' Child's Name:
the A Class/ Age Group:
£3
2025-2026 Learning " csmsaemn
and Caring

Registration

STEP 1.
Please mark the programs your child will be attending weekly.
Infants (6 wie-12 months) ' Young i oddler (12-24 months)
ii Weekly Rate | (15 Weekly Rate
5 days per week $ 235.00 5 days per week $ 220.00
3 days per week $ 150.00 3 days per week $ 140.00
2 days per week $ 105.00 2 days per week 100.00
Older Toddler (24-36 menths) 37475 Year olds- Pre-School/Pre-K
it Weekly Rate | (1§ Weekly Rate
5 days per week $ 215.00 5 days per week $ 205.00
3 days per week $ 135.00 3 days per week $ 130.00
2 days per week $ 95.00 2 days per week $ 90.00
STEP 2:
The following fees must be paid at the time of registration Office Use:
tarting program on:
1st Week I
Membership Dues MSR Initisls ___|
cCcD Inlllab___
Total Paid
STEP 3:

| certify that my child is in good health and is amiable to normal discipline necessary for a successful group
experience. |understand that the pre-paid membership fees are non-refundable. | also understand that failure to
pay the balance prior to care will resultin cancellation of my registration. | understand that 1 will be responsible for
the balance due should | not cancel with a 30 days written notice. |, the parent/guardian of the above stated, hereby
give my approval to participate in any program activities. | hereby waive, release, absolve, indemnify and agree to
hold harmless the Pocono Family YMCA and employees from any claim rising out of injury to my child. | have read,
understood and agree with this in its entirety. | authorize the use of the above named child’s image in YMCA
materials. | agree to be bound by the Code of Conduct of the Pocono Family YMCA.

Date

Parent Signature







CY CONTACT/ PARENTAL CONSENT FORM
482: 3200.124 (2) (P): a200.181 & ,182

55 PA gﬂgﬁgyzmm (o . 5270181 8 162 3280:124 (9) o) 2801018
rc’uﬁ)"gmME - SATEOFBIRTR |
[ADDRESS S
P'ARErﬁ'-:S_ NAME/LEGAL GUARDIAN ’ ~OE TELEPHONE NUMBER
__KB_D_EE_SE_____.___-—— ) I B () I E—
SUSINESS NAME : "' = SINESS TELEPHONE NUMBER s
= ARENT'S NAMEILEGAL GUARDIAN ' ~iOViE TELEPHONE NUVBER =
ADbRES’S- S S : _ N—
BUSINESS NAME - - — = BUBINESS TELEPHONE eER |
[sobRESs 1
EMERGENCY CONTACT PERSON(S) NAME TZUEPHONE NUMBER WHEN CHILD IS IN e
s I -
____.——————'_'__——___ - — I
; _ﬁggsmsmqﬁm-_cm_pmagﬂﬂmg_gp_ NAME ‘ADDRESS TELEPHONE NUMBER WHEN GHILD 1S IN cAn‘E
I - - = - S e
“NAME OF CHILD'S PHYSICIAN/MEDICAL CARE FROVIDER TELEPHONE NUMBER
ADDRESS " = g : : —
SPEC'AL DlSABlLIﬂE's {F m ALLERGIES (INCLUDING'MEbl.éA‘ﬂON REACTION)

“IEDIGAL of DIETARY INFORMATION ECESSARY IN AN EMERGENCY SITUATION VEDIGATION, SPECIAL SITUATION
i

EA
ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD
SOVERAGE FOR CHILD or MEDICAL ASSISTANCE BENEFITS —oLiCY NUMBER (REGUIREDY
S ONSENT AbuEs

HEALTH INSURANGE

SIGNA

0B NINMEEDICA |

WALKS AND TRIPS

> PROCEDURES

TRANSPORTATION BY THE FACILITY
PERIODIC REVIEW
.
SIGNATURE OF PARENT or GUARDIAN DATE
SIGNATURE OF PARENT er GUARDIAN DATE
PINK COPY (Excursion) oy 867 10122

wanare ~OPY {Orininal) YELLOW COPY (Child Care Space)



- AGREEMENT

65 PA CODE CHAPTERS 3270.128 &.181(C); 8280.128 &.181(); 3200.128 &.181)

\ ST

iEISASED

“ba provided st an sdditional Tee Tl npplllnﬁh i =

i
K |

1

|, the parent/guardian;
| D:r,eﬂeﬁived M{Ieta written program information at the time of enrcliment (§ 3270.121,
3280.121, 3290.121)

D agree to update the emergency contact/parental copsent form information whenever
clgn;nges occur or every 6 months at a minumum. (S 3270.124, 3280.124, 3280,124)

DATE -

| DATE OF WITHDRAWAL"

SIGNATURE-PARENT OR GUARDIAN DATE

E——
a1 -

S ——
038824~




pate of Form: _— ==~

DOB: _osamst -
oy ofthe ollowing?

