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PARENT ORIENTATION CHECKLIST 

Welcome to Robin's Nest! Please look over the following check list and ask questions as we go 

through the following procedures. Child's Name _____________________________________ 

1. RN director has walked me through the center and introduced me to my child's teachers. My

child will be in ________________ and the lead teacher is _______________

2. RN offers the extra time needed for you and your child to spend in the classroom and get to

know the classroom, teachers and new friends. We have an open door policy for you and

your family to visit anytime!

3. RN director has gone over all needed paperwork and provided a check list of needed items to

complete by child's file. An overview of the contract was provided and signed off on at the

time of enrollment.
4. 

5. RN director has asked what my expectations are of RN and the needs of my child.

6. RN director has showed me where my child's classroom lesson plans are posted, the class

schedule & the "Coty Bug sign" on each classroom door.

7. RN director has provided me a file folder for my child to collect art work, file information

needed and monthly updates. These folders are filed by classroom and child's first name. I

understand it is important to check file folder daily in the event there might be an accident

form.

8. RN director has showed me where to sign in medications that needed to be given and I

understand that I need a doctor's note for RN to give medications. I agree to give first dose of

any medication at home.

9. RN director showed me where the parent resource binder is and location of monthly

informational sheets located by the front office door.

10. RN director has offered interpreter services as needed in home language or ASL.

11. RN director has showed me where to put important paperwork and tuition checks (if not

using tuition express there is a 2.00 service fee per check)

12. RN director has provided me with a list of items I need for my child's file and I agree to get

these items to the school within 30 days to avoid the incomplete file fee of 35.00. Upon

turning in paperwork there is a 35.00 registration/technology fee required to accept

paperwork.

13. RN director has explained there is no refunds on deposit.

Robins Nest 
Learning Center 
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14. RN director has explained tuition express, the card reader and I agree to pay child care on

Mondays to avoid late fees.

15. RN is not responsible for any cash dropped in tuition box or given to a child for an activity.

16. RN has a quiet time from 11-2. I agree not to drop off my child during these hours.

17. RN director explained the importance of NOT bringing any outside food into the center. We

have children with death allergies. Please do not allow children to carry in left over breakfast

or uneaten snacks.

18. RN has meal times and menus posted and has showed me the lunch room for all pre-school

age children.

19. RN director has explained our cloth potty training policy and the $5.00 per week potty fee

associated with changing potty accidents. If your child is potty trained and they start having

multiple accidents, the potty fee many be reinstated/charged.

20. RN director explained that I need 1 set of clothing labeled in a Ziplock bag with my child's

name on it if my child is potty trained. If my child is potty training we need 5 sets of pants

and underwear.

21. RN director showed me where to pick up soiled clothing, lost and found toys and coats. Both

are located by the front door.

22. RN director explained we are fully trained on emergency procedures and in the event we

ever needed to relocate, the address and phone number are on the front door of the school.

23. RN director has invited me to participate in parent/teacher conferences in May, Nov or

anytime that I feel I need to meet.

24. RN director has explained there is an annual review of the school and I agree to provide

information that is important to me, my family and the raising of our child in your program.

25. RN has given me a copy of their discipline policy. I agree if my child ever hits or hurts a

child or teacher before a field trip, the director can take my child off that activity.

26. RN takes ANY concern very seriously and we will follow up in writing or with a call. Please

check file folder for that document. If you feel your concern was not handled properly,

please call Robin any time: 618-922-8445.

27. RN was explained that a two week notice is required to change days, change contract,

request vacation or end contract. RN does everything Monday to Monday. Email is the

preferred way to communicate these contract changes. A written notice can be put in the

tuition. box. The tuition box is opened on Monday nights only.

28. RN director has explained the 5.00 per month per child supply fee. The receipts are posted

on the bulletin board in the follow for parental view.
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29. RN director has explained CCAP procedures with me. I will pay my co-pay the first of the

month, or divide into 4 weeks due on Monday nights. If I leave mid-month, the whole co-

pay is due.

