
 

 

 

 

 

 

Dear New Parents, 

 

Thank you for enrolling your child at Open Arms Child Care Center.  I’d like to take a 

minute to guide you through some of this paperwork. 

 

PHYSICAL & IMMUNIZATIONS 

Physicals and Immunizations must be received with your child’s enrollment paperwork 

or within 30 days of enrollment.  If a physical is not received within this time, your child 

will not be eligible to remain at Open Arms.  Your medical paperwork must include a 

physical (updated annually), a Lead Test (repeated annually until 48 months), a varicella 

immunization at 12 months, and required immunizations listed on the attached sheets. 

 

ENROLLMENT PAPERWORK 

This paperwork must be fully completed and returned at least one week prior to your 

child starting at Open Arms.  It is important for the teachers to have this information to 

prepare for your child. 

 

PARENT HANDBOOK 

Please read this handbook completely.  It contains information on all Open Arms Policies 

including our Health Care Policy, Tuition Policy, and Withdrawal Policy.  You will be 

asked to sign an acknowledgment form, included in your enrollment paperwork, stating 

that you are aware of Open Arms Policies. 

 

WELCOME PACKET 

This packet includes information specific to the program your child will be entering. 

 

TUITION 

Your regular monthly tuition amount will be given to you upon enrollment.  Tuition is 

payable through Simply Giving® by the 25
th

 of the month prior to services.  If you begin 

your enrollment part way through the month, we will give you a prorated amount for that 

month.  Tuition must be paid prior to your child starting at Open Arms.   

We require a written four week notification of withdrawal for any reason. 

 

Please feel free to call our office at 413-569-5151, extension 16, if you have any 

questions. 

 

Thank You, 

 

 

 

Kathie Couture 

Director 

 



CERTIFICATE OF IMMUNIZATION 
                  

Name:                       Date of Birth:         /        /     Sex:     M     F 
   

If combination vaccine is administered, please indicate vaccine type (e.g., DTaP-Hib, etc.) 

Vaccine  Date/Vaccine Type Vaccine  Date/Vaccine Type 

1  1  

2  2  

3  

Rotavirus 
(e.g., RV5: 3-dose series, 
RV1: 2-dose series) 

3  

Hepatitis B 

(e.g., HepB, HepB-Hib, 

DTaP-HepB-IPV, 

HepA-HepB) 

4  1  

1  

Measles, Mumps, 

Rubella 

(MMR, MMRV)
2  

2  1  

3  

Varicella    

(Var, MMRV) 
2  

4  1  

5  

Meningococcal 
Conjugate (MCV4) or 
Polysaccharide (MPSV4) 2  

6  1  

Diphtheria, 

Tetanus, 

Pertussis 
(e.g., DTP, DTaP, DT, 
DTaP-Hib,  
DTaP-HepB-IPV, 
DTaP-IPV/Hib, Td, 
Tdap) 

 

7  2  

1  3  

2  4  

3  5  

Haemophilus 

influenzae type b 

(e.g., Hib, HepB-Hib, 

DTaP-Hib, DTaP-

IPV/Hib) 

 
4  

Influenza  

Inactivated 

(Intramuscular) or  

Live (Intranasal) 

6  

1  1  

2  

Pneumococcal 
Polysaccharide     
(PPV23) 2  

3  1  

4  

Hepatitis A   

(HepA, HepA-HepB) 
2  

Polio   

(e.g., IPV,  

DTaP-HepB-IPV, 

DTaP-IPV/Hib) 

 

5  1  

1  2  

2  

Human 

Papillomavirus 

(HPV) 

3  

3    

Pneumococcal 

Conjugate 

(PCV7) 

 

4  

Other: 

   

 
 

Serologic Proof of Immunity Check One  Chickenpox History

Test (if done) Date of Test Positive Negative  

Measles          /         /               

Mumps          /         /    

Rubella          /         /    

Varicella*          /         /    

Hepatitis B          /         /    

* Must also check Chickenpox History box. 

