Date of Application:   ______________

County:   ______________

ABC LEVEL A  

APPLICATION

The purpose of this form is to gather information to determine if prerequisites are met for an ABC Level A on-site assessment.  Level A is the highest recognized level in the ABC Child Care Program.  To receive a Level A program assessment, a child care center must be able to meet the Level A required standards.  

This application must be completed in full, signed by the owner/sponsor or designee, and returned by mail to Sherry Smith, Department of Social Services, ABC Child Care Services, 3150 Harden St. EXT, Columbia, SC 29203 to be considered for a Level A assessment visit.  Incomplete applications will be returned with the additional information needed highlighted.  

NOTE: Through this application, centers must be able to demonstrate their ability to meet the criteria outlined in the ABC Level A Center-Based Standards.

	Please provide the following information

	CENTER INFORMATION:                                                                                                                    

	Name of Center:  _____________________________________________________________________

                                            (Name of center should be the same as the name on the center’s child care license)

Address of Center: ____________________________________________________________________

                                 (Address should be the physical location of the center – no P. O. Box accepted)

____________________________________________________________________________________

Phone # : ____________________ Fax # : _________________ 
License # : _____________________________License expiration date:_________________________

Licensing source (please check one):  DSS________    Military ________   

Total # of children licensed to serve:___________  Total  # of children enrolled:________________

Maximum # of children served at the center at any one time:___________________

Infant/Toddler capacity under 24/30 months:__________ Total # of children 0-2 enrolled:____________


	PAYMENT INFORMATION:                                                                                                           

	Payment Address (if different from center address): If payment address the same check here    FORMCHECKBOX 
  ______________________________________________________________________________________________________________________________________________________________________
Payment Telephone # __________________________  Fax # _______________________________

Would you be interested in receiving your billing statements on-line?    FORMCHECKBOX 
 YES      FORMCHECKBOX 
  NO

	BUSINESS OWNER/SPONSOR INFORMATION:                                                                      

	Name of primary owner/sponsor: ________________________________________________________

If facility has a co-owner, please indicate name: _____________________________________________________________________________
If center is owned/governed by a Board, please indicate name of Contact person: _____________________________________________________________________________

Owner/Sponsor home address: _________________________________________________________________________________

_________________________________________________________________________________

Owner/Sponsor mailing address:_____________________________________________________

_________________________________________________________________________________

Business # : _______________________ Home #____________________ 

Cell #_______________________Fax # : _____________________ 

E-mail address: _______________________________  
Phone # of co-owner(if applicable)____________________

Owner is also a paid  staff member (please circle):  YES / NO  

*If yes, indicate position held  _________________________

How often is owner of the business at the facility, regardless of whether in a paid position or not (please check one): 

 FORMCHECKBOX 
    4-5 days/week                     FORMCHECKBOX 
   1 day/week                                    FORMCHECKBOX 
   Less than monthly 

 FORMCHECKBOX 
    2-3 days/week                     FORMCHECKBOX 
   1-3 days/month


	DIRECTOR INFORMATION:                                                                                                   

	Name of Center Director: _____________________________________________________________

If center has an Assistant Director, please indicate name: _____________________________________________________________
Bus. # : ________________________ Home #____________________

Cell #_________________________  Fax #_______________________ 

E-mail: _________________________________ 

Phone # of Assistant Director, if applicable__________________________

Director is at least 21 years of age?     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
Director is employed full-time?     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

*For centers with Assistant Directors only:  Please provide a brief description of the Assistant Director’s responsibilities:



	CONTACT INFORMATION:                                                                                                        

	The center’s contact person on ABC issues is (please check one):  

 FORMCHECKBOX 
   Owner                     FORMCHECKBOX 
   Director                         FORMCHECKBOX 
   Other 

*If the answer is OTHER,  please complete the following on the contact person

Name of Contact Person:  _______________________________________________________________

Title/role of Contact Person:  _______________________________________________________________

Mailing Address of Contact Person: _________________________________________________________________
_________________________________________________________________