30. If I am applying for CCAP, I understand that I will pay 25.00 per week for the first 2 weeks

until approval is obtained. After the 3rd week of no approval, I agree to pay private pay rates

as outlined on rate sheet.

31. I understand all CCAP paperwork needs to be turned in to RN to be logged and accounted

for. If CCAP paperwork is late, childcare can be terminated by the state resulting in private

pay rates.

32. I understand that I am required to notify CCAP of any changes: change of job, marital status,

pregnancy, pay raise, loss of job, school schedule etc... within 48 hours of the change. If this

is not done, CCAP will terminate payment and I will be required to pay private pay rates.

33. School age building is open in the afternoon when school is in session or after 9:00 during

summer/out of school days. I will drop off and sign in & out in the main building.

34. There is a large sign in the parking lot telling parent where to pick up school age children.

When the sign is covered, I know to go to school age building.

35. RN director has explained school age procedures, drop off, meals etc... to me.

36. RN director has explained the summer camp calendars, field trips fees, out of school days

(how to sign up for them).

37. RN director has given me information on the RN FB page to stay on top of activities,

deadlines. and what we are doing on a daily basis.

38. RN has been given an email to send me updates, reminders, invoices and monthly calendar. I

agree to read brightly colored signs that are posted on doors to provided additional

information.

Parent Signature _________________________________________  Date __________________ 

Director who went over these procedures  __________________________________________ 
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HOUSEHOLD ELIGIBILITY APPLICATION FOR CHILD CARE CENTERS 

CHILD AND ADULT CARE FOOD PROGRAM 

1 All Household Members 2. 

NAMES OF ALL HOUSEHOLD MEMBERS 
First, Middle Initial, Last 

SNAP OR TANF CASE NUMBER SKip to Part 6 if you list a SNAP or TANF 
case number. At least one SNAP/TANF must be provided below. 

FOSTER CHILD 
Ages of ChldrenFoster children are a legal responsibinty on 

al Cenler DCFS or court. f all are foster children, 
Skip lo Section 6 

4 Homeless, Migrant, or Runaway 

Homeless Migrant Runaway Head Start 
Signature ofHomeless Lason, Migrant Coordinator, of Head StarM Director Date 

Total Household Gross Income (before deductions) You must tell us how much and how often. 
GROSS INCOME AND How OFTEN IT WAS RECEVED (Example: $100/month; $100 twice a month; $100/every other week; $100/week) 

NAMES 
(LIST ALL HOUSEHOLD MEMBERS 

WITH INCOME) 
Earnings From Work 
(Before Deductions) 

Welfare, Child 
Support, Alimony 

Pensions, Retirement, 
Social Secunty 

Worker's Comp. Unemployment, 
SSI, etc. (All other income) 

hount How often? Amount How often? Amount How often? Amount How often? 

S 

. 

. 

IV. 

. 

6 Signature and Social Security Number (Adult must sign) 

An adult household member must sign the application, If Section 5 is completed or if zero income is listed, the adult signing the form must also list the last, four digits of his or her Social security 
Number or mark the "I do not have a SoCial Secuty Number box. 

XXX - XX I do not have a Social 
Security Number. Social Security Number 

Lcetify all information on this epplication is true and all income is reported, I understand the center willget federal funds based oa the information give. understand the institution, ilinois 
State Board of Education, or Office of Inspector General, may vety this intomation on the application. LDeliberate misrepresentation of the infomauon may subject me to prosecution under 
applicable state and federal laws. 

Date Printed Name of Adult Household Member Signature of Adult Household Member 

Contact Information (Optional) 

Home Telephone Number (Inctude Area Code) Home Address (Number, Street, City, State, ZIP Code) Work Telephone Number (Inctude Area Code) 
Children's Racial and Ethnic ldentities (Optional) 8. 

Mark one ethnic identity 
Hispanic/Latino 
Not Hispanic/Latino 

Mark one or more racial identities: 
Asian 

White 
Black or African American 
American Indian or Alaska Native 

Native Hawaian or Other Pacific Islander 

9 Optional- Sharing Information With All Kids Ins urance Program 

May we share your information on this application with the All Kids Insurance Program, the complele health insurance program for every child in linois? If yes, do not sign below. 
No,I do not want my information from this application shared with the All Kids Insurance Program. 