Check the box if this person has a physician-certified reliable 

history of chickenpox. 

Reliable history may be based on: 

• physician interpretation of parent/guardian description of chickenpox 

• physical diagnosis of chickenpox, or 

• serologic proof of immunity 

I certify that this immunization information was transferred from the above-named individual’s medical records. 
 

Doctor or nurse’s name (please print):      Date:          /    / 
 
Signature:       
 
Facility name:       
 

Certificate of Immunization          Massachusetts Department of Public Health 7-08 
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Open Arms Child Care Center  

Allergy Form 
 

 

Let us know if your child has any allergies or special medical conditions which we need 

to be aware of.  In case of emergencies it is important for our teachers to have this 

information. 

 

Write any important information on this sheet and return it with your enrollment 

paperwork.  Please let us know if any of this information is confidential. 

 

 

 

Child’s Name:  ______________________________________________________ 

 

Allergies:  __________________________________________________________ 

 

Medical Condition:  __________________________________________________ 

 

Special Instructions:  _________________________________________________ 



OPEN ARMS CHILD CARE CENTER  

CHILD RELEASE POLICY 

 

To ensure children’s safety, Open Arms will release a child only to the people listed 

below.  By signing this form, I understand that Open Arms will not release my child to 

any other person unless I notify the center in advance, following the guidelines: 

 

• If the person (spouse, relative, friend) picking up my child is listed on this form, I 

must notify the center verbally. 

 

• If the person picking up my child is NOT listed on this form, I must notify the 

center in writing. 

 

• Photograph identification will be required of any person picking up my child. 

 

 

Child’s Name:  ___________________________  Date of Birth:  _________________ 

 

 

1.   Name:  _______________________________  Relationship:  __________________ 

 

      Address:  _____________________________  Day Phone:  ____________________ 

 

     City/Town & Zip:  ______________________  Evening Phone:  _________________ 

 

2.   Name:  _______________________________  Relationship:  __________________ 

 

      Address:  _____________________________  Day Phone:  ____________________ 

 

     City/Town & Zip:  ______________________  Evening Phone:  _________________ 

 

3.   Name:  _______________________________  Relationship:  __________________ 

 

      Address:  _____________________________  Day Phone:  ____________________ 

 

     City/Town & Zip:  ______________________  Evening Phone:  _________________ 

 

4.   Name:  _______________________________  Relationship:  __________________ 

 

      Address:  _____________________________  Day Phone:  ____________________ 

 

     City/Town & Zip:  ______________________  Evening Phone:  _________________ 

 

 

 

Parent/Guardian’s Signature:  ______________________  Date:  ___________________ 
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DEVELOPMENTAL HISTORY AND BACKGROUND INFORMATION 
 

Regulations for licensed child care facilities require this information to be on file to address the needs 

of children while in care. 

 

CHILD'S NAME ___________________________________  DATE OF BIRTH _____________ 

 

*Note:  Please provide information for Infants and Toddlers (marked *) as appropriate to the age of your child. 

 

DEVELOPMENTAL HISTORY 

Age began sitting  ________ crawling ______  walking  _________ talking  ____________ 

*Does your child pull up? ________ *Crawl? ______  *Walk with support? _______ 

Any speech difficulties? 

Special words to describe needs 

Language spoken at home _______________________ *Any history of colic? __________________ 

*Does your child use pacifier or suck thumb? _____________ *When?  _______________________ 

*Does your child have a fussy time? ____________________ *When?  _______________________ 

*How do you handle this time? 

 

HEALTH 

Any known complications at birth?  

Serious illnesses and/or hospitalizations: 

Special physical conditions, disabilities:  

Allergies i.e. asthma, hay fever, insect bites, medicine, food reactions:  

 

 

Regular medications:  

 

EATING HABITS 

Special characteristics or difficulties: 

*If infant is on a special formula, describe its preparation in detail 

 

Favorite foods: 

Foods refused:  

* Is your child fed held in lap?  High chair? 

