Ballston Area Community Center

20 Malta Ave.

Ballston Spa, NY  12020

 2011-2012 Universal Pre-kindergarten Application

Please be sure to complete all the information requested in this application.  Incomplete applications will be returned to the parent/guardian.  ALSO NOTE: By completing the following information and submitting for enrollment, the responsible parent/guardian verifies that they are in understanding of all policies, regulations and expectations pertaining to the BACC 2011-2012 Universal Pre-kindergarten Program.

Name of Child: _________________________________________   Sex: M  F    am____   pm_____

Address: _________________________________________________________________________________

City:_________________________________________________   State:____________   Zip:____________

Home Phone Number: _______________________________       Date of Birth: ____/____/____
((((((((((((((((((((((((((((((((((((((((
Name of Parent/Guardian:_______________________________________________________________

Address:_________________________________________________________________________________

City:___________________________________________   State:________________   Zip:______________

Place of employment:____________________________________________________________________

Work Address:____________________________________________________________________________

Work Phone:_________________________________   Home Phone:_____________________________

Cell Phone: _____________________________  Work Hours ______ to _______ # of Days/Wk______

Name of Parent/Guardian (2):____________________________________________________________

Address (if different than above):_________________________________________________________

City:_________________________________________  State:_________________   Zip:________________

Place of employment:____________________________________________________________________

Work Address:____________________________________________________________________________

Work Phone:________________________________   Home Phone:______________________________

Cell Phone: _____________________________   Work Hours _____ to _____  # of Days/ Wk ________

All Other Members of Household (including children not under BACC care):

  Name                                                             Age                              Relationship

1. ____________________________                 _________                        ____________________________

2. ____________________________                 _________                        ___________________________

3. ____________________________                 _________                        ____________________________ 

Are there any activities in which this child should not participate? ____________________________________________________________________________________________________________________________________________________________________________________

Behavior Issues:

__________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Does your child have an IEP?

__________________________________________________________________________________________
Anything else we should know to better serve your child and family?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What language is spoken at home?

__________________________________________________________________________________________

((((((((((((((((((((((((((((((((((((((((
INSURANCE INFORMATION

Insurance coverage for accidents or illnesses while at the Ballston Area Community Center is the responsibility of the child and/or family.  Please list your family health, accident, medical or hospital insurance coverage:

Insurance Carrier/Government Program:___________________________________________________________  

Policy or Group No.:____________________________________ Contact Phone:__________________________

Name of Responsible Party:_______________________________________________________________________
EMERGENCY CONTACT INFORMATION

Please complete the following information for people to contact in the event of an emergency and the parent/guardian(s) can not be reached:

Name:___________________________________________________________________________________________

Relationship to Child: __________________________________________________________________________

Home Phone:_____________________  Work Phone:_____________________  Cell Phone:_________________

Name:___________________________________________________________________________________________

Relationship to Child: __________________________________________________________________________

Home Phone:_____________________  Work Phone:____________________  Cell Phone:__________________

Name:___________________________________________________________________________________________

Relationship to Child: __________________________________________________________________________

Home Phone: _____________________ Work Phone: ____________________Cell Phone: __________________

((((((((((((((((((((((((((((((((((((((((
PARENT AUTHORIZATION FOR PICK UP

Please note that unless there is a legal document ON FILE with the BACC office stating that one parent is not allowed contact with a child, staff is NOT legally able to keep a non-custodial parent from picking up the child(ren).  Please attach a copy of a legal document to this form if this situation applies to you.

I give permission for the following people (must be over 18 years of age) to pick up my child(ren) at the Ballston Area Community Center (BACC).  I realize that my child(ren) will not be released to anyone who is not listed below unless BACC is informed with written permission.

I also understand that if a staff member does not recognize a parent or someone else on my child’s pick up form, the staff person may ask for identification.  It will be my responsibility to insure that each of the individuals listed below will have proper identification if required to present it to the BACC staff.

Additionally, all BACC staff reserves the right not to release a child to anyone that may be suspected of being under the influence of drugs or alcohol.

