Child’'s Name:
Class/Age Group:

v 2026 - 2027
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 Atter Care $150 [Before and After Car, $150

|Before Care ONLY $85 |Before Care ONLY $75
~ [After Care ONly $85  |After Care ONty $95

STEP2:
The following fees must be paid at thetime of registration
Office use:

1stWeek : Starting program on:
el e e |

Membership Dues :
Registarts InRlals:

TotalPaid :

STEP 3:

1 centity that my child is in good health and is amiable to normal dlsclpllrie 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 resutt in cancellation of my registration. Junderstand that | willbe responsible fo the balancedue shouldi
not cancel with a 30 days written notice. I, the parent/guardian of the above stated, hereby give my approvalto .
particiapte In any programactlvities. | hereby walve, release, absolve, indemnifyand agree to hold harmless the Pocono
Family YMCA and employees from any claim rising out of Injury to my chlild. } have read, understood and agree with this in
its entirety, | authourize the useofthe above named child's image In YMCA materials, | agree tobe bound bythe Code of

Conduct of the Pocono Family YMCA.

Date:

Parent Signature

**Please complete all forms thoroughly; if not your application will be delayed**




o

Child's Full Neme: Bintdste:
Grade Completed: Gender: Age:
Home Phone #: School:
Street:
City: State: Zp:

[perent/usrdion #3: .
Bithdste: Authorizedto plckup: YES /NO

Primary Phone# ~ (Circle one CELL/HOME/WORK

Alternats Phone#: . (Circleone CELL/HOME /WORK

Hnrentloumllnn #1:

Birthdate: Authorizédto pick up:YES/NO

Primary Phone# (Circle one CELL/ HOME /WORK

Alternate Phone#: (Circle ons CELL/ HOME/WORK

a current member of the Pocono Family YMCA: YES /N

Is the parent

docnmemutlon._




TACT/ PARENTAL CONSENT FORM
2. 5200.124 (o) (b) 3280:161 8 162

EMERGENCY CON

g5 PA GODE CHAFTERS 3270124 (8) (b), 3270181 & 182; 3280.124 (8) (PX 3280.181 8 .1

. L . L

CHILD’S NAME N T DATE OF BIRTH
ADDRESS |

’ N - v e = - e - p— ot — 0y I = B e ‘
PARENT'S NANME/LEGAL GUARDIAN TOME TELEFHONE NUMBER .
- N = i~ T [
“ADDRESS T = ) -
SUSINESS NAVE 5SS TEEPORE NMBER |
| = i e e e — |
ADD! ' a4

“PARENT'S NAME/LEGAL ) ' “ONE TELEPHONE NUMBER :

_ _Ess._...__... » . .
- == i -.N -- - =2 ) _—#_. — I
BUSINESS NAME i ‘ BUSINESS TELEPHONE NUMBER ~ 1

e - - SR - = e I
ADDRESS :
EMERGENCY CONTACT PERSON(S) “NAME | TELEPHONE NUMBER WHEN CHILD SINGARE |

____,_.——-——'_"'-'_ - e — LT » — v - ____',_—

R SONEI T A CHILD MALBE HELEASED NAME ADDRESS TEEFHONE NUMEER e TP OAE |

I - - ——— — B T
- IR i - ." = = ——————— e R =]

T = T PO - - = = _ - e R
NAME OF CHILD'S PHYSICIANIMEDICAL CARE PROVIDER ’ TELEPHONE NUMBER

- = e et tein . 2 . B
"ADDRESS e o - ]
|SrEGIAL DISABILITIES (F ANY) =T ALLERGIES uNcLumNG‘MEbiéAﬁon REACTION) =3
WEDICAL o DIETARY INFORMATION NECESSARY INAN EMERGENCY SITUATION MEDICATION, SPEC SITUATION
T NEEDS OF CHILD ' —

“HEALTH msumce'cu'veﬁﬁés <O CHILD of MEDICAL ~SSISTANCE BENEFITS -

§ PAR ENTISE fi;?&"f{-ii’.UTg‘i SREQU REDED! R?Eﬁ'_'(':ﬁfl_fﬁ VB EpoWa 0ol NDICAT EPARENTA iCON KA .ﬂ
'DBTNNING EMERGENCY MEDICAL CARE 1 ADMIN. OF MINOR FIRST-AID" PROCEDUR :
WALKS AND TRIPS "SWIMMING .
TRANSPORTATION BY THE FAGLITY “WADING —_— |
PERIODIC REVIEW
’ SIGNATURE OF PARENT or GUARDIAN DATE

R OF PARENT ar GUARDWN = —DNE ==
PINK COPY (Excursion) ovesT 1022

SIGNA
. meas mamws iChild Care sPace)



85 PA CODE CHAPTERS 3270.128 A.1810); 3200.129 &.1876; 9200.128 &.181s)

regeived of written program Information st the timie of errolimient (B 3270.121,
(%0521 5280325

ree to update the gometfp.ranu Baent ‘orm information whansver
Dm&ggﬁrm ev:rmys st & minumum 0124 3280.124, 3290.124)




foﬂbwing?