* Does your child eat with spoon?  Fork? Hands? 

 

TOILET HABITS 

*Are disposable or cloth diapers used? 

*Is there a frequent occurrence of diaper rash? 

*Do you use:  oil powder  lotion other 

*Are bowel movements regular?    how many per day? 

*Is there a problem with diarrhea?    constipation? 

*Has toilet training been attempted?   

*Please describe any particular procedure to be used for your child at the center 

 

What is used at home?  pottychair? _______ special child seat? _________ regular seat? _________ 

How does your child indicate bathroom needs (include special words):  _________________________ 

Is your child ever reluctant to use the bathroom? ___________________________________________ 

Does the child have accidents? _________________________________________________________ 
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SLEEPING HABITS 

*Does your child sleep in a crib? ________  Bed? ________  

Does your child become tired or nap during the day (include when and how long)?  ______________ 

_________________________________________________________________________________ 

 

 

 

. 

 

 

 

 

Please note:  The American Academy of Pediatrics has determined that placing a baby on his/her 

back to sleep reduces the risk of Sudden Infant Death Syndrome (SIDS).  SIDS is the sudden and 

unexplained death of a baby under one year of age. If your child does not usually sleep on his/her 

back, please contact your pediatrician immediately to discuss the best sleeping position for your 

baby.  Please also take the time to discuss your child’s sleeping position with your caregiver 

When does your child go to bed at night? ______  and get up in the morning? __________________ 

Describe any special characteristics or needs (stuffed animal, story, mood on walking etc)  ________ 
 

 

SOCIAL RELATIONSHIPS 
 

How would you describe your child: 
 

Previous experience with other children/day care: 

Reaction to strangers:   Able to play alone: 

Favorite toys and activities: 

Fears (the dark, animals, etc): 

How do you comfort your child: 

What is the method of behavior management/discipline at home: 
 

What would you like your child to gain from this childcare experience? 

 

 

DAILY SCHEDULE:  Please describe your child's schedule on a typical day.    

*For infants, please include awakening, eating, time out of crib/bed, napping, toilet habits, fussy time,  

night bedtime, etc. 

 

 

 

 

Is there anything else we should know about your child? 

 

 

 

 

 

Parent/Guardian Signature:    Date: 
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OPEN ARMS 

FIRST AID AND EMERGENCY MEDICAL CARE 

CONSENT FORM 
 

Child’s Name___________________________________ Date of Birth______________________ 

 

I authorize staff in the child care program who are trained in the basics of first aid to give my child first aid 

when appropriate. 

 

I understand that every effort will be made to contact me in the event of an emergency requiring medical 

attention for my child. However, if I cannot be reached, I hereby authorize the program to transport my 

child to the nearest medical facility and/or to_____________________, and to secure necessary medical 

treatment for my child. 

 

Child’s Physician Name:___________________________________________________________ 

Address:      ___________________________________________________________ 

Phone Number:               ___________________________________________________________ 

 

Child’s Allergies:_________________________________________________________________ 

Chronic Health Conditions:_________________________________________________________ 

 

EMERGENCY CONTACTS (in order to be contacted) 

 

Name:_________________________________ Address:______________________________ 

 

Relationship to Child:_____________________ Phone #:______________________________ 

 

Do you give permission for child to be released to this person?  Yes_____ No_____ 

 

 

Name:_________________________________ Address:______________________________ 

 

Relationship to Child:_____________________ Phone #:______________________________ 

 

Do you give permission for child to be released to this person?  Yes_____ No_____ 

 

 

Name:_________________________________ Address:______________________________ 

 

Relationship to Child:_____________________ Phone #:______________________________ 

 

Do you give permission for child to be released to this person?  Yes_____ No_____ 

 

Health Insurance Coverage:_____________________________ Policy#___________________ 

 

Parent(s) Name_______________________________________  Phone(work)________________ 

                 Phone(home)________________ 

 

Parent(s) Name_______________________________________  Phone(work)________________ 

