Child's Name:
Class/Age Group:

% 2025 - 2026

School Aged Child Care (SACC)
Registration

STEP1:

Please mark the programs your child will be attending weekly.

STROUDSBURG EAST STROUDSBURG
5 DAY Weekly Rate Weekly Rate
|Before and After Care $150 Before and After Car| $150
[Betore Care ONLY $85 Before Care ONLY $75
|atter Care ONly $85 After Care ONly $95
STEP 2:
The following fees must be paid at the time of registration
Office use:
1stWeek: Starting program on:
Membership Dues : Y S S
Registarts initials: ___|

Total Paid :

STEP 3:

normal dlsclpllhe necessary for a successtul group experience. |
refundable. | also understand that failure to pay the balance prior
d that | will be responsible fo the balance due should ]

I certify that my child isin good health and is amiable to
understand that the pre-paid membership fees are non-

to care will resutt in cancellation of my registration. |understan
not cancel with a 30 days written notice. I, the parent/guardian of the above stated, hereby give my approval to

particiapte in any program activities. | hereby waive, release, absolve, Indemnify and agree to hotd 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, 1 authourize the use of the above named child’s image in YMCA materials, | agree to be bound by the Code of

Conduct of the Pocono Famity YMCA.

Date:

|Parent Signature






Ped

; i} .
Child’s Full Name: Birtdate:
Grade Completed: Gender: Age:
Home Phone #: School:
Street:
City:  State: Zip:

Iparent/Guardian #1:
Birthdate: Authorlzed topickup: YES /NO
Primary Phone# . (Circle one CELL/HOME /WORK
Alternate Phoned:: . (Circleone CELL/HOME J/WORK
HParentlounrdlan g1
Birthdste: Authorizédto pickup: YES /NO
Primary Phone# (Circle one CELL/ HOME/ WORK
| Alternate Phone#: (Circleone CELL/ HOME / WORK
Is the parenta current member of the Pocono Family YMCA: YES/N
Do the child's parents live together: YES/NO
lis there a curent custody aEemént:YEé / No. if yes, plesse attach supporting documentation.






EMERGE cY CONTACT/ PA ARENTAL C ENT FORM
55 PA CODE CHAF'TEks a270.124 {a) {t» 3270181 & 182: 3280.124 (a) {o) 9280.181& 182 2200.124 (8) ). 3280.181 & 182
CHILD'S NAME N DATE OF BIRTH
ADDRESS -— |
PARENT'S NAME/LEGAL GUARDIAN —T" HOWE TELEPHONE NUMBER
“ADDRESS T -
SUSINESS NAME — " BUSINESS ETEPIONE NUMBER ;
ADDRESS - B —
SARENT'S NAME/LEGAL GUARDIAN ~JOWE TELEPHONE NUMBER —
ADDRESS =
SUSINESS NAME - e o INESS TELEPHONE NUMBER 1
4 ADDRESS o=
NAME T TELEFHONE NUMBER WHEN CHILD SNGRE |

ZERGENCY GONTACT PERSON(S)
—____._——-T'__-__ -

B

ON NECESSARY IN AN EMERGENCY SIT

“EDICAL of DIETARY INFORMAT!

UATION

: lTEERSWSIIQ'EJ.ﬂ' oM-CHI-DM AV.BE RELEASED NAME ADDRESS TELEFHONE NUMBER WHEN CHILD IS IN CARE
 NAME OF CHlLD'S'PHYSIClANIMEDICALNC;ARE PROVIDER TELEPHONE NUMBER
ADDRESS - — ' —
‘| SPEGIAL DISABILITEES (IF A ALLERGIES uNcLumNG'MEbiéAﬂoN REACTION) —
TEDICATION, SPECIAL SoRToN )

TEPARENTALS ~ONSEN TR
FIRST-AID PROCEDURES

O ARENTLS! !GN"’A"TUT{E* 'EQUIREDED

‘OBTAINING EMERGENGY MEDICAL CARE

WALKS AND TRIPS "SWIMMING

RANSFORTATION BY THE FAGILITY “WADING § ]
PERIODIC REVIEW

—

—
DATE

- SIGRATURE OF PARENT ar GUARDIAN

— slsuxru‘ I OF PARENT ar GUARDIAN — i
PINK COPY (Excursion}

(Child Care Space)

vl LOW COPY

DATE
.CcY 867 10122



AGREEMENT

65 PA CODE CHAPTERS 3270.128 &.181(C); 5280.128 8.181(c); $280.128 &.181(0)

e i)
|
——— S — =
=~ e Y

. - = - - - i -. -
S o v — — e F_-

|, the parent/guardian;

f = e — e

received complete. written program Infarmation at the time of erroliment (8 3270.121,
3280.121, 3290.121)