Date Sign here: 

CHILD CARE REPRESENTATIVE USE ONLY 

Eliglbility Determination-Complete Sections A and B Below 
Convert income only if diferent 

SECTION A Annual Income Conversion Weekly X 52 Every 2 Weeks X 26 Twice a Month X 24 Once a Month X 12 
frequencies of pay are reported. 

TOTAL 
Week Every 2 Weeks Twice a Month Month Year INCOME S- Per: NUMBER IN HOUSEHOLD: 

Free based on: 
foster child 
SNAP or TANF 
Uhomeless 

Reduced based on: 
Uhousehold's income 

Denied- Reason: 
income too high 
incomplete application 

Non-qualifying SNAPITANF 

migrant 
runaway 
household's income 

Head Start 

SECTION B Signature of Determining Official: Date: 

ISBE 69-88 (6/22) Effective July 1, 2022 
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Enrollment Record 
Name	of	Child:	__________________________________________________________________________________________________________________________		

Birthdate:	____________________________________________________________________________________________	Sex:	______________________________	

Address:	_________________________________________________________________________________________________________________________________	

Date	Child	Received:	_________________________________________________	Date	Child	Left:	________________________________________________	

Parent Or Other Person(s) Placing the Child 

Name:	______________________________________________________________________________			Relation	to	child:	________________________________				

Email:	____________________________________________________________________________________________________________________________________		

Home	Address:	__________________________________________________________________________________________________________________________		

Phone:	_____________________________________			Cell:	_______________________________________	Work	Ph:	____________________________________			

Working	hours:	_________________________________________________________________________________________________________________________		

Parent Or Other Person(s) Placing the Child 

Name:	______________________________________________________________________________			Relation	to	child:	________________________________				

Email:	____________________________________________________________________________________________________________________________________		

Home	Address:	__________________________________________________________________________________________________________________________		

Phone:	_____________________________________			Cell:	_______________________________________	Work	Ph:	____________________________________			

Working	hours:	_________________________________________________________________________________________________________________________		

Other Person To Notify If Person Placing the Child Cannot be Reach 

Name	____________________________________________________________________________________________________________________________________		

Address__________________________________________________________________________________________________________________________________	

Phone:	_______________________________			Work	Ph:	____________________________			Relationship	__________________________________________	

PHYSICIAN TO CALL IF CHILD BECOMES ILL OR INJURED 

Name	____________________________________________________________________________________________________________________________________		

Address__________________________________________________________________________________________________________________________________	

Phone	Number	__________________________________			Hospital	or	Clinic	_________________________________________________________________	

PROGRAM 

Days	per	week	______________________________________________		Hour	of	care____________________________________________________________	

Rate	of	pay	(optional)	_________________________________________________________________________________________________________________	

_________________________________________________________			 					___________________________________________________								______________________	
Signature	of	parent	or	other	person	placing	child 	Signature	of	caregiver	 																															Date	

Completely	filled	in	form	must	be	kept	by	the	licensee	for	each	child	not	related	to	the	licensee.	Please	have	this	form	available	all	times	
to	licensing	representatives	of	the	Department	of	Child	and	Family	Services.	Contact	the	Area	Office	for	supplies	this	form.	

Robins Nest 
Learning Center 
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Yes

Can	your	child	write	their	name?									Yes		 											No	

The	name	you	would	like	your	child	to	learn	to	write:	

___________________________________________________________________________________________________________________________________________	

Best way to communicate?         Text													Email					

Cell	Phone	Carrier:		______________________________________________________________________________________________________ 

Email:	____________________________________________________________________________________________________________________	

Facebook:	Follow	us	on	Robin’s	Nest	Learning	Center	Page!	

State	of	Illinois	

Illinois	Department	of	Children	and	Family	Services	

Verification	of	Receipt	

I/We,	_____________________________________________________________________________________________________________________________________	
	Please	Print	Name(s)	

parents	of	_________________________________________________________________________________________,	hereby	certify	that	I/We	have		
Name(s)	of	Child(ren)	

received	a	copy	of	a	summary	of	licensing	standards	printed	by	the	Illinois	Department	of	Children	and	Family	Services.	