                 Phone(home)________________ 

 

___________________________________________________ ___________________ 

Parent/Guardian Signature      Date 



 
Medication Consent Form 

102 CMR 7.05(2)(c) 

 

 

Name of child: ________________________________________________ 

Name of medication: ____________________________________________ 

 Prescription: ______________  Non-Prescription:___________ 

Dosage: ______________________________________________________ 

Date(s) medication to be given: ___________________________________ 

Time(s) medication to be given: __________________________________ 

Reasons for medication: ________________________________________ 

Possible side effects: ___________________________________________ 

Name and phone number of prescribing physician: 

_____________________________________________________________ 

Directions for storage: ___________________________________________ 

 

I, _________________________________, (parent or guardian) give permission to 

authorized staff member(s) to administer medication to my child as indicated above. 

 

_______________________________ __________________ 
Parent/Guardian Signature   Date 

 
Doctor’s Signature: ______________________________________ 

   (for non-prescription medication) 



��������	�
����
����
�������

�������
�����
��
�
�
�
�����������	�
������������������������

�����
�
������ �������������������������� � ��������������������������������
�
�������� �������������������������� � �����
������
���������������������
�
���������� �������������������������� �  ������������!�����������������
� � � � � � � � �
��������� �������������������������� � �����������������������������
�
������� � �������������������������� � �
�
�
�
"�
��
���������#��������������������
���$%
�����������
������&���'���
���!��
���(��&���
)����!���!���*���
���������
�����������'������+��������+�����������,�
�
���
����
�&������������'��
������
���	��!�������
�����
�������'�������������#%,--�&�������
����!�����
�������
�.-�����,��(��&�����/�������
������������
���
���
��
�
����&����������&��0
���
�&��������
��!������&��������������
,�
�
1+��������������������������������2�����
/)��������(&��������3����/���
����������������������������������2�����
/)���������0(&��������3��!����
�
���
��
���
������������
��
�������
,��1��
��������������!������������+�1�������
����4&���"����
�������
������
��
�
�������������!�����&�&����
�����!,��1�����!�'����������������
���
�
����+����������
����
��
�
����&&�&���
������������'������!���
���������
,�����
�����
��������
'����5��
����������!����������!��������
���
,�����
�������'����5��
��������������
����6-�
�����
���,�

�

����������������������������������������� �����������!������!��������"�����������
�����#�

����������������������������������������!�����$����������������#�����!���������%�����"��

����%� ��$���������������������������������&���

�
�

	�$���������������%������������'�����&�

�
�
������������������������������������������������������ � ������������������
�����
/)��������(&����(�!��
���� � � � � � � 7�
��
�
������������������������������������������������������ � ������������������
�����
/)���������0(&����(�!��
���� � � � � � 7�
��
�
�
 �������80.60-9�



Registration Form 

Open Arms Child Care Center 

PO Box 1107 

568 College Highway 

Southwick, MA 01077 

413-569-5151 

 Hours of Operation 7:00-6:00 
 

Welcome to Open Arms Child Care Center.  You have chosen a state of the art facility, 
which will provide the highest quality early care and education, as well as an introduction 
to God and Christian values. 
 
To register your child, please return this completed form to Open Arms with a non-
refundable registration fee of $50.00 for one child, $15.00 for each additional child.  When 
your registration form and fee are received, the Center Director/Center Administrator will 
contact you regarding the enrollment process. 
 
We look forward to providing a unique learning experience for your child and developing a 
partnership between home and school. 
 