Child's NBME . coner—

Does your child hieveany nowm allergles 0 any

g
b. Medicne

¢, Animals
d. Beefwaspsting
g Grass, Polien dust

What Is the piap in plece to respo:

ati Ksthma Coml plan obtained i"r;m-&ﬁ pirectar.

a——

Doesvour child have Asthma? lfyes,

e it

Whot couses the attack? ...

MMM i e
Whataanbedonewpreventannﬂank? R _ e o
activities have 1o be limited, Fany? _ I e

—'_-_"'-_"' - i e T
done apruslly. Nunn;lly your chnd’s Health Care Provider will

What
’ whetmedicine Is given, Hamy? e
The YMCA réquires ﬂzatﬁzefollmﬁng soutine screening are
conduct these assessments.

) poes your child have any known speech / langusge dificultiest  Yes No
- R 'T__a—‘i-—-.'.d_.—

if yes, please explalt . < ST
Hasynurdﬂld recetved Speed!llang:a No

by whom?When?.. - .

Hfyes,
Whet was the date ofthe !astscmenlng?_d_ i conducted BY? o eoion i
.. poesyeur child any known vicion dificufties? Yes No

Hyes, please explallt e o e ———— T A
Hasyour child rece recelved senvices for !mpalred vision?  Yes o

i yes, plesse axplain: PO e e
What wes the dote of the last scraenlng? e T wndudad 1] e

___contacts

Does your child wear glasses or contacts? Glasses —



Does your child have any known heating difficultiés?  Yes No

if yes, please explain: ,_ — . =
Has yout chifld recelved services for hearing loss?  Yes No

tfyes, bywhom? When? : - , ——— : -
What was the date of the fastscreening?.. . . . . . __Conductedby? _______
Does your chifd have sny dietary needswe should be sware oﬁ' W Yes No

Hyes, please explaing ..o . ... .. ... . =— A
Has your child ever had an eating or appetite problem? Yes No

ifyes, please explain: . . .. . . e — = o,
Does your child tend to geta lcxt of ear infectlons? Yes No
Does your child teke medication regularly? Yes No

oo ._lfyes, what isthe medicstion and how often is it taken?._. s — .

2

Has your child been hbsphalizad or seen In an emergency deparnnen_t'?.-

itis expected that the child named on this form be immunized according ta the PA’Code schedule for
Jmmunizations, If the child 1s not yet fully immunized, please describe why and when the immifnlzations
will be completed. (Children who havé not yet reached school age should be immunkzed according to
thelrage. Please respond only tp immunizations that shiould have bieen completed to date.)

My ¢hlld is fully finmunized. ¥es . No
if not, reason immunizations have not been completed: Health Concerns
‘ Religlous Bellefs

Other:

Does your child have any other “Special Health Needs” that we should be aware of? Yes No
Ifyes, please complete the “Individual Health Care Plan for Child with Special Heslth Care Needs”,

In accordance with HIPPA laws, your permission Is required for the Pocono Family YMCA staff to have
access to health informationabout your child. By s:gntng this foivn, you understend that the YMCA
Adininiétrative Staff and staff working with your child will have accessto the information disclosed on
this form and other pertinent Information réquired to meet the daily needs of your child,

.Date:

Parent/Guardian Signature; _ | e -



;
&

must Initial each item below)

ly YMCA Program at 809 Maln
agdresses of anyone

parent/ Guardian Releases: {Responsible party
R i, the undersigned, here
st, Stroudsburg, PA- {understand th
authorized to pick up my children.
4 that the YMCA assumss msponsibilib{ for my child's wellbeing during the hours
ry effort to contact the parent chould any type of emergency arise.{

be reached that individuals authorized on the emergency pickup will be
<ist in an emergency.