Business #____________________________ Home #_____________________

Cell #__________________________ Fax #_____________________________

E-Mail Address________________________________



	GENERAL INFORMATION:                                                                                                                         

	Type of licensed center (please check one):                       

 FORMCHECKBOX 
   Private, Non-profit

 FORMCHECKBOX 
   Private, For-profit

 FORMCHECKBOX 
   Publicly Sponsored

 FORMCHECKBOX 
   Operated by Faith-Based Organization and Licensed

 FORMCHECKBOX 
   Head Start Organization

 FORMCHECKBOX 
   Public School 4K

 FORMCHECKBOX 
   Military Program

 FORMCHECKBOX 
   Other: _________________________________

                                      (please specify)

Is the Owner/Sponsor a South Carolina State Employee?    FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO
Days/Hours of operation.  For each day of the week listed below, please indicate the hours during which the center is open to care for children (e.g., 7:30am - 5:30pm).  Please circle CLOSED for any day the center is closed.
Monday: ___________________________________________________________ / CLOSED

Tuesday: ___________________________________________________________ / CLOSED

Wednesday: ________________________________________________________ / CLOSED  

Thursday: _________________________________________________________  / CLOSED 

Friday: ____________________________________________________________ / CLOSED

Saturday: __________________________________________________________ / CLOSED  

Sunday: ___________________________________________________________ / CLOSED

Please indicate which months the center is open.  If open year round check here    FORMCHECKBOX 
    
Please circle the appropriate comment.  PARTIAL means open for part of the month.
January……,.OPEN/CLOSED/PARTIAL        July…………OPEN/CLOSED/PARTIAL

February….  OPEN/CLOSED/PARTIAL         August……...OPEN/CLOSED/PARTIAL

March………OPEN/CLOSED/PARTIAL        September…..OPEN/CLOSED/PARTIAL

April………. OPEN/CLOSED/PARTIAL        October……..OPEN/CLOSED/PARTIAL

May…………OPEN/CLOSED/PARTIAL       November…..OPEN/CLOSED/PARTIAL

June…………OPEN/CLOSED/PARTIAL       December……OPEN/CLOSED/PARTIAL

If the hours during which the center is open vary by month, please provide specifics below:



	EMERGENCY COVERAGE:                                                                                                           

	Staff coverage.  Please indicate arrangements made for handling staff-child ratios when a caregiver is absent or when there is an emergency (i.e. do you maintain an emergency list & how many staff are on it):



	PROGRAM INFORMATION:                                                                                                         

	Are you familiar with the Environment Rating Scales? (ITERS/ECERS/SACERS)?  

              FORMCHECKBOX 
  YES           FORMCHECKBOX 
 NO

Has your program previously received an assessment on an Environment Rating Scale (ERS)?                                                           
              FORMCHECKBOX 
  YES           FORMCHECKBOX 
 NO
*If YES, please indicate the following:

Date of last ERS assessment:  ___________________                       
ERS score(s) received:   ITERS-R_________ ECER-R__________  SACERS________

Agency and name of reviewer conducting center’s last ERS assessment:    

· DSS  

· Other__________________________________

                                (specify name of agency and name of reviewer)

Is your program currently an ABC provider?     FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO       
*If YES, please indicate the following:

Current ABC Performance Level  enrolled (please check one):  
   FORMCHECKBOX 
  Level A+ (NAEYC)                                  FORMCHECKBOX 
  Level B

   FORMCHECKBOX 
  Level B+                                                  FORMCHECKBOX 
  Level C
 # of ABC children currently served:_____________

*If NO, indicate interest in serving ABC children:   FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO
Has your program previously received a Level B ABC Program Assessment?   FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO

*If YES, please indicate the following:

Date of last ABC assessment:___________________
Last ABC score(s) received:    0-2 yrs._______  3-5 yrs._______ 6-12 yrs.________

	CHILDREN SERVED:                                                                                                                    

	FIRST, please tell us the number and ages of ALL children you are currently serving.  Below, provide the number of all children at the center in each age range, separating those who attend the center full-time from those who attend part-time.  Please also provide the total number of children in each age range.