D :g;:; to update the emergency contact/parental !

es occur or every. 6 months at a minumum

ent form information whenever
3270.124, 3280.124, 3290,124)

RATE : "SIGNATURE-PARENT OR GUARDIAN- DATE




Cﬁﬂd‘snan‘m!.:.—._,...a,-— —_—r DOB:_._‘___,_.......:_ muﬂfFﬂm;.__k_._;_
Does your child eve sny Known 2llergles 1o 30Y of the following?

g Food {milk peanuts, eggsete.)

& An‘mﬂs . Bapp——r? | '- — e s .

4. Beefwsspsting s '__- T ..

¢ Grass, Pollen, dust e T E T
WhatlsthePhphphcetﬂmspﬁndlfquosuremaﬂemensmuwwﬁ__ R

¥ g .l- T

B‘m’&;ﬁﬁfwm ?Ifye!,p!usealsowmp‘!emaﬁ
_"M% e e ST
whatanbedonebpmventanaﬂad:? A —
whntacﬁvmesmvetnheﬁmltm,hny? e S I
’ Matmedldnekglwmfnm?___i________ et iR T e
-The YMCA réquires shat the following routine soreening are done saruslly. Nnnnpuy.ynur dmd's Haa!th Care Providerwill
conduct these assessments.
*  ppesyourchild kavesny known speech/ language difficutties?  Yes No
{f yes, please explain: .. ___________._.__.;—_________ [ e
- Has your child recelved Speech]llnguﬂge services?  Yes No
rﬁ]es‘.l:ywh:urn‘lV.'Lflh'.n?,.,_~ et et T -
Wwhat was the date of thie last screening? ___g_.__.__,,,u;._._______.cpﬂdudted [ J——
No

.. poesyeur child any known yislon difficufties? Yes

Hyes, please axpialn._________,?__,_,_.—'—--— s . —_
Hasyour child yecelved senvices for Impalred vision?  ¥es No
- .. .'> L

o

if yes, plesse wplain:
conducted by? o s

whet wes the date of the lastscraenlng?___,_____,__ et
o contacts

r contacts? Glasses —

Does your child wear glasses ©



Does your child have any imown heating difficultles?  Yes No

ifyes, please explain: e -
Has your child recelved services for hearing loss?  Yes No

tf yes, by whom? When? . . i —— e
What was the date of the hstscreemng? mp g . Conductedby?
Does your child have eny dietary needswe shnuid be swire oﬁ Yes No

ifyes, please explding ... A . _ _ i, o

Has your child ever had an eating or appetite problem? Yes No

ifyes, please explain: PRI S - | 3

Does your child tend to get a lot of ear infecﬂons? Yes No
Does your child take medication regularly? Yes No

If ves, whet js the medication and how often is it taken?. __

Has your chiild been hosprtaﬁzed orseen Inan emeﬂgen,cv department?:

S -

itis expected that the child named on this form be lmrnunlzed aecon:lmg to the PA Gode schedule for
Immunizations, If the child 1§ not yet fully immunized, please describe why and when the immiinizations
will be completed. {Children who have not yet reached school age should be immunized according to
thelrage. Please respond only o immunizations that should have been completed to date.)

My child is fislly fiomuinized. ¥Yes . No
if not, reason immunizations have not been completed: Health Concerns
" Religlous Beliefs
.Other:

Does your child have any other “Special Health Needs” that we should be aware of? Yes Ne
Ifyes, please comiplete the “Individual Health Care Flan for Child viith Specizl Heslth Care Needs”.