R L event | cannot be reached, ] authorized the YMCA staff to act for me according to
his/her best judgment in any emerge caquiring medical or surgical care. | authorize the ph_\Gician
anesthesia, Of surgery for

selected to hospitalize,
my child named above. immediately. 1 furthes understand [ am responsible for the

n the Poceng Fami

by enroll my child |
es and

2 YMCA must have current nam

| uhderstan
of care and will make eve
understand that il cannot
contacted. Those individuals are aythorized to as

cost _gf_a_ll'-_m_e__ﬁﬁcal care.
. I have provided and agm?i?b*pm%n&'&?pwlaafthmm_u{amMaﬁon sheet
date the staff with any pertinent information which may assist the YMCA
ous or existing iliness oF condition, skin

st
and health questionnalre, to vp

in caring for my child including but not limited to: aliergies, previ

sensitivity, diet requirements, long term medications, disability or limiting conditions, 0F emotional,
developmental o behavioral difficulties.

photo Consent
“The YIVICA uses phatographs in “promotional aterial” (suchas, but not limited 10, newsletters, social
metia, advertising, NEWs 1% Jeases, it throughout the year. By consenting helow, you allow any
phctozraphs or likeness pf your child to be used In such ‘p;pmoﬁnnal material.”
| give consent thatany photographs of 1 d may be used n promotional
materials. | understand that | will not be inform for such photographs.

jkeness of my chil
ed or reimbursed

ntinually povered by health

Health Insurance
pdated 8S

As a condition of enrollme
insurante. Coverage informationm
changes oCccur.

e of Contact information
to inform the yMCA In
elf and any eme

ren to be co

nt, The YMCA requires child
{iment application and u

ust be provided on the enro

work telephone; gmergency

chang
cation.

in address,

writing of any changes
on the enroliment appli

} agree
rgency contacts listed

_-——‘
numbers, etc, for mys



Registration Fee:
A current membership Is required for £hild/ren enrolled in our childcare/SACC programs. A
Membership fee Is charged monthly to your gecount.

Tultlon Fees:

______Tuttlon fees are based onan annual budget; no credit Is glven for ahsences. | agree to pay tuition
nadvanceona______weeklyor. ... bi-weekly biasis, | undgrstand fees may Increase with a
minfmum of two weeks’ notice, and1 will be resgonsible for paying the updated fes. A late fee wili be
charged for actounts past due. In the evént of default of payment by dient or dispute between cllent
andthe YMCA,; dient Is held responsible for all reasonabile collection and attomey fégs/expenses,

All fequests t cancel, add or change days must be done In writlnig at lesist 2 weeks prior to
changes being made. )

My signature acknowletges my understanding of, and agreements to, the above statements,

parent/Guardian ‘ Date

Parent/Guardian Date

— =

Pacono Family YMCA Date

parent/ Guardian D.0.B:

Email:_. . _




credit Card & Bank Draft Authorization Agreement
Child Care & Membership

this document regardless if they are requesting

*pll registrants MUST complete/ initial
have to include your account information- that can

Auto-draft or not. However, you do not
be taken at registration.

arge my credit card for any

* 1 hereby give the Pocono Family YMCA permission to ch
t in good standing.

overdue/program/membelship monies on my account to keep my accoun
(Initlals)

* The YMCA Board of Directors may, at its discretion, adjust the monthly rate applicable to my
membership category. 1 understand that I will receive at least two weeks’ notice prior to any such

change In membership/program dues.
______(Inltials)
red by my financial institutlon for any reason, I realize thatl am

responsible for payment, plus a service charge of $30.00. This Is in addition to any service charge that
my financial institution may charge to my account. I understand that it Is my responsibility to notify the

YMCA in writing should 1 change my financial institution or account at any time.
(Initials)

*should any deduction not be hono

my membership/program fees or change my

membership/enroliment in any way, 1 must give 30 days written notice. 1 understand that I must turn
in all membership cards upon termination and that I will receive temporary cards for the balance of the
time that I have paid. Membership cards remain the property of the YMCA and MUST be surrendered

upon request.

*] understand that if I wish to terminate

(Initials)

i " 7 Office Staff Only o
Program: - Monthly Fees:
Weekly Assistance/CCIS/ELRC: Staff Initials: Date!
Child Care Auto-draft Payments: ¥ N Staff Initials: Date:

This authorization to deduct funds to remain in effect unti
notification from me Indicating my desire to cancel my memb

i the YMCA has received a 30-day written
ership or withdraw from the program.

