
















How we count childcare hours

Pleass note how we count hours for hourly care and regular monthly care.

ファンキー　　　　　   モ モ

*Hourly care must be more than one hour minimum.
*Hours will be counted in increment of 30minutes however in case of early or late   
  drop-off/pick up, hours will be either rounded up or rounded down.

Drop off
If drop-off time is between 10:00 to 10:14 ⇨ care hour starts at 10:00
If drop-off time is between 10:15 to 10:30 ⇨ care hour starts at 10:30

Pick up
If pick-up time is between18:30 to 18:44 ⇨ pick-up time will be rounded off to 18:30 
If pick-up time is between 18:45 to 19:00 ⇨ pick-up time will be rounded up to 19:00

(example) If you drop off your child at the time shown above (11:11) , start time will be 11:00



Date of Application ：

Application Form
Child's Name (nickname)

1st Parent/Guardian Name：

Residence Address：〒

Relationship to Child：

1st Parent/Guardian's DOB：

2nd Parent/Guardian’s DOB：

DoD ID #

2nd Parent/Guardian Name：

Emergency Contact #1 Name：

Emergency Contact #2 Name：

Phone：

Phone：

1st Parent's Place of Employment and email：

Office Phone Number：

2nd Parent's Place of Employment and email：

Office Phone Number：

Other POC (Prefer Japanese speaker)：

Other POC Phone Number：

Relationship to Child： 

DOB： M / F    BLOOD TYPE：

DOB： M / F    BLOOD TYPE：

DOB： M / F    BLOOD TYPE：

ファンキー　　　　　   モ モ

Furigana

Live-in
family
members
of
the
subject
child

Name

State of household   (Enter all live-in family members excluding the above child and including the members of separate
　　　　　　　　　  household in the resident card) 

A
LL em

ergency PO
Cs m

ust live in Japan

Name of work place, school, day-care institution
Enter the address of guardian if he is separated.

RS DoB
(y-m-d)

Disabled
Card etc.

Yes

No

Home
（　　　　　　）
Father Mobile
（　　　　　　）
Mother Mobile
（　　　　　　）
Father Work

（　　　　　　）
Mother Work
（　　　　　　）
Other （　　）
（　　　　　　）

Yes

No

Yes

No

Yes

No

Phone
number

Following page→

①



Application Form

OTHER IMPORTANT INFORMATION

ファンキー　　　　　   モ モ

Please provide a copy of Shot Record

②



ファンキー　　　　　   モ モ

FUNKY MOMO PARENT’S STATEMENT OF
UNDERSTANDING AND AGREEMENT

I understand and agree to the following for as long as my child(ren) is or are enrolled 
in Daycare at Funky Momo.

Name of Child(ren) 

PRINTE NAME

SIGNATURE DATE

1. I promise to try to engage my children to abide by Funky Momo’s policies.
2. I promise to pick my child(ren) prior to 7:00 PM (Funky Momo closing time) 
　　　　a. I will pay the late pick up fees, if I need more time to pick my child up. 
　　　　b. I will inform Funky Momo staff members, should I need:
　　　　　　　i. To pick my child(ren) up later than scheduled
　　　　　　　ii. Need to change the day care schedule 
　　　　　　　iii. When my child(ren) will be absent. 
3. I agree that Funky Momo is not responsible for administering/dispensing any 　
　medicication to my child(ren).
4. I understand that I will need to contact my emergency contacts to have my child(ren) 
　when it will be impossible for myself to pick up my child.
5. I agree to pay the Daycare Monthly fee(s):
　　　　a. In Advance by the end of the previous month.
　　　　b. Failure to pay my result in the loss of the use of Funky Momo Daycare services.
6. Funky Momo Day Care Fees are not discountable and will not be refunded for 　
　absences, regardless of reasons to include:  illness, holiday, weather, family vacations or 
　scheduled Day Care closures.   
7. I give permission for my child(ren) to use all play equipment and to participate in all 
　activities (both indoors and outdoors) 
8. I give permission for my child(ren) to be photographed for displays in the Funky Momo, 
　and for Funky Momo’s advertising purposes.
　　　　a. Optional (Circle one)      Yes       No
9. I give permission for Funky Momo Daycare to take any actions to provide my child(ren) 
　with Emergency Medical Care if needed. 