Signature	of	Parent:	____________________________________________________________________________						Date:		____________________________	

Signature	of	Parent:	____________________________________________________________________________						Date:		____________________________	

Robins Nest 
Learning Center 

		

CLASSROOM INFORMATION 
THIS	COMPLETED	FORM	IS	TO	BE	PLACED	IN	EACH	CHILD’S	FILE	AT	THE	DAY	CARE	FACILITY.	

This	information	is	for	your	child’s	teacher.	
Please	fill	out	completely	for	a	nice	first	day	transition.	

Could	you	please	provide	us	with	a	family	picture	so	we	can	add	your	family	to	our	classroom	tree?	

Child’s	Legal	Name:	_____________________________________________________________________________________________________________________	

Preferred	Name	(if	different	from	above):	___________________________________________________________________________________________	

Birthdate:	___________________________________	

Allergies:	________________________________________________________________________________________________________________________________	

Any	daily	medications	taken	(frequency	&	dosage):	

____________________________________________________________________________________________________________________________________________	

Any	known	fears	of	child’s:	____________________________________________________________________________________________________________	

Things	to	provide	comfort	to	your	child:	_____________________________________________________________________________________________	
Is	your	child	potty	trained?								Yes	 														No	

Does	your	child	still	have	potty	accidents?										 														No	
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AUTHORIZATION TO PICKUP
Please	list	any	family	member,	friend,	co-worker	that	may	be	picking	up	your	child.	If	there	is	a	parent	or	someone	that	is	

not	allowed	to	pick	up	the	child	be	sure	to	note	that	also.		

Child’s	Name:			________________________________________________________________________________________________________________________	

4	Digit	Code	for	Parents:			___________________	

Parent/Guardian	Name:			____________________________________________________________________________________________________________	

Parent/Guardian	Name:		_____________________________________________________________________________________________________________	

I	authorize	the	following	people	to	pick	up	my	child/children:	

They must sign in/out after presenting a valid ID when picking up child/children. 

Please list Name, Relationship, Address, Phone Number & Work Phone 

1)	 _____________________________________________________________________________________	Relationship:	__________________________________	

Add:	________________________________________________________________________		Ph:	______________________	Work	Ph:	______________________	

2)	 _____________________________________________________________________________________	Relationship:	__________________________________	

Add:	________________________________________________________________________		Ph:	______________________	Work	Ph:	______________________	

3)	 _____________________________________________________________________________________	Relationship:	__________________________________	

Add:	________________________________________________________________________		Ph:	______________________	Work	Ph:	______________________	

4)	 _____________________________________________________________________________________	Relationship:	__________________________________	

Add:	________________________________________________________________________		Ph:	______________________	Work	Ph:	______________________	

5)	 _____________________________________________________________________________________	Relationship:	__________________________________	

Add:	________________________________________________________________________		Ph:	______________________	Work	Ph:	______________________	

6)	 _____________________________________________________________________________________	Relationship:	__________________________________	

Add:	________________________________________________________________________		Ph:	______________________	Work	Ph:	______________________	

This	person	can	pick	up	my	child	on	certain	days	according	to	court	ordered	parenting	time:	

__________________________________________________________________________________________________________	

Times/days	allowed	

____________________________________________________________________________________________________________________________________________	

____________________________________________________________________________________________________________________________________________	

____________________________________________________________________________________________________________________________________________	

____________________________________________________________________________________________________________________________________________	

Robins Nest 
Learning Center 
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EMERGENCY MEDICAL RELEASE 
I,___________________________________________________________________________________________________	being	the	parent	or	legal	guardian	

of_________________________________________________________________	give	my	consent	for	emergency	medical	and	surgical	treatment	

of	this	minor	by	a	licensed	physician	should	his/her	condition	so	require	it	in	my	absence.	I	understand	that	in	such	a	case	

reasonable	attempts	would	first	be	made	to	contact	me,	time	&	condition	permitting.	

