
youth Program

2026-2027 school year
Please complete ALL forms included  in this packet. 

Bring this packet & the following items to Friendship 

House to complete registration:

1. For new applicants: Complete Online Registration

www.friendshipmt.org
2. Enrolled with Express Pay Online for donations
3. Enrolled in Best Beginnings OR
4. Have a Best Beginnings denial letter and:

a. TWO (2) most recent pay stubs for ALL household members
b. Most recent federal tax return filed for ALL household members 
(please redact Social Security Number prior to submitting)

5. The following items brought to Friendship House:
a. This packet, fully completed
b. A copy of your child’s current immunizations (you can have 

them faxed to 406-545-4901)

Packets will NOT be accepted by the Front Office until the entire packet is 
completed and accompanied documents are turned in. Enrollment is on a 

first come, first served basis.

Friendship House of Christian Service 

3123 8th Ave South Billings, MT 59101 (406) 259-5569

Referred by 



youth program 
2026-2027 school year 

Enrollment Info 

Registration Form 

Child’s First Name:  Child’s Last Name: 

 Student State ID:______________________(You can get this 9-digit number from your child’s school)

Gender: ☐ MALE ☐ FEMALE Date of Birth:____/____/____ 

Race/Ethnicity (choose all that apply): 
☐ Caucasian
☐ Native American
☐ Asian
☐ African American

☐ Hispanic or Latino
☐ Native Hawaiian or Other Pacific Islander
☐ Mixed Ethnicity

What grade is your child enrolled in for 
the 2026-2027 School Year?

☐ 1st Grade
☐ 5th Grade

☐ 2nd Grade
☐ 6th Grade

☐ 3rd Grade
☐ 7th Grade

☐ Kindergarten
☐ 4th Grade

What school will your 
child attend in Fall 2026?

☐SCHOOL 2026-2027______________________________________________

Has any relation to your child ever been in the military? If so, what relation(s)?

☐Mother  ☐Father  ☐Grandparent  ☐Sibling  ☐Aunt/Uncle
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____________________________________________________________________ 

DepartmentofPublicHealthandHumanServices 
Early Childhood Services and Family Support Division 

Child Care Bureau / Child Care Licensing 

NON-INGESTIBLE 
OVER THE COUNTER MEDICATION 

AUTHORIZATION FORM 

PARENT 
Please select all non-ingestible over the counter medications, listed 
below, that you are giving your child care provider permission to 
administer to your child. 

On the line after the medication please indicate if there are special 
handling or storage instructions, including if the medication needs 
to be refrigerated. 

*This document must be updated on an annual basis.

PROVIDER 
To administer a non-ingestible over the counter medication: 

• The medication must
• include the child’s name on the original container
• be brought to the child care facility by the parent.
• be in its original container,
• have a legible label,
• include the medicines expiration date

*Keep in the child’s file when medication is finished.

INSTRUCTIONS 

Child and Provider Information 

Child’s Name: _______________________________________________________ Date of Birth: ___________________ 

Program Name: _____________________________________________________ 

Medication Information 
Mark all the below listed non-ingestible OTC (over the counter) medications that you are giving the provider permission 
to administer. 

Special handling/storage Instructions Refrigeration? 

Antibiotic Creams/Ointments Yes No 

Antiseptic (Iodine, Alcohol, Hydrogen Peroxide) __________________________________________________________________ Yes No 

Burn Creams/Sprays Yes No 

Cortisone/Anti-Itch Creams/Ointment ____________________________________________________________________ Yes No 

Diaper Rash Cream/Ointments Yes No 

Insect Repellent Yes No 

Medicated Lip Treatments Yes No 

Sunscreen Yes No 

Other non-ingestible OTC’s: (please specify) __________________________________________________________________ Yes No 

Parent Signature 

I give permission for the administration of the above indicated non-ingestible over the counter medications 

Parent/Guardian Signature: (required)_______________________________________________ Date: __________________ 

Unused Medication 

Was the unused medication: 

• Returned to the parent? Yes No By: ___________________________________ Date: _________________ 

• Discarded appropriately? Yes No By: ___________________________________ Date: _________________ 
Page 1 of 1 DPHHS – ECFSD – CCB – CCL – OTC Medication Authorization (CCL-120) rev 10.2025 

(see 37.96.506 FIRST AID 2a)

https://rules.mt.gov/browse/collections/aec52c46-128e-4279-9068-8af5d5432d74/policies/b7da8d43-a725-4ab7-a43d-a3aa02acad6d