Member Signature _ __._. U Date . o

I hereby authorize the Pocono Family YMCA to Initiate electronic fund entries by:

0 mMasterCard O Vvisa O Discover
4t/ 28" (please dircle preference):

1 Bank Draft O American Express
(Initials)

Membership Draft will be on the 5%/ 1
Due on Friday prior to the registered weeks:
auto draft to ensure your payments are pald on time.

(Initials)

Child Care payments

We strongly recommend setting up an

Please check YES_____or NO for auto draft payments.
Bank Draft Acct No. Routing No. ___
Expiration Date CWV:

C.C. Account No.






Parent/Provider £l in this part.

Parents m
ay write Immunizatlon dates; health professional should verify and compléte all data
s ERVIN a "

CHILD HEALTH REPORT

(55 PA CODE §63270.131, 3280.131 AND 3250.131)
CHILD'S NAME: {LAST) (FIRST) , PARENT/GUARDIAN: ; :
=S e ——— ________————————'__'“—'___'  —— _______.______.—-—-————__‘____‘ = —
DATE OF BIRTH? HOME PHONE: :)\DDRESS:
CHILD CARE FACILITY NAME: ]
|FACILITY PHONE: ' COUNTY: WORK PHONE:
8 1 authorize the child care staff and my child's health professional to communicate diraetly if aeeded to clerify information on this form about my child,
PARENT'S SIGNATURE:
e — - L —
pO NOT OMIT ANY INFORMATION
__ Thisform mey be updeted byn héqilth_grpfcésunal. Initial and date any now data, The child cera facitity needs B €OFY of the form- :
PERTINENT TO ROUTINE CRILD ‘CARE AND DIAGNOSIS/TREATMENT IN.EMERGENCY (DESCRIBE, IF ANY): :

'——‘-—-.__ = - - s
RY AND MEDICAL INFORMATION

HEALTH

O NONE

SESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD ~EEiVES AND THE REASON FOR TIEDICATION AND SPECIAL DIET. ALL MEDICATIONSA__ -

CHILD RECEIVES SHOULD BE ND £ MENTED IN THE EVENT THE CHILD e UIRES EMERGENCY MEDICAL CARE. A P AODITIONAL SHEETS IF NECESSARY. |

O NONE ;
FANY): *

[CHILD'S ALLERGIES (DESCRIBE, 1 o

D NONE

T75T ANY HEALTH PROBLEMS R SPECIAL NEEDS AND RECOMMENDED SREATMENT/SERVICES. ATTACH -~ SOTTIONAL SHEETS IF NECESSARY TO

LESCRIBE THE PLAN FOR CARE THEE SHOULD B A OLOWED FOR THE CHILD, INCLUDING ES. JTATION OF SPECIAL TRAINING REQUIRED FOR STAFF,
FOR EMERGENCIES.

|EQUIPMENT AND PROVISIO
19 NONE
EE FROM CONTAGIOUS CR

OES THE CHILD APPEAR TO BE FR

PARTICIPATE IN CHILD CARE AND D

__[TN.YDUR ASSES

o vEs O NO IFNO, PLEASE EXPLAIN YOUR A :

55 e CF LD RECEIVED ALL AGE APPROTRITTL TEBELON I THERES

SCREENINGS IN THE ROUTINE PR 7S ABING P ;
,nsmucmesmvzcsscummvnzcommmpso AFON ABO FEARALS, IPLIGRTIONS! S IRECORM : 4
‘| By THE AMERICAN fCADEMY OF PEDJATRICS? (SEE |6 S e o S Aok A e R Hheae)
.| SCHEDULE AT , e ok AR

. VISION (subjective until age 3)
'Hmiﬂq_‘tsnpjecﬂve untit age 4) o

ROTAVIRUS
DTAPIDTPITD,
HB
[PrEumococeAL
POLIO
INFLUENZA

MR ’ T
VARICELLA

HEP-A -
e i _

MENINGOCOCCAL

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT

OTHER
I =TT
MEDICAL CARE PROVIDER:

e —

e ——
TITLE:

.-
ADDRESS!:

e o

LICENSE NUMBER;

— e ___‘l?ﬁm’s?'_
]

.

D o
DATE FORM SIGNED:

cD 51 09/08