Child’s Name:_____________________________  Date of Birth:____________________ 
 

Parent/Guardian: 

Name:________________________________________________________________ 
Relationship:___________________________________________________________ 
Address: ______________________________________________________________ 
Home Phone: __________________________________________________________ 
 

Parent/Guardian location during childcare: 

Name:____________________________ Name:____________________________ 
Name of Employer: __________________    Name of Employer: _________________ 
Address: __________________________ Address: __________________________ 
Telephone: ________________________ Telephone: ________________________ 
Instructions: ________________________ Instructions: _______________________ 
 

Schedules (Please check one): 

Mon-Fri (8-9 hours)_____ Mon-Wed-Fri (8-9 hours)_____     Tue-Thu (8-9 hours)_____ 
Mon-Fri (4 hours)   _____ Mon-Wed-Fri (4 hours)   _____     Tue-Thu (4 hours)_____ 
Before School only _____ Before & After School     _____    After School Only    _____ 
 
Arrival/Departure times: _______________________________________________         
What date would you like enrollment to begin?______________________________ 
How did you hear about Open Arms Child Care Center? _______________________ 
 
 
Parent/Guardian Signature: _______________________________  Date: ______________ 
 
 



Open Arms Child Care Center 

Permission for Topical Creams and 

Ointments 
 

 

 

 

 

 

I give permission for the staff of Open Arms Child Care to apply non-prescription creams  

 

and ointments to ___________________________.  I understand that these creams can’t 

                                         (child’s name) 

 

be applied to a rash which is open or bleeding without a note from my child’s  

 

pediatrician. 

 

 

________________________________________          ______________ 

Parent’s Signature      Date  

 

*This form will expire one year from date signed. 

 

All creams and ointments must be supplied by the parent and labeled with the child’s  

 

name. 

 

 

Ointments and creams may include: 

Desitin, Balmex, other diaper creams, hydrocortisone cream, petroleum jelly, other over 

the counter creams. 
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Open Arms Child Care Center 

Address and Telephone Release 
 

 

 

 

 

 

I give permission for Open Arms Child Care to release my address and/or telephone 

number to parents within the program for the purpose of birthday parties or special 

events.  I understand that this information will not be released for any other purpose or to 

any other parties. 

 

_____ Permission to release address 

 

_____ Permission to release telephone number 

 

 

 

________________________________________ 

Child’s Name 

 

 

________________________________________          

Parent’s Signature    

 

 

_____________________ 

Date  



OPEN ARMS CHILD CARE CENTER 

CONSENT FORM 
 

 

While your child is enrolled at Open Arms he/she will be involved in a number of special 

activities for which we need your permission.  Please read the following information 

carefully.  You are encouraged to ask questions about anything which is unclear to you. 

 

 

Please circle your choice: 

 

• I DO / DO NOT give my permission for my child to go for supervised walks on 

Open Arms property. 

 

• I DO / DO NOT give permission for sunscreen to be applied to my child.  

(Parents must provide sunscreen and we will not apply sunscreen to children 

under six months of age.) 

 

• I DO / DO NOT give permission for my child to be screened for specific 

educational needs.  All recommendations will be kept confidential and shared 

only with parents. 

 

• I DO / DO NOT give permission for my child to be observed during general 

classroom observations or by student teachers.  (All names will be kept 

confidential.) 

 

• I DO / DO NOT give permission for my child to be photographed for Center use.  

(Including Open Arms publicity and classroom use.) 

 

• I DO / DO NOT give permission for my child to be involved in fundraising 

events at Open Arms Child Care Center (i.e. Easter Seals Hop-a-thon).  I 

understand that all fundraising events are optional. 

 

 

 

 

_______________________________________ 

Child’s Name 

 

 

_______________________________________       ________________ 

Parent’s Signature           Date  

 

 

This form expires one year from date signed 



Open Arms Child Care Center 

E-Mail Message Service 
 

 

 

 

 

 

 

______  No, I do not want to participate in the e-mail 

message service. 

 

______  Yes, I would like to participate in the e-mail 

message service. 