As	long	as	the	medical	or	surgical	treatment	considered	necessary	in	the	situation	is	in	accordance	with	generally	

accepted	standards	or	medical	practice	for	the	particular	type	of	injury	or	illness	involved.	I	impose	no	specific	limitations	

or	prohibitions	regarding	treatment	other	than	those	that	follow:	

My	child	is	allergic	to	these	medications:				

____________________________________________________________________________________________________________________________________________	

My	child	takes	these	medications	on	a	regular	basis:	

____________________________________________________________________________________________________________________________________________	

Child’s	Birth	date:		__________________________________________	

Parent/Guardian	#1:	_________________________________________________________________________________________________________________	

Home	Address:		_________________________________________________________________________________________________________________________	

Phone:		___________________________________			Cell:___________________________________			Work	Ph:		________________________________________	

Work	Address:		_________________________________________________________________________________________________________________________	

Parent/Guardian	#2:	_________________________________________________________________________________________________________________	

Home	Address:		_________________________________________________________________________________________________________________________	

Phone:		___________________________________			Cell:___________________________________			Work	Ph:		________________________________________	

Work	Address:		_________________________________________________________________________________________________________________________	

Other	Emergency	Contact	Name:		__________________________________________________________________________________________________	

Address:	_________________________________________________________________________________________________________________________________	

Phone:		___________________________________			Work	Ph:		________________________________		Relation:	______________________________________	

I	also	understand	children	play	&	do	sometimes	get	hurt	by	tripping,	falling	off	play	equipment	&	other	various	activities.	

I/we	will	not	hold	Robin’s	Nest	responsible	for	medical	attention	needed	in	such	a	case	unless	the	licensing	finds	the	

center	negligent.	

I	do	not	have	Medical	Insurance:		

I	have	Medical	Insurance:			

Please	provide	a	copy	of	your	card	or	print	out	insurance	information.	

Hospital	Coverage	information/choice:	___________________________________________________________________________________________	

Address:	_____________________________________________________________________________________________	Phone:	___________________________	

Dentist	Coverage	information/choice:	____________________________________________________________________________________________	

Address:	_____________________________________________________________________________________________	Phone:	___________________________	

Doctor	coverage	information/choice:	_____________________________________________________________________________________________	

Address:	_____________________________________________________________________________________________	Phone:	___________________________	

Robins Nest 
Learning Center 

Parent/ Guardian Signature: _______________________________________________________________________   Date: _________________
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FEEDING AGREEMENT & INFANT SCHEDULE 

Health, Safety & Sanitation 

At	Robin’s	Nest	hand	washing	is	the	most	important	way	we	keep	illness	down	in	our	classroom.	Please	wash	your	child’s	

hands	when	they	enter	our	classrooms.	

Please	do	not	leave	a	diaper	bag,	car	seat	or	anything	that	could	hold	medications	or	other	dangerous	items	in	the	reach	of	

children	in	our	classrooms,	hallway	or	office.	If	you	need	to	leave	something	for	someone	picking	up,	there	is	a	place	in	the	

gym.	Ask	the	director.	

Please	provide	us	with	a	change	of	clothes	in	a	zip	lock	bag	with	your	child’s	name	on	it	to	leave	in	the	bucket.	

Diapering, Diapers & Wipes 

Please	provide	diapers	&	wipes	weekly	and	log	those	diapers	in	daily	so	you	have	a	record	of	when	you	last	dropped	some	

off	to	us.	

Please	be	sure	your	child’s	name	is	on	everything	you	turn	in.	

In	the	event	we	do	not	have	diapers	for	your	child,	we	will	provide	diapers	for	$1.00	each	and	a	box	of	wipes	for	$5.00.	

We	will	diaper	your	child	as	an	infant	every	other	hour	or	as	needed	and	every	two	hours	as	a	toddler.	

I	agree	with	the	above	policy:			

OR	I	would	like	my	child	diapered	as	follows:	

____________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________	

Food Program & Feeding Schedules 

Robin’s	Nest	participates	in	the	state	food	program.	Robin’s	Nest	provides	formula	(milk-based/soy	Good	start)	and	all	

bottles,	solid	food,	and	cereals.	There	are	no	additional	fees	or	requirements	from	the	parents	to	participate	in	this	

program.	

