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lnformation:
Thank you for your interest in the Ohio Valley Educational Service Center's Bright Beginnings Preschool for students ages

3through5yearsold.ChildrenareplacedinclassesWe
place returning students first within the school district ofresidence, thenwe place by ageof the child (older children are

placed first), and last we place by the date ofthe returned, completed application. We look forward to working with
your family!

COST:

Bright Beginnings Preschool offers payment options based upon income and the number of days your child attends class

perweek/month. The tuition isa flat rate and refunds are NOT given for absences, holidays and/or calamity days. The

maximum tuition rate possible is S150.00 for full time enrollment per month. Tuition assistance may be available upon

completion of the enrollment application and submission of required proof of income documents. Tuition is due prior to

starting preschool and is due on the first day of each month. May's tuition is due April 15. Tuition may be paid at either

OVESC office (Cambridge or Marietta), through USPS mail, or online at !!.!y.!!Q.vc5!.9r9

REQU IRED DOCUMENTS FOR ADMISSION for ALL NEW STUDENTS:

. Enrollment Application (with ALL SECTIONS completed, including the child care assistance pages)

. Child Care Assistance application filled in and (SNAB MEDICAID, tax return-if self-employed)

. Proof of lncome (4 pay stubs from most current employer for each working person in the home)

. Birth certificate (the actual copy, we can not accept the crib sheet from the hospital)

. Custody Papers (if applicable)

. Proof of Residency (a copy of a utility bill)

. lmmunization Records
*We olso require o Volid EMAIL ADDRESS

) Pleose moke sure to sign every signoture line with on orrow beside it
**ALL REQUI RED INFORMATION IS MANDATORY to secure vour child's soot in a classroom.

Medical and Dental Forms (to be comoleted bv a med ical orofessionall:
. Students have 30 days from classroom start date to submit both documents

. New forms must be submitted yearly (within 13 months of last visit due to insurance reasons)

MAIL TO:

OVESC BRIGHT BEGINNINGS PRESCHOOL

Broughtons Complex 3 - Building 15B

2333-8 St. Rt 821

Marietta, Ohio 45750



2026-2027 Brisht Beei nni nss Preschool Tuition Rates

Please read & initial below

Crooksville: $1 50.00/month

Rolling Hills: $1 50.00/month

Switzerland: Free to families who reside within Switzerland of Ohio
School District, otherwise $1 50.00/month.

+lBright Beginnings Preschool offers tuition reduction options based upon income. Tuition assistance may be

available upon completion of the enrollment application and submission of required ptoof of income documents. **

Parent lnitials:

All Washington County Districts: $1 50.00/month

Belpre

Fort Frye

Frontier

Marietta

Warren

Wolf Creek
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Enrollment Application 2026-2027

My child is a RETURNING STUDENT or NEW STUDENT (please circle one)
CHItD'S NAME: (Please PRINT entire application)

First: Last:

€hild's lnformation:

Date of Birth: Gender (please circle): Male Female

Foster Child: Yes No Primary Language Spoken at Home:
Birthplace City: County of residence:
Mother's Maiden Name:
Does your child have an IEP? YES or NO

lN PROCESS OF IEP? YES or NO

Racial Group/Local Ethnic Category: (check allthat apply)

_ Asian _ Black/African American _ Hispanic
American lndian/Alaska Native _ Multi-Racial

_ White _ Native Hawaiian or Other Pacific lslander
H ispan ic/Latino: _Yes _No ls the parent an OVESC employee? _Yes _No
Who Child Lives with/Residentia I Parent is: (circle allthat apply): Mother Father Other

Father's Name: Mother's Name:

Father's Address: Mother's Add ress:

City, State and zip City, State, and zip

Father's Home # Mother's Home #:

Mother's Cell #:

Father's Work #: Mother's Work #:

Father's Email (must have): Mother's Email (must have):

School District of Residence: School District of Residence:

Preferred Location - Please mark - 1

_ Belpre- Belpre

_ Fort Frye - Lowell

_ Fort Frye - Beverly-Center

_ Frontier - Newport

_ Marietta - Phillips (includes former Ewing)

_ Marietta -WashinSon (includes former Ewing)