 

Parent’s/Guardian’s Name:  ________________________ 

 

Child’s Name:  __________________________________ 

 

Child’s Classroom:  ______________________________ 

 

E-Mail Address:  ________________________________ 

 

 

 

___________________________          ______________ 

Parent’s Signature     Date  



Open Arms Child Care Center  

Family Background 

 
Dear Parents, 

 

It is our goal to encourage a sense of belongingness, promote an 

appreciation of others and enrich children’s experiences by integrating into 

our curriculum, activities and information that reflect our individual 

children’s background.  One way we can do this is by learning about each 

child’s family background, and celebrated holidays and traditions.  Please 

take a few minutes to share with us your special family days or activities 

and how they are carried out in your home. 

 

 

1) Is there any information about your family’s background and culture 

you would like to share with us? 

 

 

 

 

2) What are the holidays or special days your family celebrates? 

 

 

 

 

3) Are there any activities from your family’s culture or tradition that 

you would like to share with your child’s classroom and other classrooms? 

 

 

 

 

4) Any other comments you might have? 

 



 

Member Enrollment and Authorization Form 
Return completed enrollment form to the Lutheran congregation, 
school, or institution benefiting from your giving. 

Complete this section for ALL ENROLLMENTS (Please print in black ink) 

Last Name First Name M.I. 

Mailing Address 

City State Zip 

Check the appropriate box: 

 New enrollment/authorization * 

 Change in bank account * 

 Change in authorized amount Home Telephone # Work Telephone # 

Donations/payments should be taken from: 

 Checking (attach a voided check) 

 Savings (attach a savings deposit slip) 
 
Routing Number _________________________________________ 

Valid Routing # must start with 0, 1, 2, or 3 
 
Account Number _________________________________________ 

REQUIRED:  

I authorize Thrivent Financial for Lutherans and Vanco Services, LLC to 
automatically withdraw donations/payments from my account.  I have attached 
a voided check or savings deposit slip.  This authority will remain in effect until I 
give reasonable notification to terminate the authorization. 
 
Account Holder Signature ______________________________________ 

Date ________________________ 

* ATTACH A VOIDED CHECK OR SAVINGS DEPOSIT SLIP FOR A NEW ENROLLMENT OR CHANGE IN BANK ACCOUNT ONLY 

 

Complete this section for Lutheran CONGREGATION DONATIONS 

Congregation Name Street Address 

City State Zip 

Church Fund Designations: 

_________General/Operating_________ 

_________Building_______________ __  

_________Evangelism/Outreach___ ___ 

_________________________________ 

_________________________________ 

TOTAL DONATION AMOUNT 

Amount Per Donation: 

$____________ 

$____________ 

$____________ 

$____________  

$____________ 

$___________ (minimum $5) 

Note: The total amount will be transferred based on the frequency selected. 

Frequency of Donation: (Please check only one) 

 Weekly on Monday 

 Weekly on Friday 

 Semi-monthly (transferred on 1
st
 and 15

th
 of each month) 

 Monthly on the 1
st
  

 Monthly on the 15
th
  

 

Date of First Donation ______________________________ 

 

Complete this section for Lutheran SCHOOL TUITION PAYMENTS 

School Name Street Address 

City State Zip 

(a) Total annual tuition for all family members 

(b) Number of payments (see below) 

(c) Amount of each payment (a ÷ b) 

$______________ 

  ______________ 

$_____________ 

Contact your school for information on: 
• Payment duration options (e.g. 10 months or 12 months) 
• Date the first and last payments are due 
• Date that monthly transaction must occur 

Date of First Payment __________________ 

Date of Last Payment __________________ 

 

 

Complete this section for Lutheran INSTITUTION DONATIONS 

Institution Name Street Address 

City State Zip 

Date of Donation: (Please check only one) 

 Monthly on the 1
st
  

 Monthly on the 15
th
 

Amount of monthly donation $__________________ (minimum $5) 

Date of First Donation __________________ 

Date of Last Donation __________________ 

Note: To have your donation given continuously until you notify us to 
change or stop it, please write “CONT” in the Date of Last Donation.  