In accordance with HIPPA laws, your permission Is required for the Pocono Family YMCA staff to have
access ta health Informationabout your child. By signing this foim, you understand that the YMCA
Adininistrative Staff snd staff working with your child will have access to the Infornation disclosed on
this form and other pertinent Information required to meet the dally needs of your ¢hild,

_Date: I

Parent/Guardian Signature; ___ e — -



nitial each item below)

Family YMCA Program at 809 Maln

parent/ Guardian Releases: {Responsible party must
s and addresses of anyone

R _i, the undersigned, hereby enroli my child In the Pocend
g, Stroudsburg, pA. L understand the YMCA must have current nam

authorized to pick up mYy children.
. uhderstand that the YMCA assumes responsibility for my child’s wellbe

of care and will make every effort to contact the parent should any type of emergency arise. |
pnderstand that i1 cannot be reached that individuals authorized on the emergency pickup will be
contacted. Those individuals are authorlzed to assistinan emergency-

T the event | canriot be reached, ] authorized the YMCA staff to act for me according to
his/her best judgment in any emergency requiring medical or surgical care. | authorize the physician
cglected to hespitalize, secureé proper treatment for, and to order jnjection, anesthesia, ©F surgery for
my child pamed above. t expecttobe notified immediately. 1 further understand ( am responsible forthe

ing during the hours

ation sheet

cost of all.megical care.

rmation which may assist the YMCA

... Ihave provided and agre_,e fo Up YEep oot
to update the staff with any pertinent info

mited to: allergies, previous o
dlsability or Hmiting

r existing iliness oF condition, skin

and health questionnalre,
conditions, of emotional,

in caring for my child including but not li
sensitivity, diet requirements, fong term medications;

developmental of pehavioral difficulties:

photo Consent
romotional material’ (such as, but not limited o, newsletters, social

The YMCA uses photographs in“p
media, advertising, NeWs releases, etc.) throughout the year. BY consenting below, yoi allow any
phomgraphs or likeness of your child to be used In such ’p;amoﬂonal materfal.”

| give consent thatany photographs or likeness of My child may be used In promoﬁonal
materials. | understand that | wlii not be informed orf reimbursed for such photographs.

Health Insurance
t, The YMCA requires child

dition of enroflmen
rmation must be provided on the enra

continually covered by health

ren to be
d updated 8s

Asa con
tmernt applicetion an

-—-‘-— .
insurance. Coverage info
changes occur-

f Eontact Information

change ©
g inform the YMCAInW

| agree
pumbers, etc. for myself and 20Y emergency co

work telephone; emergency

es jn address;
t spplication.

riting of any chang
d en the enrolimen

ntacts liste



Registration Fee:
A current membership Is required for ehifd/ren enrolled in our childcare/SACC progrems. A
Membership fee is charged manthiy to your seccount.

Tultlon Fees:
Tuition fees are based onanannusl budget; no crédit Is given for absences. | agree to pay tuition
Inadvanceona _______ weeldyor ... biweekly Yiasis, | undprstand fees may Increase with a

minimum of two waeke’ notice, and! 1 will Be responsitile for paying the updated fee. A late fee will be
charged for accounts past due. in the evént of default of payment by dient or dispute between cliert
and the YMCA, dient Is held responsible for alt reasonable collection and attomey fees/expenses,

All-fequests to cancel, add or change days must be done In writing at least 2 weeks prior to
changes being made. .

Wiy signature acknowletiges my understanding of, and agfeemEnts to, the above statements,

pen i " -
;¥WGMMhn ” . Date

Pawﬁ; Family YMCA et

parent/ Guardian D.0.B: )

Emaik__




credit Card & Bank Draft Authorization Agreement
Child Care & Membership

#All registrants MUST complete/ initial this document regardiess if they are requesting
Auto-draft or not. However, you do not have to include your account information- that can

be taken at registration.

n to charge my credit card for any

* | hereby give the Pocono Family YMCA permissio
nt to keep my account in good standing.

overdue/progra m/membership monies on my accou
(Initials)

* 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.

(Initials)

*should any deduction not be honored by my finandal institutlon for any reason, I realize thatI am
This is in addition to any service charge that

responsible for payment, plus a service charge of $30.00.
tand that it is my responsibility to notify the

my finenclal institution may charge to my account. Iunders
YMCA in writing should I change my financial institution or account at any time.

(Initials)

wish to terminate my membership/program fees or change my

1 must give 30 days written notice. I understand that I must turn
ation and that I will recelve temporary cards for the balance of the
s remain the property of the YMCA and MUST be surrendered

*] understand that if I
membership/enroliment in any way,
in all membership cards upon termin
time that 1 have paid. Membership card

upon request.