Robin’s	Nest	is	an	extension	of	your	family	and	will	vary	from	this	procedure	to	fit	parents’	needs	for	their	children	that	

meet	the	basic	requirements	for	care	in	our	facility	based	on	DCFS	rules	and	regulations	and	that	of	your	physician.	

I	will	be	using	the	center’s	food	program		

I	will	be	bringing	my	own	food	&	bottles		 		(See	below	for	requirements)	

I	am	breastfeeding	my	child			

I	will	provide	my	own	bottles			

I	will	be	bring	my	own	food	and	use	the	center’s	bottles		

Robins Nest 
Learning Center 
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If	you	want	your	child	fed	outside	of	the	food	program	requirements	outlined	above,	we	need	you	to	provide	the	needed	

items	on	a	daily	basis.	

1.	We	need	enough	bottles	to	feed	your	child	every	3	hours	or	as	you	have	prescribed	here	in	this	form	and	DCFS.	

a.	The	bottles	need	to	be	labeled	with	your	child’s	name	on	them.	

Lid,	nipple	&	bottle	if	we	wash	them	at	the	center.	

b.	Be	filled	with	formula	or	formula	powder	ready	to	serve.	

c.	Will	be	sent	home	daily	after	we	have	rinsed	them.	We	will	not	wash	them	at	the	center	because	we	don’t	want	

to	mix	them	up	with	the	hundred	bottles/nipples	we	have	here.	

2.	If	you	want	your	child	fed	with	a	specific	bottle,	we	will	need	you	to	provide	4	bottles	prepared	as	outlined	above.	

3.	We	will	need	a	can	of	the	formula	you	are	using	to	mix	for	cereal	meals	as	needed.	

When	we	have	used	it,	we	will	send	home	the	empty	can	so	you	know	we	need	more.	We	encourage	our	parents	to	check	

your	child’s	bucket	daily	for	needed	items.	We	are	extremely	busy	so	we	may	forget	to	mention	it	to	you.	

4.	When	you	drop	off	bottles	daily,	please	place	on	the	counter	in	a	zip	lock	bag	and	we	will	put	in	your	child’s	feeding	

bucket.	

5.	When	you	pick	up,	we	will	place	all	used	bottles	in	the	zip	lock	bag	and	return	to	you	each	evening.	Please	replace	the	

next	day	your	child	will	be	attending	our	school.	

6.	If	you	forget	to	bring	formula/	food,	we	will	call	you	and	let	you	know.	If	we	do	not	have	what	we	need	by	the	time	your	

child	needs	to	eat,	we	will	feed	your	child	what	we	serve	based	on	the	food	program.	

Please	let	us	know	in	writing	as	your	child’s	feedings	change	as	they	grow.	There	is	a	form	in	the	classroom	on	the	door	to	

change	feeding	schedules	and	add	new	things	to	your	child’s	diet.	Drop	that	form	in	the	tuition	box	and	the	director	will	

follow	up	with	the	infant	staff	that	following	week	to	meet	the	upcoming	changes.	
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Your Home Schedule 

(Arrive	at	Center=	A)(Get	up	=	GU)(F=	Food)	(S=sleep)	Depart	(D)	

On	Demand	Schedule:		

6:00	am	___________		7:00		am	__________		8:00		am	__________		9:00		am	__________		10:00		am	__________		11:00		am	__________		

Noon	__________		1:00	pm	__________		2:00	pm	__________		3:00	pm	___________		4:00	pm		__________		5:00	pm		__________			

6:00	pm	__________	

Please	update	monthly	until	eating	table	food.	

I	understand	the	feeding	requirements	outlined	in	this	agreement	and	would	like	my	child	to:	

		Be	fed	based	on	the	food	program	that	the	center	offers.	

		      I	will	provide	for	my	child	daily	as	outline	above	and	understand	that	if	I	do	not	provide	the	needed	food,	the	

center	will	use	their	food	to	meet	the	needs	of	my	child.	