_ Crooksville

_ Rolling Hills - Brook ndmin and Early Learning center

choice (Listed bv District/Schooll:

_ Switzerland of Ohio - Beallsville

_ Switzerland of Ohio - Powhatan

_ Switzerland of Ohio - River

_ Switzerland of Ohio - Skyvue

_ Switzerland of Ohio - Woodsfield

_ Switzerland of Ohio - Monroe DD

Warren - Warren

Wolf Creek - Waterford

Office Use Only Start Date: SSID #:

Dis. Condition: Services: Preschool:

Teacher: Poverty Level: Typical

IEP / ltinerant: By Entered EMIS {:

Middle:

Father's Cell #:

1



Child History:

Did mother have any unusual physical/emotional illness during pregnancy?
lf Yes, Please explain:

Yes No

Age of mother when child was born: Ch ild's Birth Weight:

Child was: (please check) _Full Term _Early .....,_Late lf applicable how early/late?
Did the child have any sickness/problems? Yes No lf Yes, Please explain:

Please indicate at what age the child began the following activities:
Walked alone Was Toilet Trained
Spoke in Sentences Dressed Self

How does this child's development compare to other children (siblings or playmates)?
(please check) _About the same as others _Slower than others _Faster than others

Please list/describe allergies (to medications, foods, plants, animals) and reactions to these items

Please list/describe recommended treatment to these reactions:

Age at time of event?

Please describe any medications, food supplements, modified diet or fluoride supplements, the child takes daily and/or
frequently:
Medication/Supplements Reason taken? How often?
1.

Please check EI any health conditions the child has/had

Abnormal spinal curvature
Allergies/hay fever
Anemia
Anaphylactic reaction
Asthma or wheezing
Attention Deficit Disorder

Behavior problems
Birth/Congenital malformation
Cancer - Type_
Chicken pox - date_
Chronic diarrhea/constipation
Chronic ear infections
Concern about relationships
Cystic Fibrosis

Diabetes
Eczema/chronic skin condition
Emotional problems
Eye problems or poor vision
Frequent headaches
Frequent sore throats

Heart disease - type
Hemophilia
H e patitis
Hyperactivity
Kidney disease - type
Measles
Meningitis or Encephalitis
Mumps
Near-drowning/near suffocation
Nervous twitches or tics
Poisoning
Rheumatic fever
Seizu re diso rde r/e pile psy

Sickle cell disease

Speech difficulties
Stool soiling
Toothaches/denta I problems

U rinary tract infections
Wetting during day or night
Other

2

PARENT INITIALS

ENROTTMENT PACKET

Please Iist any severe injuries, illnesses, surgeries you child has had:
lnjury/lllness/Surgery Was the child hospitalized?
1.

2.

3.



ENROLLMENT PACKET

Emergency Contacts: Please list 3 people to be contacted in the event of an emergency lF the parcnt cannot be contaded.

Contact #1: Contact #3:
Street Address Street Address Street Address
City State Zip City State zip City State Zip

Relationship to Child Relationship to Child Relationship to Child
Phone S

Cell# Cell s Cell $
Work # Work s Work #

Child's Name: rirst Middle

Authorizadon to Release Child: My child may be released to his/her parent/guardian AND the following people only
(without prior written a uthorization).
Name Relationship to child Phone #

My child may NOT be released to the following individuals: Please attach a copy of divorce decree and/or restraining
order if applicable.

Name Relationship to child
Please note any special circumstances
of which the staff should be aware:

Please indicate if the family is involved with any of the following community services:

Speech Therapy: _Yes _No tf yes, where? Head Start/Early Head Start: _Yes _No

OccupationalTherapy: _Yes _No tf yes, where? Help Me Grow/Early lntervention: 
-Yes -No

Physical Therapy: _Yes 
-No 

lf yes, where? Job & Family Services: _Yes _No tf yes, caseworker?

HearinB Services: _Yes _No lf yes, where? Child/Protective Services: 
-Yes -No 

lfyes, caseworker?

Vision Services: _Yes _No lf yes, where? Preschool/Day Care: 
-Yes -No 

tf yes, where?

Mental Health/lndividual/Family Counseling Services: Yes No lf yes, where?