Parent - Provider Transportation Agreement 

Child Care Program: Friendship House of Christian Service 

I, _ ___ _ _ _______ , give pennission for my child care provider, or any approved 
(Name of parent) 

employee of the above program, to transport my child(ren) ____ _ _ _ _ _ _ _ __ _ 
(Name(s) of child(ren)) 

for the following reasons (check all that apply): 

_X_Field trips 

X From School 

X From site to site 

_X_Excursions to the park 

_X_Emergency purposes 

_X_Any reason deemed necessary by the program 

It is agreed that: 

1. The caregiver will never leave my child(ren) unattended in any motor vehicle or other form of
transportation.

2. Each child will board or leave a vehicle from the curb side of the street.

3. My child(ren) will be secured in safety seats or by safety belts as appropriate for the age of the
child(ren) in accordance with the law.

4. Any motor vehicle used to transport my child(ren) will have current registration and insurance,
and must be operated by a person who is at least 21 years of age and possesses a valid driver's
license.

(Parent or Guardian) (Date) 

rl4fllf�fl 
(Provider/Director) 



IMMUNIZATION REQUIREMENTS 

Friendship House is a Licensed Child Care Center through the State of 
Montana. Children that do not have proof of current immunizations 

will not be enrolled at Friendship House. 

The State of Montana states: Before a child may attend a Montana day 
care facility, that facility must be provided with the documentation 

showing that the child has been immunized as required for the child's 
age group against measles, rubella, mumps, poliomyelitis, diphtheria, 

pertussis (whooping cough), tetanus, varicella, hepatitis B, 
pneumococcal, and Haemophilus influenza type B. 

Vaccines # of Doses 

DTaP 4 doses 

Hepatitis B 3 doses 

Hib 3-4 doses (depending on vaccine type)

Polio 3 doses 

PCV 4 doses (not required after 5 years of age) 

MMR 1 dose (2nd by Kindergarten) 

Varicella 2 dose (2nd by Kindergarten) 

Immunizations are easily obtained by your child’s doctor’s office 
or school. You can have them faxed to 

Friendship House at 406-545-4901



 
 
 

Name:  ________________________________________________________ 
 

Age_______  Grade_______   
 

Gender_______ 
 

Parents: PLEASE SIZE UP- these items will be given the 
week before Christmas Break. 

 
 

o Shirt Size (Y) (A) _______________ 
 

o Pant Size(Y) (A) ________________ 
 

o Dress Size (girls) (Y) (A) _____ 
 

o Bra Size(Y) (A) _________________ 
 

o Under Pant Size (Y) (A) _______ 
 

o Sock Size(Y) (A) ________________ 
 
o Shoe Size(Y) (A) _______________  
 
o Coat Size(Y) (A) ________________ 

 
o Snow Pant Size(Y) (A) ________ 

 
o Boot Size(Y) (A) ________________

 
▪ Please mark if things are Youth (Y) or Adult (A) Sizes.  
▪ Please circle the items most needed this year for the child. IE, if the child has a 

coat from last year that still fits well and is still in good condition, but is 
wearing worn out socks and underwear, circle socks and underwear. This will 
help the person shopping for the child to prioritize what is most needed! 

▪ Does the child have special interests? Favorite 
color/animal/sport/activity?____________________________________________________________ 

____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
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DPHHS CCL 113 Revision 
Date: June 2023 Emergency Contact and Consent 

This form must accompany staff when children are away from the childcare site 

Child’s Name (First, Last) 

Date of Birth 

ALLERGY ALERT Does your child have allergies? YES NO If yes, list all allergies in required box. 

Parent or Guardian Contact Information 
Name (First, Last) Relationship 

Home Address (Street, City, Zip) 

Primary Phone Email Address 

Address (Street, City, Zip) Work Phone 

Name (First, Last) Relationship 

Home Address (Street, City, Zip) 

Primary Phone Email Address 

Address (Street, City, Zip) Work Phone 

Required Emergency Contact Information – person other than parent or guardian that is authorized to pick up child

Name (First, Last) Phone Relationship 

Name (First, Last) Phone Relationship 

Name (First, Last) Phone Relationship 

Required Medical Information 

Primary Medical Care Provider Phone 

Parent or Guardian Authorization 
In an emergency, the child care facility has my permission to provide or obtain emergency medical treatment including transporting child by 
ambulance or vehicle if necessary. The parent/guardian of the child will be notified as soon as possible. 