	
	Current Enrollment  by Ages of Children (in years)

	
	Birth to 1
	1-2
	2-3
	3-4
	4-5
	5-6
	6-9
	9-12
	13-18

	Full-time attendance
(4 or more hours per day)
	
	
	
	
	
	
	
	
	

	Part-time attendance
(up to 4 hours per day)
	
	
	
	
	
	
	
	
	

	Total (each age range)
	
	
	
	
	
	
	
	
	


SECONDLY, please take the children you identified above and place them in the classrooms you currently have with the assigned adults.  The number from above must match the numbers you list here.
	Identify each classroom/group by number
	Age range of children in the classroom/group
	Number of children
	Names of paid adults in the classroom/group

	
	
	Current

Enrollment
	Maximum

Capacity
	

	Example:  Little Ducks
	    3-4 yrs.
	 22
	24
	Cheryl Evans; Alice Springs

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	

	7.
	
	
	
	

	8.
	
	
	
	

	9.
	
	
	
	

	10.
	
	
	
	

	11.
	
	
	
	

	RATIOS AND GROUP SIZE:                                                                           

	If you are not currently meeting the Level A required ratios, and group size, please use this section to explain how you intend to meet them if you are approved as a Level A provider (i.e. how many staff would have to be hired; if the group size is too large how would this be handled?)



	CENTER STAFF:                                                                                                                                                                                          

	Staff Education and Experience.  For each staff role listed below, please provide the names of staff members, indicate whether each member works full or part time, provide the ages of children in the staff member’s classroom, the highest level of education attained by the staff member (if received degree, put what it was obtained in – i.e. BS in Elementary Education), the total number of years of experience  and the type of experiences/he has had in early care and education, and his/her age (if under 21 years).  Please use the second grid if more space is needed.  If you have professional staff classifications other than those listed on the grid, please add them under professional staff.  PLEASE PRINT.

	Staff Name

First and Last
	Social Security Number
	Date of Birth
	Date of Employment
	Years in child care
	Ages of children in classroom
	Full or Part Time
	Valid High School Diploma/

GED
	Degrees and/or Certificates

(list what degree is in)
	Type of experience in early care and education (please describe)
	Current Signed Discipline Policy

	
	
	
	
	
	
	F
	P
	HS
	GED
	
	
	

	EXAMPLE

Teacher

Mary Wells
	255-88-2394
	04-20-67
	03/15/09
	5
	6 weeks to 12 mo
	√
	
	√
	
	Associates in Early Childhood Education
	Teacher in licensed child care
	Yes

	Director(s)
	
	
	
	
	N/A
	
	
	
	
	
	
	

	
	
	
	
	
	N/A
	
	
	
	
	
	
	

	Teachers
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Teacher

Assistants
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Professional Staff (please specify staff role below)
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Please submit copies of degree, diploma, or certificate for each staff.  For staff who do not have one of these, a copy of their high school diploma/GED must be submitted.

Note:  Only degrees/diplomas/certificates/high school diplomas/GED’s/ or credit hours from regional accrediting bodies approved by the US Department of Education will be accepted.  Go to http:www.ed.gov/print/admins/finaid/accred/accreditation.html for more information.  If a degree is in an area other than Early Childhood Development, then a transcript must accompany the degree.


	CENTER STAFF:                                                                                                                                                                                          

	Staff Education and Experience.  For each staff role listed below, please provide the names of staff members, indicate whether each member works full or part time, provide the ages of children in the staff member’s classroom, the highest level of education attained by the staff member (if received degree, put what it was obtained in – i.e. BS in Elementary Education), the total number of years of experience  and the type of experiences/he has had in early care and education, and his/her age (if under 21 years).  Please use the second grid if more space is needed.  If you have professional staff classifications other than those listed on the grid, please add them under professional staff.  PLEASE PRINT.