MUST HAVE A PHYSICIAN/DENTIST LISTED:

Physician's Name: Dentist's Name:

Street Add ress Street Address

City, State, zip Code City, State, zip Code

Phone # Phone #

Fax # Fax #

PARENT INITIATS

Contact #2:

Phone # Phone #

Last

3



ENROLLMENT PACKET

Things I would like my child's preschool teacher to know
My child is: _very active _normally active _not very active
My child prefers playing: _alone with other children
My child has become violent or acted out in the following manner towards other children or adults. (please check all
that apply) _Hitting _Kicking _Biting _Fighting _Scratching
_My child has never become violent or acted out toward others.

lf my child becomes upset, they calm themselves by:

I have concerns about how my child gets along with other children. _Yes
lf yes, please expla in:

No

My child's favorite color is

My child's favorite food is:

My child's favorite book is:

My child's favorite toy is:

My child likes to: _Listen to stories

_Play pretend/make believe _
_Play inside

Other
_Play outside _Draw/Color _Play quite games

I would like for my child to be able to:

Authorization for School District Transportation: Please initial ontheapp ropriate line below

_Yes, I grant permission for my child to be transported toffrom school and/or field trips by the school district

bus/van, if appropriate.

Yes, I grant permission for my child to participate in walking field trips that are close to my child's school

bus/van, if appropriate

Parent/Guardian Name: 

-Yes
No Parent/Guardian Cell Phone Number Yes No

PARENT INITIALS

Please add any comments or concerns that you have about your child's health, development, behavior, family or home

life that you would like the school to be aware of.

_No, I DO NOT grant permission for my child to be transported toffrom school and/or field trips by the school district

_No, I DO NOT grant permission for my child to participate in walking field trips that are close to my child's school.

Authorization for Annual Class Roster: Each year we prepare a roster for each group of children in our program. This

roster will not be shared with any person other than the parents of children enrolled in our program.

I authorize the following information to be listed on the Class Roster (please check):

My child's Name: Yes 
-No 

Parent/Guardian Home Phone Number 

-Yes -No

4



ENROLLMENT PACKET

Authoriza6on for Picture Publication Please initial on the appropriate line below
Yes, lgrant permission for my child to have his/her picture taken for possible publication (newspapeq brochure,

website, or other social media etc.) Furthermore, I grant permission for my child to be videotaped and understand that
it ma be used for professional develo ment and/or advertising purposes

-No, 
I DO NOT grant permission for my child to have his/her picture taken for possible publication (newspaper,

brochure, website, etc.) Furthermore, I DO NOT gra nt permission for my child to be videotaped and understand that lt
m be used for professional develo ment a nd/or advertising purposes

As the parent/guardian of _, I authorize the information as listed above
(AuthorizotiontoReleoseChild,@,,nsportation,AuthorizotionforAnnuolclo55Roster,
and Authorizotion for Picture Publicotion).

Parent/Guardian Printed Name

-t
Parent/Guardian Signature Date

Authorization for Particioation and Release of lnformation
My child has permission to participate in any health/developmental/academic screenings and assessments (which may
include, but are not limited to physical, dental, vision, hearing, speech, mental health, lead, iron, height, weight,
developmental, etc.) that are conducted through the Ohio Valley Educational Service Center, Bright Beginnings
Preschool and other community agencies.

I understand that there may be some screenings/assessments that are not able to be conducted at my child's
preschool setting and that I may need to obtain these screenings/assessments through my child's physician, dentist,
local health department or other community agencies. I also understand that it may be necessary to obtain follow-up
care for my child based on the results of the health/developmental assessments performed and that it will be my
responsibility to do so.

The Ohlo Valley Educational Service Centet hds my pemission to shore my chil{s inlormotion with oll ogencies thot

foll under the Department ol Childrcn and Youth os required by law, specificolly the county ofrce of lobs dnd Fdmily

Servlces. Thls lnlormotion moy lnclude any part ol yout chitd's enrollment oppllcation and/or proof ol income.