DateParent/Guardian Signature 

(This form must be completed and signed annually) 

Health Concerns (Please explain) 

Allergies 

Department of Public Health and Human Services
Child Care Licensing Bureau



21
5

� entury ommunity earning Center (21 st CCLC) 
Friendship House of Christian Service 
3123 8th Ave South Billings MT 59101 

406-259-5569
*Safe*Fun*Engaging*Educational*

DISCIPLINE & DISCHARGE POLICY 

Children are entitled to a pleasant and harmonious environment at the 21st Century Programs. The 21st Centu1y 
cam1ot serve children who display chronically disruptive behavior. Chronically disruptive behavior is defined as 
verbal or physical activity which may include but is not limited to such behavior that: 

• Requires constant attention from the staff
• Inflicts physical or emotional harm on other children
• Abuses the staff
• Ignores or disobeys the rules which guide behavior

The supervisor has the discretion to not allow any misbehaving student during the program day to attend 
the Afterschool/Summer Program in the future. 

Teachers use Restorative Practices to assist children in the 21st Centmy Program setting. This practice teaches 
the students how to reflect, resolve conflicts, and how to self-regulate. Steps taken by staff include: 

1. The misbehaving child will be redirected privately, if resolved, no further action taken.
2. Continuation of misbehavior: teachers will ask Restorative Inqui1y Questions with all involved. If

behavior is resolved, no fmiher action taken.
3. Continuation of misbehavior: supervisor/teacher will conduct a Restorative Circle with the class to

create a plan for restorative community. At this point the caregiver will be contacted. If the problem is
resolved there will be no fmiher action.

4. If the behavior is not resolved, a behavior incident rep01i will be written, and the supervisor will contact
the caregiver to schedule a meeting. The meeting will include the supervisor, caregiver, and student to
develop a behavioral contract with specific consequences for continued inappropriate behavior. The
child will then be asked to stay home for the next two days of the program. The behavior report will be
given to the Director.

5. If a child receives three written behavior-related incident rep01is within a program year, the child will be
suspended.

6. If the severity of a problem is great enough, discharge will be effective immediately.

I have read the discipline requirements of the 21st Centu1y Program, and understand that I must obey the rules in 
order to stay in the 21st Century Program. 

Student Name Parent Signature Date 
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Donation Agreement Form After School                                                                                26-27
Friendship House account statements are printed at the beginning of every month.

We encourage students to attend Friendship House programs a minimum of four days a week and at 
least two hours a day. We require that you notify the Friendship House Front Office if your 
child will be absent by 11AM on the day of absence. Late pick up (after 5:30PM) will result in $10 
per child charge that must be paid before the child returns to our care.

o We require that you either have the Best Beginnings Scholarship or a denial letter from Best Beginnings for our
records.

o Best Beginnings Scholarship through Family Connections. Please inform Best Beginnings which site your
child(ren) will attend. PV 110704 ECLC, PV 76060 Friendship House or PV 107389 Orchard Site.

Please provide your Family Connections Case Manager Name: _____________________

o Friendship House Scholarship(must apply & qualify)$ ______________per month.
Recipients will be responsible for _________ hours per child in program of either volunteer service hours or
attending adult education classes at Friendship House.

Parent's Covenant of Donation Support
Friendship House is a Faith-Based Non-Profit Neighborhood Center that has been serving Billings since 1957.  
Because we are a non-profit, we rely on donations to help us run our programs and serve our community.  By 
enrolling your children in our programming, you are joining our community.  The larger Billings community 

supports our programming with grants, donations and volunteerism.  Indeed, actual costs for Friendship House 
programming are in excess of $1,000 per month, per child.  Thankfully, these costs are offset by the generosity of 

our community and every child receives scholarship assistance.  Full state rates for programs like ours are: 
$638.00 (0-25hrs/week) or $1276.00 (over 25hrs/week) per child are the monthly State Rates for infants and 
toddlers in the ECLC. Preschool- $605.00 per month for less than 110hrs, $1,210.00 per month for 110hrs or 

more. Youth- $550.00 per month for less than 110hrs, $1,100.00 a month for 110hrs or more.
In order to provide quality programming and to have families committed to help their children grow to their 

potential, we ask all families who participate in our programs to join our community and donate to Friendship 
House to maintain our programming.  We ask that families’ donations are commensurate to the services received 

by that family. In the spirit of community and support for the value of the services provided, we offer the following 
suggested donations. 

Please list your children who are enrolling with Friendship House:
__________________ ______________________ ______________________ ______________________ 
__________________ ______________________ ______________________ ______________________

We are asking for a $__________ donation per month, based on your income. This is to help 
us provide care for the listed children.