		My	child	is	breastfed	

I	would	like	my	child	fed	the	following	times	&	amounts	while	in	care	at	Robin’s	Nest:	

		On	demand		___________	oz	

        Other	(see	details	below)	

My	child	is	eating:	______________________________________________________________________________________________________________________	

My	child	likes:	___________________________________________________________________________________________________________________________	

My	child	has	these	food	allergies	(type	of	food	&	reaction	type):	

____________________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________________	

Parent	signature:	_______________________________________________________________________________		Date:	________________________________	

Director	Signature:	_____________________________________________________________________________________________________________________	

Lead	Staff:	_______________________________________________________________________________________________________________________________	

Teacher:	_________________________________________________________________________________________________________________________________	
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Potty Training Agreement
Potty	training	agreement	is	attached	to	this	form.	Please	look	over	and	see	how	we	do	potty	training	in	our	

school.	

We	will	need	a	signed	potty	training	agreement	to	do	potty	training	in	our	classroom	and	there	is	a	5.00	per	

week	potty	fee.	This	pays	for	cleaning	of	carpets	etc…	for	potty	accidents	that	occur	in	a	classroom.	

We	ask	that	you	bring	in	5	changes	of	underwear	and	easy	pull	up	and	down	pants	in	a	zip	lock	bag	labeled	

with	your	child’s	name	on	it.	When	they	have	a	potty	accident	we	will	place	soiled	clothing	into	the	bag	and	

you	will	pick	up	in	our	soiled	clothing	area	nightly.	

Please	return	clean	clothes	in	a	ziplock	bag	the	next	day	so	you	don’t	have	to	rent	clothes.	

Please	place	clothing	in	a	zip	lock	bag.	This	is	a	health	department	requirement.	There	is	a	1.00	fee	for	

providing	a	ziplock	bag.	

Robin’s	Nest	does	not	use	pull	ups	or	diapers	to	potty	train.	Potty	training	is	most	successful	when	we	are	

consistent	at	school	and	at	home.	We	use	pee	pads	for	nap	time	on	cots.	There	is	no	need	for	pull	ups	at	nap.	

Please	call	with	questions	and	thank	you!	

Jana &	Robin	

Robins Nest 
Learning Center 
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Potty Training Agreement 
Potty training is an exciting time for you and your child. Please read over the article I have provided called “I 

have to Go Potty”. This article will provide you some basic information about potty training and our 

philosophy. 

When you are ready to start the process, we will need the following contract: 

I would like my child __________________________________________________________________________________ to start the 

potty training process. I understand there is a 5.00 per week potty fee that will be assessed to my account 

until my child goes two-weeks accident free at school. There will be a potty chart in the classroom noting 

potty accidents for the month. 

The potty fee covers the frequent carpet cleaning, mycobacterium spray to clean carpets in potty training 

classrooms, washing of bedding and extra time required for staffing to change children out of soiled clothing 

while maintaining ratios inside the classroom. 

We ask you to provide 1 complete set of clothing: Pants, shirt. Socks and underwear & 4 sets of pants and 

underwear each in a zip lock bag with your child’s name on them. Your soled clothing will go back into the 

ziplock bag and will be located where the soiled clothing is stored by sign in & out door at entry.  

Please	pick	up	soiled	clothing	daily.	Per	health	department	regulations	we	cannot	wash	soiled	

clothing	in	our	washing	machine.	

I understand that I am required to provide ziplock bags for soiled clothing as required by the health 

department to prevent cross contamination. If you do don’t provide a zip lock bag, the center will provide a 

zip lock bag to maintain compliance and charge the account 1.00 per bag. 

I understand that I am required to replenish soiled clothing daily to be sure my child has clothing to potty 

train with. If I do not have clothing on hand, the school is required to put a diaper on the child and stop potty 

training for the day. 

Child’s Name ______________________________________________________________________________________________________________ 

Parent Signature __________________________________________________________________________________________________________ 

Date _______________________________________ 

Robins Nest 
Learning Center 
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