9470 Main St.
Upper Lake, CA 95485

Correspondence
PO.Box 516
Upper Lake, CA 95485

P 707.275.0737 | F707.275.0757
www.hpultribe-NSN.gov

June 9, 2025

Dear HPUL Families,
| hope this Letter finds you well!

We have exciting news! As of June 9, 2025, the infant room is open! We are currently accepting
applications for all infants, toddlers and preschoolers ages 6weeks -5 years of age.

If you are interested in enrolling your infant at Generations, please fill this survey out and return it to
Joy Marcks, Director of Early Childhood & Youth Education at your earliest convenience. Please
remember the infant room is limited and will be served on a first come first served basis.

Contact Info:

Parent/Guardian Name: Contact Number:
Parent/Guardian Name: Contact Number:
Infant Info:

Infant Name: Date of Birth:

Age of Infant:

Feeding Habits: Feeding Schedule:

Breastfeeding:

Formula feeding:

Introductions to solids:

Sleeping Schedule: (naptime, bedtime, duration of sleep):

Medical History:

Prenatal & Birth History: (length, normal or high-risk, premature)

Medical Conditions: (existing medical conditions, allergies, medications, or surgeries)

T e




Developmental History: (when the child achieved milestones walking, crawling, sitting)

Developmental Concerns: (any worries about the child’s development, language, or
behavior)

Anything you would like to share with us to better care for your child:

Check all the days of care needed:

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY

Check Hours of care needed:

¥ Day 8AM-12NOON OR Full Day 8AM-5PM

Y2 Day 12NOON-5:00 PM

OTHER:

AlLHPUL Tribat Youth are required to apply for Subsidized Care to offset costs associated with care.
Which program would you like assistance in applying for?

CIMC:
NCO:
TANF:

Finally, is it ok for staff to reach you regarding this form?

YesO No O

If you have any questions regarding this survey, please feel free to contact Joy Marcks, Director of

always, | am happy to assist you.

Respectfully,

Joy Mearchs

Joy Marcks

HPUL Director of Early Childhood & Youth Education
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