(Initials)

' ~ " office Staff Only o
Program: Monthly Fees:
weekly Assistance/CCIS/EIRC: ____— Staff Initials: Date:
Child Care Auto-draft Payments: v N Staff Initials: Date: .

MCA has received a 30-day written

deduct funds to remain in affect untli the Y
hip or withdraw from the program.

This authorization to
notification from me indicating my desire to cancel my members

Member Signature ___. .  —-— — - Date . -

I hereby authorize the Pocono Family YMCA to initiate electronic fund entries by:
O MasterCard 0 Vvisa

will be on the 5/ 14"/ 28t (please dircle preference):
___(In'ltials)

O Discover O American Express

[0 Bank Draft
(Initials)

Membership Draft
Due _on Frday prior to the registered weeks:
n time,

We strongly recommend setting up an auto draft to ensure your payments are pald o
Please check YES_____.. OF NO for auto draft payments.

Child Care payments

Bank Draft Acct No. Routing No. __

C.C. Account No. Expiration Date






Parent/Provider A1l in this part.

: health prefesslonal should verify and complete all data

rarents may wiits Immunizatlon dates

o
DATE OF BIRTH-' HOME PHONE: .IR-DDREES:
CHILD CARE FACILITY NAME: )
CACILITY PHONE: CouNTY: T[WORK PHONE: : |
O 1§ authorize the chitd care staff ond my child’s health prnl’es'ﬁonél to comimunicate dirgetty i needed to clerffy information on this form about fy child,
PARENT'S SI,GNATURE:
[ PO NOT OMIT ANY INFORMATION i i
__ This form mey be updated by hesith p_rpfes'sunal. Inittal and dote any new data. The chlid eare fqgutgrnqus 2 copy of the form- !
EEALT.:I; THSTORY AND MEDICAL TRFGRMATION PERTINENT TO = OUTINE CHILD CARE AND TAGNOSIS/TREATMENT SN EMERGENCY (DESCRIBE, IF AIY):
NONE
SESCRIRE ALL MEDICATION AND AU SPECIAL DIET THE CHILD ~ECEIVES AND THE Z7SON FOR MEDICATION AND SPECIR SIET ALL MEDICATIONSA -
gmwo:‘scaves o OULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES B R RGENCY MEDICAL CARE. ATTACH o DETIONAL SHEETS IF NECESSARY. {
NONE i
CHILD'S ALLERGIES (DESCRIBE, FANYY: - ———
B NONE
35T ANY HEALTH =<OBLEMS OR SPECIAL <EEDS AND RECOMMENDED ~—EATMENT/SERVICES, ATTACH STRONAL SHEETS IF NECESSARY 1O =]
LIST RIBE THE PLAN FOR CARE TH/E  \DULD BE FOLLOWED FOR THE T by INCLUDING INDICATION OF TPECIAL TRAINING REQUIRED FOR STAEF,
|EQUIPMENT AND PROVISION FOR EMERGENCIES.
o™ nowe
SHYOUR ASSESSMENT, 15 THE L0 ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM —SVAGIOUSOR
= : = _________ﬁ___——-——__—m?W
COfES D NO IF NO, PLEASE EXPLAIN YOUR :
L1 AGE APPROPRIATE

:| By THE AMERICAN A
| SCHEDULE AT

CHILD HEALTH REPORT

(55 PA CODE §§3270.133, $260.132 AND 3200.133)
.3 — - = i = n _.._-_'l

DS NAME: (LAST) (FIRST) \ PARENT/GUARDIAN:

RAS THE-CHILD" RECEIV

SCREENINGS LISTED INTHE ROUTINE PRI

HEALTH CARE SERVICES CURRENTLY RECOMMENDED
CADEMY OF PEDJATRICS? (SEE

inged)

p YES O NO 'p_qu_'Nq'gsupjecuve unti

HEP-8
'ﬁev!ﬁqs_
DTAPRTPITD,
WmE
PNEUMOCOCCAL

POLIO

|varicELLA

MENINGOCOCCAL )

INFLUENZA
MR

———

HEP-A

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN'S ASSISTANT

OTHER
(EDICAL CARE PROVIDER:
]

TITLE:
DATE FORM SIGNED:

LICENSE NUMBER;

ADDRESS:
___._—-———-———-“‘“___——-—-——.,_——-——
PHOME:
. — i
cp 5 o9ne







