place of Employment & hours of employment: ____________________________________________________________________
ARVAC Employee Discount:  Yes or No
Teacher Discount: Yes or No

Parent Name: ____________________________________	Date: _____________	DOB: _________
Address: _______________________________________________________________________________
City: _______________________________State: ____________________Zip: ______________________
Cell Phone: _____________________________ Work Phone: ____________________________________
Place of Employment & hours of employment: ____________________________________________________________________
ARVAC Employee Discount: Yes or No
Teacher Discount: Yes or No

Child Name: _____________________   Birth Date: ____________________Center: __________________
Allergies: ______ Disabilities: ______ Medications Needed: ______ 
Fee Pay                       School Age		SWS		Voucher

Child Name: _____________________   Birth Date: ____________________Center: __________________
Allergies: ______ Disabilities: ______ Medications Needed: ______ 
Fee Pay                       School Age		SWS		Voucher

Child Name: _____________________   Birth Date: ____________________Center: __________________
Allergies: ______ Disabilities: ______ Medications Needed: ______ 
Fee Pay                       School Age		SWS		Voucher

Child Name: _____________________   Birth Date: ____________________Center: __________________
Allergies: ______ Disabilities: ______ Medications Needed: ______ 
Fee Pay                        School Age		SWS		Voucher

Emergency Contacts:
Name: _____________________________________ Phone: ____________________________
Name: _____________________________________ Phone: ____________________________
Name: _____________________________________ Phone: ____________________________
Name: _____________________________________ Phone: ____________________________
Name: _____________________________________ Phone: ____________________________

Payment Rate:
	
	Weekly Hours: 7am-6pm
	20% Employee Discount
	10% Teacher Discount
	Drop Off Rate

	Infant 0-18 months
	$180.00
	$144.00
	$162.00
	$57

	Toddler 19-36 months
	$175.00
	$140.00
	$157.50
	$52

	Transition 37-60 months
	$160.00
	$128.00
	$144.00
	$42


 
The first payment will cover a period of two weeks. After that, the full payment will be automatically deducted every Monday. Late payments will be charged a 2% late fee. This fee includes the cost of diapers, wipes, formula, and meals. If parents require a specific type of formula or diaper that we do not provide, they will need to provide those themselves.
One week per year no charge for vacation with 30-day notice. 
The following holidays will not be charged for Head Start children: Thanksgiving, Christmas, and Spring break.

Parent Handbook provided:  ____________________________            Date: __________________

_______________________________________			________________________
Parent/Guardian Signature						Date


______________________________________			_______________________
Center Operations Leader						Date
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