ファンキー　　　　　   モ モ

Baby Massage are being done on Tuesday and Thursday. It is all right?

Yes　　　　　　No

Yes　　　　　　No

Johnsons Massage Oil used. Will you permit us?

Massage is done on top of the underwear.
(If required, using your oil is possible)

ファンキー　　　　　   モ モ

Baby Massage are being done on Tuesday and Thursday. It is all right?

Yes　　　　　　No

Yes　　　　　　No

Johnsons Massage Oil used. Will you permit us?

Massage is done on top of the underwear.
(If required, using your oil is possible)



                                           
Date 

 

Notification of change to certified benefits for use of facilities 

 

To:  Mayor of Iwakuni 

                                                Guardian’s address: 

                                                Name: 

                                                Date of Birth: 

                                                Contact information: 

 

I’d like to notify the change that will affect the content for certification of benefits for use of child-rearing facilities pursuant to Article 28, 

paragraph 12-1 of Child and Child Care Support Act as follows.   

 

 
 
 
 
 
 
P
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a
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 Certification No. ①                / ②           / ③ 

 Name of subject child ①            / ②            / ③ 

 DoB of subject child ①          ymd  / ②          ymd  / ③                ymd 

 My Number of subject child  

 Relationship with guardian ①              / ②           / ③ 

 Name of facility/establishment ②                / ②           / ③ 

 Certification class Article 30 paragraph 4 of Child and Child Care Support Act 

① □Class No.1                ② □Class No.1           ③□Class No.1 

  □Class No.2          □Class No.2             □Class No.2 

  □Class No.3          □Class No.3             □Class No.3 

Reason for needing childcare         □N/A       □ Yes (reason:                                           ) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
C

o
n
te

n
t o

f c
h
a
n
g
e
 

           Before change              After change 

 Name of guardian   

 DoB of guardian                                 ymd                                    ymd 

 Address   

 My Number of guardian   

 Point of Contact   

 Name of subject child   

 Relationship with guardian   

 Reason for needing childcare 

    (Only If reason exists) 

  

 When did it become to exist?                                                                            ymd  

 Reason for change  

 

 Other  

 

 



【Certification Form 2】 
To applicant: This document shall be submitted to the facility, enclosed in an sealed envelope with your name on it. 
                                                                                                          Date: 

 Application for certification/change of benefits for use of child-rearing facilities (Article 30-4-(2)/(3)) 
Mayor of Iwakuni 

【Your consent needs to be given to the following.】 
1 Pursuant to the provision of Article 16 of Child and Child Care Support Act as applied mutatis mutandis pursuant to Article 30 paragraph 3, Mayor may ask for tax or 
income statement of applicants or their live-in family members and other relevant documents from an authority to evaluate the application and confirm the applicant’s 
eligibility for the benefits. 
2 Content provided in the application and other forms that is considered essential as information regarding the approval of benefits or payment of cost for use of facilities,  
may be forwarded to the facility or its operator. 
3 Pursuant to the provision of Article 30, paragraph 11-(3) of Child and Child Care Support Act, cost for use of facilities may be received by childcare assistance providers in 
lieu of applicants. 
4 For the use of facilities starting from April of the new fiscal year, pursuant to Article 30, paragraph 5-(5) of Child and Child Care Support Act, notification of the result of 
evaluation may be put off as late as the day before the start day of use due to delay of processing time caused by heaviest load of evaluation work..   
5 Discrepancies from the factual evidence is subject to cancellation of certification.  
6 Current users of corporate initiative type child care service stipulated in Article 7 paragraph 10-(4)-(c) are not eligible for this application.  

Having agreed to the above and due to work, illness and other reasons, I hereby submit the application for certification of benefits for use of facilities pursuant to the provision 
of Article 30 paragraph 5-(1), for I’d like to use a kindergarten, certified children center, special needs school (possibly a use of daycare service, too.(※1)), non-registered 
daycare facility, temporary custody service, child care service for sick children, Child-rearing support activity assistance service as in the following. 
※1. Day care service includes non-registered daycare facilities that provide ①less than 8 hour childcare service with educational service on a weekday or that is open ② 
less than 200 days a year.   