	Staff Name

First and Last
	Social Security Number
	Date of Birth
	Date of Employment
	Years in child care
	Ages of children in classroom
	Full or Part Time
	Valid High School Diploma/

GED
	Degrees and/or Certificates

(list what degree is in)
	Type of experience in early care and education (please describe)
	Current Signed Discipline Policy

	
	
	
	
	
	
	F
	P
	HS
	GED
	
	
	

	EXAMPLE

Teacher

Mary Wells
	255-88-2394
	04-20-67
	03/15/09
	5
	6 weeks to 12 mo
	√
	
	√
	
	Associates in Early Childhood Education
	Teacher in licensed child care
	Yes

	Director(s)
	
	
	
	
	N/A
	
	
	
	
	
	
	

	
	
	
	
	
	N/A
	
	
	
	
	
	
	

	Teachers
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Teacher

Assistants
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Other Professional Staff (please specify staff role below)
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Please submit copies of degree, diploma, or certificate for each staff.  For staff who do not have one of these, a copy of their high school diploma/GED must be submitted.

Note:  Only degrees/diplomas/certificates/high school diplomas/GED’s/ or credit hours from regional accrediting bodies approved by the US Department of Education will be accepted.  Go to http:www.ed.gov/print/admins/finaid/accred/accreditation.html for more information.  If a degree is in an area other than Early Childhood Development, then a transcript must accompany the degree.


	ADMINISTRATION:  (This information will be validated on-site)                                                         

	STAFF EVALUATION: 

The center has a written plan for new staff?     FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO
The center provides an orientation for new staff?    FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

PERSONNEL POLICIES:

The center has written personnel policies?     FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO

The personnel policies include: (please check as applicable)

              FORMCHECKBOX 
  Description of non-discriminatory hiring practices
              FORMCHECKBOX 
  Grievance Procedures
PROFESSIONAL DEVELOPMENT:

The center has a written annual plan for staff professional development?   FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO

STAFF EVALUATION:

The center has a written annual plan for staff evaluations?     FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

DISCIPLINE POLICY:

The center has a written discipline policy?       FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO

The discipline policy is dated and signed annually by both parents and staff?
 FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO
**Please submit a copy of each staff member’s signed and dated policy

NUTRITION POLICY:

The center has a written nutrition policy?         FORMCHECKBOX 
  YES       FORMCHECKBOX 
  NO
PHYSICAL ACTIVITY POLICY:

The center has a written physical activity policy?   FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO


	PARENT INVOLVEMENT: (Information to be validated during on-site assessment)                                 

	PARENT ORIENTATION:

The center has a written plan for parent orientation?   FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO

The center provides an orientation for new parents?    FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

CENTER POLICIES:

Center policies include the following:

DIFFERENT ABILITIES/NEEDS:

The center provides parents information about resources for children with different abilities/needs?

         FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

Staff members are aware of community resources related to children with different abilities/needs?

         FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO

PARENT-TEACHER CONFERENCES:

How many parent-teacher conferences are held per year? _____________________



	OTHER INFORMATION:                                                                                                                        

	Optional:  Please use the space below for any comments or notes you would like to add

Please make sure to submit copies of the requested documents and ensure that the application is signed below:

Submit the following:

         FORMCHECKBOX 
  Evidence of each staff member’s educational qualifications (diploma, certificate, or                                  degree for each staff member.

NOTES:

1) For staff who do not have a diploma, certificate or degree, a copy of their high school diploma must be submitted with this application

2) For staff who have degrees, but they are not in early childhood education, a copy of their transcript must be submitted with this application

 FORMCHECKBOX 
  Copies of all staff’s signed and dated Discipline Policy


	PLEASE RETURN COMPLETED APPLICATION AND COPIES OF DOCUMENTS TO:

ABC Child Care Program

ATTN: Sherry Smith

SC Department of Social Services

3150 Harden Street Extension

Columbia, South Carolina  29203




	Owner/Sponsor/Designee:  Please sign to indicate you have provided all the information and necessary documents requested in this application and attest to their accuracy.

________________________________________       _________________________     ___________

Signature of Owner/Sponsor                                               Title                                            Date




1
7/13