ChIls DBMES < —irmert—
Does your child fisve any known allergles o any ofthe

e, Food{mik peanuts, e£Es = p— ;

b, Medicne -

¢ Animal

d Beefwsspsting

£ Grass,l’ollerudmt o e s
whatsthe plph placeto respond i eposurelo a!lergens shouldueuﬁ' e e

s .___p&-—v ___,...—-v—"‘"
Dwynur:hmlmle Aslhma? tFyes,

what ceuses the sk —

s =T —rrs T

2

. poes yRuT ch

JWM——M'

whit can be done 10 preventen stiack? =
whetacthities haveto
o
that the following routne

belim!tﬁd, Elﬂﬂ <
Jp— RN e

Whn‘tmzdl:lnek s ri i S
screening are gons — L vwr qhﬂd'; Haatth Care Providerwill

Does your child bave any rq\nma:u:lll lenguage dificutiies?  Yes No
s i @ S T __4,_'—.—-'-'"_""-——"' e sl *

if yes, plemse explain — i
Yes No

Hasyourdﬂld reseived speechl langueEe services?

what was the dete ofthe lasts:menlnx? ,,_,,__,.__._.,__,.,Fénduﬂ!ﬂ DY e i =
No

11d any known visfon dificutties?  Yes

Hfyes, please P i st
child recetved setvlnuforlmpalmd\ns!on? Yes Ne

Hasyour

tyes, please wplein: s

WMW‘thedatufﬂlebstmmlns?_ e e conducied by?
contacts

poes your child wear glasses or contacts?



Does your chid have any known heating difficulties?  Yes No

if yés, please explain: B e
Has yout child recetved ‘services for henring loss?  Yes No

tyes, bywhom? When? ... ., P S
What was the date of the last sorEening?, ... cuierrmmisgmsii i . S
Does your chid have ariy dietary needs we s} uid be wware of? ) Yes No

Ifyes, please explaing o o e i T e
Has your child ever hiad #n eating or appetite problem? Yes No |

Hyes, please &xplain: ooty et i — RN S -
Does your d\ildténdtug'et;l:l.:t.:- ear infections? Yes No

Does your child tske medication regulsily? Yes No

__fyes, what is the m edication snd how often isit taken?. __

. Has your child been hosphalized or seen In an emergency department?:

5 - ST

it is expected that the child named en this form be Immunized according to the PA'Gode schedule for
jmmunkzations, If the child 1$ not yet fully immunized, please describe why dnd when the Imniintitions
will be completed. {Children who heve nat yet reached school age should be immunized apcording to
thelrage. Please respond only to immunizatiops that should have been completed tv. date.)

My éhlld is fully iinmunized. ¥es . No
if not, reason immunizations have not been completed: Health Concerns
' _ Religlous Belliefs

Others ________
Does your child have any cther “Special Health Needs” that we should be awareof? Yes No
ifyes, please comiplete the “Individusi Health Care Pian for Child viith Specisl Heslth Care Needs®,

In ocordance with HIPPA laws, your permission Is required for the Pocono Family YMCA staff to have
access to health Informstion.about your child. By signing this foivn, you undesstand that the YMCA
Adininistrative Staff snd staff working with your child will have access to the information disclosed on
this form and other pertinent Information required to meet the dailly needs of your chiid,

.Date: -

Parent/Guardian Signature; __ R -



each item below)

ng Family yYMCA Program 8t 809 Main
d addresses of anyone

nsible party must initial

roll my child In the Poc®
ust have currentnames an

Guardisn Refeases: {Respo:

i, the undersigned; hereby en
PA1 understand the YMCAm

up my children.
pility for my chiid’s wellbeing during the hours

the YMCA pssumes responsi
ry effort to contactthe parent should any type of emergency arise.|
t individuals authorized on the emergency pickup will be

dto assistin 80 emergency.