 Desired approval date (Start day of use)                  ymd 

 
Guardian 
 
 

Furigana  
 
Relationship 

to child 
 

Address  

Name  Address after move-in if present 
address is outside Iwakuni 

                                  

POC during daytime.(Tel No.)  ※In order of reachability.   DoB                    ymd 
①  Mobile ph:-Father /  Mother 

Work ph: Father / Mother 
Home Ph, Other (          ) 

② Mobile ph:-Father /  Mother 
Work ph: Father / Mother 
Home Ph, Other (           

My No.  

 Child 

Furigana  Present address 
If different from  
Applicant’s. 

 My Number 

Name  
 

DoB                                      ymd 

Certification 
class 

□ The first March 31 has gone by after the child’s 3rd birth day. (Class No.2) 
  
□ The first March 31 has not gone by after the child’s 3rd birth day. (Class No.3) 

Tick □ for Class 2 and in case of 
City tax exempted househould. 

□City Tax exempted 

Reason 
   for 
need of 
childcare 
service 

Tick □ if applicable 

(Relationship to child)                      Pregnant   Illness        Nursing care    Disaster         
               □ Work □    □    □    □    □ISO  job    □ Schooling    □Other (          ) 
Father, Mother, Other (         )             Delivery    Disability    Nursing       Recovery       

(Relationship to child)                      Pregnant   Illness        Nursing care    Disaster         
               □ Work □    □    □    □    □ISO  job    □ Schooling    □Other (          ) 
Father, Mother, Other (         )             Delivery    Disability    Nursing       Recovery       

  
Fill out below if certification class is No.3. 
 

Address a/o January 1st of  the year 
before desired approval date 
※2 

(Mother) 

 
 
□ same as present address 

(Father) 

 
 
□ same as present address 

Address a/o January 1st of  two years 
before desired approval date. 
※3 

(Mother) 
 
 
□ same as present addres 

(Father) 
 
 
□ same as present address 

※2. , 3.  If the address is different from the present address, attach income tax statement of the last year or a year before last. 
 
Enter all members in the same household. ※ Enter My Number in case of class No. 3 and enter the numbers of parents and main source of livelihood only.   

 
Live-in 
family 

members 

of 
the 

subject 

child 
(Circle 

the 

number 
of main 

source of 

livelihood. 
 

 

Furigana 
Name 

RS 
DoB 

(y-m-d) 

Name of work place, school, day-care facility. 
Enter the address in case of working away from home. 

In-need-of nursing care 
or disability certificate 

1   My No.            

□ Yes                             ymd 

2   My No.    

□  Yes                             ymd 

3   My No.    

□ Yes                             ymd 

4   My No.    
□  Yes                             ymd 

5   My No.    
□ Yes 

 
                            ymd 

6   My No.    
□ Yes                             ymd 

7   My No.    

□ Yes                             ymd 



This field is for users (including potential users) of  kindergarten, certified children center, or special needs school’s kindergarten course. 

Furigana  Address 

 

                                                              Tel 

Name of 

facility 

 

Start day of use (tentative)                                           ymd 

This field is for users (including potential users)  of non-registered daycare facility, temporary custody service, child care service for sick children or child –rearing support activity assistance service 

Furigana 
Name of facility Type of services to be used 

Address 
                                      Tel: 

Start day of use 
                   ymd        

 Non-registered      /       Temporary custody 
Sick children.       /   Childe-rearing support activity 

Address 
                                     Tel: 

 
 
 
 

Non-registered      /       Temporary custody 
Sick children.       /   Childe-rearing support activity 

Address 
                                     Tel: 

 
 
 
 Non-registered      /       Temporary custody 

Sick children.       /   Childe-rearing support activity 
 

Address  
                                      Tel: 

 
  

 
 Non-registered      /       Temporary custody 

Sick children.       /   Childe-rearing support activity 
 

Address  
                                      Tel: 

 
 
 

Select the reason requiring the child-care service and fill in the applicable field.  
                           Mother’s situation                    Father’s situation                    W

ork 

 
 
Type 

 

□ Work outside one’s residence 
□ Self-employed  ⇒  □ At home   □ Main position 
             □ Outside one’s home  □ Assistant position 
                         □ Other (              ) 
□ On the side 
 

□ Work outside one’s residence 
□ Self-employed  ⇒  □ At home   □ Main position 
             □ Outside one’s home  □ Assistant position 
                         □ Other (              ) 
□ On the side 
 

Commuting  
means and time 
 

Mode of  
transportation 
 

Walk・  Bicycle・  Bus・  Car・  Train・  Other (           ) 
※Circle more than one if necessary. 

