Accreditation Facilitation Project[image: image1.png]


: Program Application 
                   from the Georgia Association on Young Children (GAYC)
GAYC is the state affiliate of the National Association for the Education of Young Children (NAEYC) and the Southern Early Childhood Association (SECA). The GAYC Technical Assistance Project is funded in part by Bright from the Start: Georgia Department of Early Care and Learning using the federal Child Care Development funds and the Georgia Association on Young Children.
Eligibility Requirements: Centers should be licensed or exempt, offer a full day program and be committed to working towards NAEYC Accreditation.  Centers that are not currently meeting licensing requirements, are on probation or have been cited for serious non-compliance issues in the past 3 years or are currently receiving technical assistance from another project are not eligible to apply.  Licensed centers that are able to document commitment to quality will be given first priority. Although not required, GAYC wants to encourage centers located in rural areas, centers serving low income children and/or children with special needs, and/or located in a Tier 1, 2, or 3 county to apply.
The information you provide below will help GAYC determine if this project will help you meet your program’s needs. Please type or print the information requested on both sides of this application. Applicants will be notified of either acceptance or deferral by GAYC.
Program Name: ________________________________________________________________________________

Street Address: _________________________________________________________________________________

City: __________________________________________ GA Zip: ___________County: _____________________

Mailing Address (if different): ___________________________________________________________________
City: _________________________________________________State: ____________ Zip: ___________________ 

Telephone: (________) __________________________ Fax: (________) __________________________________ 

Contact Person: ______________________________Position: __________________E-mail: _________________
Owner:  _____________________________________________E-mail: ___________________________________

Director:  ____________________________________________E-mail: ___________________________________

Assistant Director:  _____________________________ E-mail: _____________________________

Center’s Website Address: __________________________________________________________

Name and Title of person, group, or board legally responsible for the program: _______________________________________________________________________________________________

If Board of Directors is legally responsible, list Chairperson’s name: __________________________________
Telephone: (_______) ___________________________

Date program became licensed: _________ Number of years in operation at current location: _____________

Licensed Capacity: ____________ Current Enrollment: ____________________      
Hours of Operation: _____am  to ____pm

Year Round? ___ Yes
____ No 

Please attached a current school calendar or complete page 2 of this application. Calendar attached ___Yes   ___No
Total number of DHR subsidized children currently served: ______________________

Approximate percentage of low income children currently served: ______________________

Is your program participating in the Child & Adult Care Food Program (CACFP)? _____Yes
_____ No

Is your program receiving subsides from the Department of Family & Children Services’ Childcare & Parent Services (CAPS)? __Yes__ No

Is your program receiving subsides from the Federal Head Start Bureau (Head Start & Early Head Start)? ____Yes ___ No

Total number of children with disabilities currently served ______________________ 

Are you currently working with Babies Can’t Wait ______Yes      _____ No   If yes, how many _______
Are you currently working with a local school system for children age 3-5 with disabilities ______ Yes    _____ No  

If yes, how many ____
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	Program Closure Dates

	Begin with the current month and place an X over the dates in each month in which your program will be closed.

	Month
	Dates Center is Closed
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Year

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20__

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	Select the current month
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20__

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20__

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20__

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20__

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20__

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20___

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20___

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20___

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20___

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	20___

	 
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
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	17
	18
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	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	 
	

	 
	 
	Program is closed for the entire month
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Please CHECK all information below that applies to your program:

[image: image2.png]



1. Since 7/1/08, has your center received any on-site consultation that supports program improvement? (In other words, has anyone visited your center and given you suggestions on how to improve your center?)
· Yes

(  No (Please skip to Question #2)
Since 7/1/08, please indicate who provided this technical assistance and what type of assistance you received: 
(Check all that apply)

 Type of Assistance

Check all that apply





        Check if provided
     Approximate times per year?

	Yes
	Technical Assistance Providers
	On-site

Assessment
	Written

Improvement

Plan
	On-Site

Follow-up

Visits
	Phone

Follow-up

Conversation

	
	Smart Start Georgia
	(
	(
	___/ year
	___/ year

	
	United Way
	(
	(
	___/ year
	___/ year

	
	CCR&R (Child Care Resource & Referral) 
	(
	(
	___/ year
	___/ year

	
	QA (Quality Assist, Inc.)
	(
	(
	___/ year
	___/ year

	
	BCDI (Black Child Development Institute)
	(
	(
	___/ year
	___/ year

	
	Quality Care for Children
	(
	(
	___/ year
	___/ year

	
	Reeves and Associates, Inc.
	(
	(
	___/ year
	___/ year

	
	GCCA (Georgia Child Care Association)
	(
	(
	___/ year
	___/ year

	
	BFTS(Bright from the Start)
	(
	(
	___/ year
	___/ year

	
	DHR (Department of Human Resources)
	(
	(
	___/ year
	___/ year

	
	GSACA (Georgia School Age Care Association)
	(
	(
	___/ year
	___/ year

	
	Other:
	(
	(
	___/ year
	___/ year

	
	Other:
	(
	(
	___/ year
	___/ year


2. Since 7/1/08, has your center received money to support program enhancements such as: purchasing new materials or equipment, providing additional training for staff, etc?