,
Parent/Guardian Printed Name Parent/Guardian Signature Date

5

PARENT INITIATS

)

The Ohio Valley Educational Service Center has my permission to conduct assessments as required by the Ohio
Department of Education (which may include, but are not limited to the Early Learning Assessment, Child Outcomes
Summary Process, etc.) I understand that my child's teacher/specialist will provide feedback regardinB the assessment
to myself and other staff members working with my child. Additionally, I grant permission for the preschool

administration to report the results of these assessments electronically, as required by law, to the Ohio Department of
Ed ucation.

As the parent/guardian of- by signing, I am verifying that I have read,

understand and agree with th. ffi



Child's Name: Form updated: 12.20.202s

UNITED STATES DEPARTMENT OF HEALTH AND HUMAN SERVICES

2025 FEDERAL POVERW GUIDETINES
OHIO VAtlIY EDUCATIONAI. SERVICE CENTER

2333-8 State Route 821, Complex 3, Bldg 168, Malietta, OH 45750 I 7@-173-6669

OFFICE USE ONLY
Size of

Family Unit
2025 Federal
Poverty Level

(10o%l
Annually

tto%
Poverty

Level

tzs%
Poverty

Level

Las%
Poverty

Level

200%
Poverty

Level

FullTuition

1 s1s,6s0 s17,27s s19,s62 527,867 s31,300
2 s21,1so s23,26s s26,437 537,81.4 s42,3oo
3 s26,6so s29,31s S33,312 s47,767 ss3,3oo
4 s32,1s0 s3s,36s s4O,787 557,72O s64,3oo
5 S37,6so s47,475 547 ,062 567,673 s7s,3oo
6 s43,1so s41,465 ss3,937 s77,626 s86,3oo
7 s48,6so ss3,s 1s s60,812 s87,s79 s97,3oo
8 ss4,1so ss9,s6s s67,687 s91,s32 s108,300

* 4 most recent oav stubs for each workins oerson in the home OR
* A statement from Ohio Deoartment of Job & Familv Services caseworker statine vour oovertv level OR
* A coov of vour most recent tax return s o ns gross income lif self emoloved) OR
*SNAP or Medical card approval letter

Parent/Guardian Signature

Parents: Dueto state reporting requirements, we are required to gather income information foryourfamily. This

information in no way will be used to determine if your child qualifies for services and/or what services your child will
receive. Simply find the number of family members that are in your household, and determine the dollar amount that is

closest to your family's gross income. Please circle the dollar amount in that particular row that most closely reflects the
gross income for your family.

lf you have any questions, please contact the OVESC office at 740-373-6669.

6
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l;5h++ot set*ianrs

Ohio Departrnent of Job and Family Services
Publi Funded Child Care Release oflnformation

Carctater Name Phont' Numbrrr

Strce.t,\ddrcss
Cir,-. Statc Zip

Caraaler Email (must be email
SSP account)

you used h the SSP, ifyou have an Last four digits of Caretaker SSN

FORXASON R TIIE oc NSENT oT ASER-ELE TIINFORMA ON

You are oot requied to complete this form to be eligible for publicly frruded child care.

A child care provider cannot requie you to complete this form as part of thet e[ollmeat process and./or to receive childcalc.

This conselrt vesg1 thepemusslon of andbcounty department lCeSetvJo CD SJFfamily /Ohio of andDepartment
Famil Services DJFSov to easerel bli tunded child catepu cly toapplication identithe childfied careprovider

coNSENT TO RELEASf, TIOINT'ORMA N

I understand that by signing this that.the provide(s) has access to my infoEration urtil the access is revoked byme or my authorDed represeltative even ifl,m no longer attendirg that progiam.. Primary caretaker fust and last trame, ad&ess and phone ntrmber. First and last name and date ofbirth ofchildrcn needing carc.. ApplicatioDinformatioo:
o Applicatiotr stztus, incruding denied without pAD 

Gaymeat after deniat) and pendhg applicatiotr.o Verification documents needed.
o Eligibiliry begin atrd erd date.
o AuthorEatioDiDforEatioo

Reaso! for CoNent

This infonnatior may be rcleased to:

Provider rname 0VE5{

\{ Ll g {r,
,\t.+E
d:,-,

t- a tL.
&

Program Iicense number

Provideraddress'$ii;

Provider 2 name

Program license oumbet

Provider address

tte.
l. Uploaded into the Self-Service portal (SSp) by accessing your benefit

t !.://trp.bar6E.ohb.m!/
2. Submitted to tbe caretakers' counry agetrcy.