Mode of  
transportation 
 

Walk・  Bicycle・  Bus・  Car・  Train・  Other (           ) 
※Circle more than one if necessary. 

Time            min. (for round trip time) Time            min. (for round trip time) 
  Career change 

after Jan. 1st last 
year. 

 
 

□ N/A 
□  Yes  ⇒ ① Name of work place 
                 Period of work           from: 

② Name of work place   
Period of work           from:   

□ N/A 
□  Yes  ⇒ ① Name of work place 
                 Period of work           from: 

② Name of work place   
Period of work           from:   
 

Pregnant/ Delivery 

(at the time of application) 

□ N/A 

□ Yes   ⇒ (Due date)                                              ymd 

 

Illness / Disability (Name of  illness, disability)                            (Issuance of disability certificate) 

                                                      □ Yes     □ N/A 

(Name of  illness, disability)                            (Issuance of disability certificate) 

                                                      □ Yes     □ N/A       Nursing care 

Care recipient                                                   (Relationship to subject child)                                                              (Relationship to subject child) 

Specific medical issue   

Medical treatment □ Impatient       Outpatient (medical appointment:             times/ week・month □ Impatient       Outpatient (medical appointment:             times/ week・month 

□ Day care  (      / week) 

Name of facility: (                                              ) 

□ Day care  (      / week) 

Name of facility: (                                              ) 

Recovery from disaster  Scope of disaster: Scope of disaster 

Job hunting  Development Development S           Schooling 
      
     

Means and time 
     of 
Schooling 
 

Means 
 

Walk ・ Bicycle・  Bus・  Car・ Train・  Other (       ) 
※ Circle more than one if necessary. 

Means 
 

Walk ・ Bicycle・  Bus・  Car・ Train・  Other (       ) 
※ Circle more than one if necessary. 

 Time min. (Round-trip time)                        min. (Round-trip time) 

Purpose of schooling □ To see k employment  after graduation      □ Other (                )            □ To see k employment  after graduation      □ Other (                )    

Period Through                                                       ymd Through                                                       ymd 

 
Plan after graduation 

                      □ Week 
(Working hours/days)  □ Month          days ,             hours/day           

                      □ Week 
(Working hours/days)  □ Month          days ,             hours/day   

 
   Other 

Why is it considered difficult to rear a child? Why is it considered difficult to rear a child? 

Document to be attached (Whatever applicable document must be attached) 

1  If being employed outside one’s residence (including those to be employed) Certificate of employment. (or certificate to be employed) 

   If self-employed (including self-employment (outside one’s own residence or a business run by a relative)  Statement of working condition, a copy of document to prove that one is self-employed (Income Tax Statement, 

 Business License, Report of Starting Business, etc.) 

2 Those who is pregnant or have a delivery (8 weeks before or after delivery only)  A copy of Mother-Child Recordbook  (just the page that shows the name and DoB of the baby. 

3 If guardians are attending school.  Certificate of School Attendance (or a notification of acceptance for a to-be student) 

4 If guardians are sick.  Medical Certificate 

5 If guardians are physically disabled.  If one is issued a certificate for disabled・・・Recordbook for physically disabled, Special Education Recordbook or 

 Health/welfare Recordbook of mentally disabled 

 If one is not issued any certificate・・・ medical certificate   

6 If guardians are providing nursing care  Statement and supporting document (medical certificate, Nursing Care Insurance Certificate, etc.) 

7 If guardians are seeking employment Document to certify that the one is seeking employment (A designated for may be used in the future)  

8 Those who wish to use non-registered childcare facilities  Statement regarding the reason to not to apply for childcare facility. ( Certified Relevant Form No.9)  

 