Authorized Persons:  Parents/Guardians please include yourself.  Attach additional sheets if necessary

Name:______________________________________________ Relationship to Child:________________________

Home Phone:_____________________  Work Phone:_____________________  Cell Phone:_________________

Name:______________________________________________ Relationship to Child:________________________

Home Phone:_____________________  Work Phone:_____________________  Cell Phone:_________________
Name:______________________________________________ Relationship to Child:________________________

Home Phone:_____________________  Work Phone:_____________________  Cell Phone:_________________
Name:______________________________________________ Relationship to Child:________________________

Home Phone:_____________________  Work Phone:_____________________  Cell Phone:_________________
Name:______________________________________________ Relationship to Child:________________________

Home Phone:_____________________  Work Phone:_____________________  Cell Phone:________________

FIELD TRIP RELEASE

· I hereby grant permission for ______________________________ (child’s name) to attend any neighborhood field trips that the Ballston Area Community Center may have. I will be informed in advance of these outings. They include, but are not limited to, neighborhood walk, visit to the library, Malta Ave. playground, etc.

· I do NOT grant permission for ______________________________ (child’s name) to attend any neighborhood field trips that the Ballston Area Community Center may have. They include, but are not limited to, neighborhood walk, visit to the library, Malta Ave. playground, etc.

__________________________________________________________________________________________________

Signature of Parent/Guardian
                            Print Name



Date

((((((((((((((((((((((((((((((((((((((((
PHOTOGRAPHIC RELEASE

· I hereby grant permission for ______________________________ (child’s name) to be photographed, with such pictures and names to be used in public relations and fundraising efforts to promote programs of the Ballston Area Community Center.

· I do NOT grant permission for ______________________________ (child’s name) to be photographed, with such pictures and names to be used in public relations and fundraising efforts to promote programs of the Ballston Area Community Center.

__________________________________________________________________________________________________

Signature of Parent/Guardian
                            Print Name



Date

CONDITIONS OF ACCEPTANCE

· I release the Ballston Area Community Center, as well as the Ballston Spa Central School District, and all its employees and volunteers, its officers, their parent affiliates, employees, volunteers, agents, underlying carriers, subcontractors, granting agencies from any and all claims of responsibility for any injury or accident that my child may incur from their participation.

·  I understand that the Ballston Area Community Center does not carry health and accident insurance for individual children and I am responsible for all health incurred costs.

· If an emergency occurs when no one can be reached, I authorize the adults present to take action deemed necessary in my child’s best interest.

· I will notify the BACC Kinder staff of changes in home/emergency telephone numbers.

· My child has my permission to participate in the Programs sponsored by the Ballston Area Community Center.

· I have received, reviewed, completed and/or signed the following:

_____ Emergency Contacts

_____ Emergency Medical Authorization

_____ Conditions of Acceptance                    

      _____ Physical / Immunization Form

      _____ Parent Authorization for Pick Up

__________________________________________________________

________________________



     Parent/Guardian Signature




      
Date

BACC MEDICAL PAPERWORK

Submit in August 2011
[image: image1.wmf]
HEALTH HISTORY

BACC requires each child to have an immunization record on file with the office prior to attending the program.  Your child will not be permitted to attend the program without the proper records on file. Please complete the following information, as well as have the child’s health care provider complete the attached Physical/Immunization Form.

Name of Pediatrician:_______________________________________Phone Number:______________________

Address:_________________________________________________________________________________________

Name of Dentist:____________________________________________Phone Number:______________________

Address:_________________________________________________________________________________________

***INCLUDE RECORD OF DENTAL SCREENING***

Known Allergies:__________________________________________________________________________________

Does your child have any special conditions (medical, behavioral or otherwise) that the staff should be aware of? Please be specific.

AUTHORIZATION FOR MEDICAL TREATMENT OF MINORS

Child’s Name:____________________________________________________________  DOB:__________________

I,______________________________________, being the parent and/or legal guardian of the above mentioned child, grant permission to the Ballston Area Community Center and its authorized representatives to furnish or arrange for the furnishing of such hospital and/or medical care as the above mentioned child may require during such time as he/she is at the Ballston Area Community Center’s Universal Pre-Kindergarten Program.