 

*** REQUIRED ***  MUST BE COMPLETED BY CONGREGATION / INSTITUTION 

Congregation / Institution Code________________________________ Envelope / Student / Participant Number_________ Verifier Initials______ 

 



 

A simple choice; a generous response 
 

The Simply Giving® Program 
Through Simply Giving

®
, your offerings or tuition payments are 

made through a pre-authorized withdrawal from your bank 
account.  You determine the frequency of your automatic 
donation – weekly, semi-monthly, or monthly – the option is 
yours.  Note: The date the monthly tuition payment is 
transferred from your account to the school account is 
predetermined by the school.  Your donation or payment is 
deposited into the recipient’s bank account on the same day it is 
withdrawn from your account.   

 

Benefits to you and… 

Your Congregation 

Simply Giving
®
 is a reliable, safe way to move your 

stewardship plan into action.  It allows you to share your 
donations through planned giving and activates your 
generosity into ongoing stewardship.  Because your donation 
is given consistently, you won’t need to play “catch-up” at 
year-end or worry about forgotten checkbooks or missed 
Sunday offerings.  But you’re not the only one that benefits.  
Your congregation benefits from steady, more predictable 
revenues throughout the year, more efficient bookkeeping, 
and greater confidence in meeting its financial commitments. 

Your School 

This program is also a convenient way to pay tuition at a 
Lutheran school.  Simply Giving

®
 provides an easy, no-cost 

way for the school to collect tuition, and allows the school to 
benefit from consistent cash flow.  Your tuition payments are 
made to the school through a pre-authorized withdrawal from 
your bank account and deposited on the same day into the 
school’s bank account. 

Your Favorite Lutheran Institution 

You can also make convenient contributions to other Lutheran 
institutions through the Simply Giving

®
 program.  Because of 

your planned giving and ongoing stewardship, the institution 
you support benefits from steady, more predictable revenues 
throughout the year.  This helps the institution to better meet 
its financial goals and development objectives.   

 

Why does Thrivent Financial for Lutherans offer 
the Simply Giving® program? 
Thrivent Financial for Lutherans offers Simply Giving

®
 to further 

its mission of serving Lutheran congregations and institutions.   

 

Who do I call if I have more questions about the 
Simply Giving® program? 
Contact the institution benefiting from your giving.  Your Thrivent 
Financial representative may also be able to answer your 
questions. 

 

How do I cancel or change my authorization? 
Contact the institution benefiting from your giving.  

 

How do I participate? 
First make sure the institution you wish to benefit is enrolled in 
Simply Giving

®
.  Then complete the form on the reverse side and 

return it to the congregation or institution that will benefit from 
your giving. 
 

 

ENROLLMENT INSTRUCTIONS: 

1. Using black ink, complete the personal information 
section including name, address and telephone 
numbers.   

2. Indicate whether this is a new enrollment/authorization, 
a change in amount, or a change in bank account. 

3. Indicate the account type, routing number and account 
number.  Attach a voided check or savings deposit slip 
to the enrollment form for a new enrollment or change 
in bank account. 

4. Sign and date the Account Holder Signature 
section. 

5. Complete the appropriate section with the institution 
name and address that will benefit from your giving. 

For Your Lutheran Congregation Offering: 
• Designate which fund(s) your donation should go to 

and the amount. 
• Select the frequency of your offering. 

For Your Lutheran School Tuition: 
• Calculate the amount of each monthly tuition 

payment. 
• Determine the date of your first and last payment. 

For Your Lutheran Institution Donation: 
• Select the date of the monthly donation transfer and 

the amount of each monthly donation. 
• Determine the date of your first and last donation. 

6. Return the completed enrollment form to the 
Lutheran congregation, school or institution 
benefiting from your giving. 

 

 
 

PRIVACY / CONFIDENTIALITY:  The Authorization Form on the 
back is seen by the nonprofit Lutheran organizations enrolled in 
Simply Giving

®
 as well as by the Vanco Services employees who 

process it.  In addition, participant name and address information 
may be provided to Thrivent Financial for Lutherans.  Participant 
information will not be shared with any other organizations. 

 

 

See reverse side for Authorization Form. 
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