This consent will remain in effect for eighteen months tom the date of applicatioo for pending aod donied child
care applicatioas or may be revoked by the caretaker or caretake!'s Autiorized Representativi at any ti.,oe by
providing notice in writing, which must incrude your tram€ and case number using one of the fotlowing:

' uploaded into &e self-s€rvice portal (ssp) by accessing your benefithaF//rrp.bcfiB-ohb.qov/. Submitted to tbe carerakers' county agency.

By signing this form, I am responsible for terminating the listed providds) access to the information listed on
this form

Be aware that the information used or disclosed pursuant to this authorization may be disclosed by the recipient
of the informatio[ alld may no longer be protected from disclosure.

Treatmetrt, palmetrt, euollment, or eligibility for pubric assistatrce ca,nor be cotrditiotred otr signing this
authorization unless the authorization is recessary for determining eligibility for the public assiitanJe program.

Pursuant to federal a,,d state law, aod appricable policies the oDJFS may access ard disclose information
contained in systems cotrtrolled or mailtained by the ODJFS or conkollid aad maiataioed for the berefit ofthe
ODJFS.

This document can submitted using one the following methods

Sigoalure of Carctal'cr or Carciakcr 's Authorizcd Rcprcrrrrt livc lieicd in Ohio Bctrfilr Date

1

for
Job

information

t



Early Childhood Education Grant
Zero lncome and McKinney.Vento Statement

Families with no income must provide a written expranation o{ how they are meeting basic rivingexpenses, including food, housing/shelter, utilities and translorlation.

The McKinney-vento Act orovides resources for chirdren of famiries that are experiencinghomelessness. preschoor students €xperiencing iil"I".;;;;; are erigibre for immediateenrollment in programs with ride 1 funding. Horier"ssn"i. is a-enneo as,

lndNiduals 
.who lack a fixed, regular, or adequate nighttime residence and inctudes:

1 ' chitdren who are shaing the housing ot otn6r ie,ioiiiue ro /oss oinii"irg, economichardship, or a similar reason,;.are li.vi-ng in motas, notiti, trailer pad<s, o, ""ipiii 
'-'.,."

grounds due to the lack o,f altemativeZdequate icco,iioaatiois; 
"i tirig ii "

emetgency or tnnsitional shelters; or are abandoned in hospitats;2' Childrcn who have a ptimary nighttime residence thit'rs a pubtic or pivate prace not

" 
d^":lg::! 

!"!"rordinaity usedis a regutarsteepig aicommodation;r. Ln,oren wno are living in.cars, pa*s, public spacei, abandoned buiidings, substandardhousing, bus or traln slafibns, or similar seftings; and4. Migratory children who qualify as homeless bJcause they are riving in circumstancesdescibed in 1-3 above.

family earnslrecei ves any income.
verify that neither I nor any member of my

homelessness.
verify that my family meets the definition of

Briefly describe how your famiry is meeting food, housing, utirities and transportation needs:

ParenUGuardian Signature: Date

Witness Printed Name

I certify that the information above is comprete and accurate to the best of my knowredge. Iunderstand that if r knowingry give farse information or misrepresentation of my in"om"]it m"yresult in disqualifi cation.

ParenVGuardian Printed Name:

Witness Signature: Date: slr/atn

8

EachChild0urFuture
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s, Edutalion



! N COM El and ASSISTANCE FO RM

MUST be filled in for your child's application to be

COMPLETE:

Please check if you receive:

SNAP

MedicalCard

Cash Assistance

lf you marked yes - please submit a copy of your APPROVAL letter with this
application

EVERYONE MUST provide ONE of the following with this application for
the application to be processed.

SNAP, medical card or cash assistance approval letter

A copy of your most recent tax form, showing gross income

(tax return onlv if self-employed)

4 most recent pay stubs for each person working in the home

The following CHILD CARE ASSISTANCE form must be completed by every family.
You only need to complete the circled/HIGHLIGHTED sections and ensure your

signature is at the end of the form.

l-his information is kept confidential.

9

*You may be contocted loter to provide additional income stotements*