As such, you will be sent a donation request each month.  As a part of our community, we would ask you 
to honor your commitment to provide the best possible care for your children and families by submitting 

your requested donations to the office.
Because of the generous support of the community and your contribution, Friendship House staff will be 

able to provide the best possible care and training for your children. 
I agree to this Covenant of Donation Support:

Payer Signature:_______________________________________________________________ Date: ___________________ 
Payer Name Printed: _________________________________________________________________________
FH Admin Signature: _______________________________________________________ Date: ____________________



Address City State Zip 

Bank or Credit Union Name Bank or Credit Union Address City State Zip 

Routing Transit Number (see sample below) Account Number (see sample below) Checking Savings 

Authorized Signature Date 

For Official Use Only A service of 

Copyright Procare Software 1/19/2015 

We are excited to offer the safety, convenience and ease of Tuition Express®—a donation processing system that allows secure, on-time 
donations to be made from either your bank account or credit card.

ELECTRONIC FUNDS TRANSFER AUTHORIZATION FOR BANK ACCOUNT or CREDIT CARD 

I (we) hereby authorize (business name) FRIENDSHIP HOUSE OF CHRISTIAN SERVICE to initiate credit card charges to the 

below-referenced credit card account (Section A) OR, initiate debit entries to my (our) checking or savings account, indicated 

below (Section B). To properly affect the cancellation of this agreement, I (we) are required to give 10 days written notice. Credit 

union members: please contact your credit union to verify account and routing numbers for automatic payments. Check with the 

center for accepted credit card types. 

CHOOSE A PULL DATE FROM THE 6TH OF THE MONTH TO THE 26TH 

COMPLETE ONE SECTION ONLY 

SECTION A (Credit Card) 

DO NOT USE DEBIT CARDS. 

IF YOU DON'T HAVE CHECKS, PLEASE GET ROUTING NUMBER AND 

ACCOUNT NUMBER FROM YOUR BANK AND COMPLETE THE ACCOUNT 

SECTION BELOW. 

Cardholder Name Phone # 

Cardholder Address City State Zip 

Account Number Expiration Date 

Cardholder Signature Date 

SECTION B (Bank Account) 

Your Name Phone # 

Date Received 

Employee Signature 



� 

FRIENDSHIP HOUSE 
OF CHRISTIAN SERVICE 

Application is for: D Summer

3 REQUIRED ATIACHMENTS 
Application will not be considered unless 

copies of all documents are attached. 

Scholarship 

Application 

D School Year D Preschool

1. TWO (2) most recent pay stubs for ALL household members

2. Most recent federal tax return filed for ALL household

members (please redact Social Security Number prior to submitting)

3. Best Beginnings denial letter

FRIENDSHIP HOUSE SCHOLARSHIP PARENT REQUIREMENT: All parents are required to volunteer 1-hour per 
month (per child) or attend 1-hour of adult education programming per month (per child). 

Name: _____ __ _ _ __ ____ _  _ Phone: _ __ _ ______ _ 

Child(ren): 

NAME AGE RELATIONSHIP TO YOU 

How many people live in your household? ____ For each occupant of your household, 
provide name, relationship (to you), gross amount of income (with income frequency): 

NAME 
RELATIONSHIP GROSS INCOME 

TO YOU INCOME FREQUENCY 

How long have you been with Friendship House? 



Friendship House Scholarship Application Page 2 

Please explain why your family needs a Friendship House Scholarship: 

Friendship House's extensive programming is heavily supported by community donors, grantors, and 
partners. Actual costs exceed $1,000.00 per month per child. Your monthly donation amount covers only 
a portion of this expense. Every family attending Friendship House already receives a substantial 
scholarship. 

The state's Best Beginnings calculation formulas will be used to determine your monthly donation
amount. 

FALSE STATEMENTS MISREPRESENTATION AND FRAUD 

F riendsh1p House of Christian Service reserves the right to terminate an application. and/or revoke an awarded scholarship on the basis of false 
statements. misrepresentations. or other fraudulent declarations provided in this application regarding a level of financial need with the purpose of 
attaining a Friendship House Scholarship II also reserves the nght to take additional steps as deemed appropriate in instances \'/here a scholarship 
has been awarded on the basis of misleading or fraudulent information. 

By affixing my signature below, I CERTIFY the following: 

1. The information I provided in this application is true and accurate.

2. I understand that if any information within this application is found to be untruthful,
incomplete, or inaccurate, the application will be considered null and void.

3. I understand that scholarship amounts are based on the donations Friendship House
receives; thus awards will be granted permitted by available funding.

4. I understand that completing this application does not guarantee or entitle me to a
Friendship House Scholarship.

Printed Name: 
----------- --

Signature:�--- ----- ------

Date 
Signed: _ ______________ _ 
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