contacted. Those individuals are authorize:
nnot be reached, | authorized thie YMCA staff to
ency requling medical or surgical care. | authorize the physician
treatmentfory and to order jnjection, anesthesia, of surgery for
erstand | am responsible for thie

otified immediately.1 further und

parent/

st Stroudsburg,
suthorized t0 plck

of care and will make eve
understand that if 1

et intheeventlca
his/her best judgment in any eMerE
selected to hospitalize, secure proper
my child named above. {expectto ben

ation sheet

cost of all.megiical care.
hich may assist the YMCA

neni fnformatlon w
fiiness oF condition, skin

to ypdate the staff with ar¥ perti
in caring for my limnedm:allergles, previous of exsting
tting conditions, or emotional,

sensitivity, diet requireaments, {ong term medications; disability or i
developme ntalor behavioral difficulties.

dal’ {such s, but not limited 10, newsletters, sotial

ing below, You allow 2ny

photo Consent
"promot-Ional mate
the year. BY consent!

The YMCA uses phqtographs in
media, advertising, News releases, etc) throughout
photogﬁphs or likeness of your child to be used In such ‘p_ramoﬂonal material.”

child may be used In promotions!

y jgive consent that any photographs or likeness ofmy
materials. | understand that | will not be informed of reimbursed for guch photographs-
Y govered by health

ren to be continual
pdated 85

Health Insurance
fimesnt apptication and Y

As a condition ofen

a—— .
insuranee. Coverage information

changes occul.
ntacllnformatlﬂn

to inform the YMCA In
d any emergensy

roliment, The YMCA requires child
must be provided on the enro

writing of any changes in address; work telephone; emergency
d on the enroliment spplication:

contacts listé

change of €0

i agree
numbers, etc, for myself an



Registration Fees

A current membership Is required for ¢hifd/ren enrolied in our chiidcare/SACC programs. A
Membersliip feels charged monthly to your gccount.

Tultion fess are bl_séd onanannual budget; no ciedit Is glven for phsences. | agree to pay tultion
Inadvingeona ______ weekyor. ... Dwieekly biasis, § understand fees may increase with s
minjmunn of two weeks’ notice, and1 will be responsible for gying thie updated fee. A late feewill be
charged for actounts past due. in the vent of defaist of payment by dient or dispute betweéen dient
and-the YMCA, dient Is hefd responsible for sl reasonabite collection and ettoméay fées/expenses, |

All tequests to caincel, add or change days must be done In wiitlrig =t levst 2 weeks prior to

changes being made. .
My signature acknowletiges my understanding of, and W&ﬂ:i above statements,
wal;; Famlly YMCA o Date

parent/ Guardian D.0.B:

Emails . __




Credit Card & Bank Draft Authorization Agreement
Child Care & Membership

ument regardiess if they are requesting

UST complete/ initial this doc
information- that can

*All registrants M
ot have to include your account i

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

% 1 hereby give the Pocono Family YMCA perrnission to charge my credit card for any
ood standing.

overdue/pmgram/membership monies on my account to keep my acocountin @

(Initials)
the monthly rate applicable to my

irectors may, at its discretion, adjust
st two weeks' notice prior to any such

% The YMCA Board of Di
membership category. 1 understand that I wil receive at lea
change in membership/program dues.

(Inltlals)
red by my financial institution 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
o my account. I understand that it Is my responsibility to notify the

my financial institution may charge t
YMCA In writing should I change my financial Institution or account at any time.

(Initials)

*ghould any deduction not be hono

%] understand that if I wish to terminate my membership/progrem fees or change my
ve 30 days written ce. 1understand that I must turn

membershlp/enrollment in any way, 1 must g
in all membership cards upon termination and that I will recelve 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.
(Initials)
B "™ " ffice Staff Only
Progrem: - Monthly Fees:
Weekly Assistance/CCIS/ELRC: Staff Initials: Date:
Child Care Auto-draft payments: Y N StaffInitials: ___ —— Date: .

| - - i
This authorization to deduct funds to remain in effect until the YMCA has received a 30-day written
notification ncel my membership or withdraw from the program.

from me Indicating my desire to ca
Member Signature S —

I hereby authorize the Pocono Family
O Visa O Discover

Date . -
d entries by:

YMCA to initlate electronic fun
D American Express

4w/ 28% (please drde preference): _______ (Initials)

___(Initials)

) Bank Draft O MasterCard

Membership Draft will pe on the 5"/ 1

Child Care payments Dug _on Frday prior to the registered weeks:

We strongly recommend setting up an auto draft to ensure your payments are pal
Please check YES orNO for auto draft payments.

d on time.

Routing No. __

Bank Draft Acct No.
Expiration Date CWV:

C.C. Account No.
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