(  Yes   (  No 
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In the past year, has your center received funding for program improvements from: (Check all that apply)









Amount of Funding:


( GAYC (Georgia Association on Young Children)

$




( GCCA (Georgia Child Care Association)


$


( QA (Quality Assist, Inc.)




$


( BCDI (Black Child Development Institute)


$


( Quality Care for Children




$


( Your local Child Care Resource and Referral Agency 

$


( Smart Start Georgia





$


( United Way






$


( DHR (Department of Human Resources)


$


( BFTS (Bright from the Start)




$


( Other

 




$



LICENSING STATUS

Date of last monitoring visit: ________________ Please attach a copy of your most recent BFTS monitoring report.

How many times has a consultant from BFTS visited your program in the past 12 months? _______________

CENTER INFORMATION

	Classroom Breakdown
	# of Rooms
	Child/Staff
	# of Children
	Lead Teacher 

	
	
	Ratio
	enrolled per room
	Name(s)

	Infants
	
	
	
	

	(Majority of children less than 1 yr. old)
	
	
	
	

	Toddlers
	
	
	
	

	(Majority of children are 12 - 24 months)
	
	
	
	

	2 year olds
	
	
	
	

	(Majority of children are 24 – 36 months)
	
	
	
	

	3 year olds
	
	
	
	

	(Majority of children are 36 – 48 months)
	
	
	
	

	4 year olds – Not GA lottery Pre-K
	
	
	
	

	(Majority of children are 48 - 60 months)
	
	
	
	

	Pre-K Classrooms, Lottery funded
	
	
	
	

	School Age children
	
	
	
	

	(Majority are 60 + months)
	
	
	
	

	Before School Care – if different children than counted above. Provide age range.
	
	
	
	

	
	
	
	
	

	After School Care - – if different children than counted above. Provide age range.

	
	
	
	

	Add additional pages, if necessary
	Total Rooms
	
	Total Enrolled
	


Total number of Lead Teachers                              Total Number of Assistant Teachers ___________________

Number of other regular classroom staff  __________ Please specify their titles __________________________
____________________________________________________________________________________
Please list other employed classroom supports (for example, floaters) ____________________________________________________________________________________
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 Please answer each of the questions listed below.

1. What type of assistance would you like to receive from this project?
2. A staff-training plan will be created as a part of this project. A 6–hour Saturday training for staff will be required 
in February 2012 for a minimum of 5 staff and staff must meet NAEYC Candidacy educational requirements. 
What arrangements will you make to allow your teachers to attend training/further education?

3. The following will be required for the project:  A week long Accreditation Institute, to be held January 23-27, 2012  (or June 4-8, 2012,) attendance at the GAYC Annual Conference, October 14-15, 2011, a one-day Director Leadership training on November 9, 2011, and 3 director support group meetings (fall, winter and spring) for the program administrator/director.  Registration will be paid for by GAYC. What arrangements will you make so that you will be able to attend these required sessions?

4. Are you, your staff and your Board (if applicable) willing to commit the time, resources, and energy towards improving the quality of your program and reaching the high standards required by NAEYC Accreditation? 
5. Please explain and provide documentation of any previous efforts that show you have strived for or achieved recognition for quality improvements.
6. What are the current challenges for your program?
7. Please list any professional development activities which you as a director have been involved in during the past year as well any professional affiliations (such as membership in local, state, or national organizations):

SIGNATURE PAGE:

I hereby certify that I meet the Eligibility Requirements listed at the beginning of this application and that all information contained within this application is complete and accurate.  
By signing below I am also signifying my serious long-term commitment to the work involved for myself and my staff in pursuing this opportunity for training and technical assistance for the purposes of applying for and attaining NAEYC Accreditation. If I am not the owner, my signature and our center’s commitment to this project, should we be selected, have been approved by the owner.

Submitted by: ______________________________________________ Title: ______________________________

Signature: __________________________________________________ Date: _____________________________
� EMBED PBrush  ���





Program Type				Ownership Category		Current Accreditation Status


( BFTS Licensed Early Learning Center	( Private for Profit		( Not Accredited


( Head Start (Licensed by BFTS)                 ( Nonprofit                                     ( Previously NAEYC Accredited, date lapsed


( Exempt from Licensing by BFTS              ( Nonprofit, faith-based		     ______________


(Submit Proof of Exemption)		( Employer-sponsored		( In Self-Study for NAEYC Accreditation


                                                                                                                                  ( Applied for Accreditation, date: __________


( Early Head Start (Licensed by BFTS)					( Applied for Accreditation: Currently deferred


									( Other NAEYC Accreditation Status, explain


									     ___________________________________


( BFTS Center of Recognition or ( Distinction


									( In process for NECPA Accreditation 


									( In process of other accreditation: _________


( Accredited by other: __________________





Please send completed application to:





Georgia Association on Young Children


368 Moreland Ave N.E. Suite 240


Atlanta, GA  30307-1927





Phone: 404-222-0014


Fax Number: 404-222-0107


E-mail address: � HYPERLINK "mailto:gayc@algxmail.com" ��gayc@algxmail.com�
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