This medical care shall include, but not be limited to, examinations, treatments, immunizations, injections, anesthesia, surgery, and other procedures.

Your child will receive mandatory vision and hearing screenings during the first two months attending the program.

This permission is conditioned upon the understanding that in the event of serious illness or accident, or in the event of a need for hospital services and/or major surgery, said person will use all reasonable efforts to contact the undersigned.  Failure in such efforts, however, shall not prevent the provision of emergency treatment necessary for the best interest of the life and health of the said child.

For and in consideration of said covenants, the child and the undersigned hereby release, acquit, and covenant to hold harmless the said BACC employees, volunteers and all other persons, firms, officers, and corporations from all claims, damages, and causes of action of whatever nature which may accrue to the said child or the undersigned, their heirs, executors, administrators and legal representatives and assigns, arising out of any of the above procedures.

____________________________________________________________________________________________________

Signature of Parent/Guardian
                          

  Print Name



Date

Date of last tetanus shot:____________________________________________________________________________

Ballston Area Community Center

20 Malta Ave.

Ballston Spa, NY  12020

 Physical / Immunization Record

Child’s Name:______________________________________________________________________  D.O.B._______________

Height:____________
Weight:_______________

Immunizations:  Include all dates

DPT:_____________,_____________,_______________,____________,_____________

Oral Polio:______________,_______________,_______________,____________

HIB:____________,_______________,____________,_______________

HEPATITIS B:_____________,______________,_______________

MMR:________________,__________________,_____________

Health Specifics

♦   Allergies:_______________________________________________________________________________________________

♦    Has child had any recent hospitalizations or illnesses? 
    _____Yes  
 _____No

If yes, please explain:_______________________________________________________________________________________

♦    Date of last Tetanus shot:_____________________________________

♦    Does this child have any special diet restrictions/requirements?  _____Yes
_____No

If yes, please explain:_______________________________________________________________________________________

♦    Does this child have any special mental/development conditions?

____Yes      ____No

If yes, please explain:_______________________________________________________________________________________

♦    Does this child have any physical restrictions?
____Yes
____No

If yes, please explain:_______________________________________________________________________________________

♦    Does this child have any hearing, visual or dental limitations?
____Yes
____No

If yes, please explain:_______________________________________________________________________________________

Date of Dental Screening:_______________________

On the basis of my findings, and on my knowledge of the above-named individual, I find that he/she is free from contagious and communicable diseases and is healthy:     _____Yes
_____No  and he/she is able to participate in daily programming    _____Yes
_____No.

________________________________________________________________
_______________________________________

 


Signature of Examiner




       Date of Exam

Printed Name:__________________________________________  Phone:________________________  Fax:_______________

Address:___________________________________________________________________________________________________


BACC Medical Dispensing Authorization Form

· This form must be completed in a language in which the child care provider is literate.

· One form must be completed for each medication. Multiple medications cannot be listed on one consent form.

LICENSED AUTHORIZED PRESCRIBER MUST COMPLETE THIS SECTION (#1 - #18)
(Parents may complete #1- #17 (omit #18) for over-the-counter topical ointments, sunscreen and topically applied insect repellent)  

	1. Child’s first and last name:             

                                  
	2. Date of birth:
	3. Child’s known allergies:

	4. Name of medication (including strength):


	5. Amount/dosage to be given:
	6. Route of administration:



	7A. Frequency to be administered:                                                                                               
OR

7B. Identify the symptoms that will necessitate administration of medication: (signs and symptoms must be observable and, when possible, measurable parameters)


	

	8A. Possible side effects:  □ See package insert for complete list of possible side effects (parent must supply)   

AND/OR

8B: Additional side effects:



	9. What action should the child care provider take if side effects are noted:

    □      Contact parent                                       □      Contact prescriber at phone number provided below

    □      Other (describe): 



	10A. Special instructions: □ See package insert for complete list of special instructions (parent must supply)         

AND/OR

10B. Additional special instructions: (Include any concerns related to possible interactions with other medication the child is receiving or concerns regarding the use of the medication as it relates to the child’s age, allergies or any pre-existing conditions. Also describe situations when medication should not be administered.)          



	

	11. Reason the child is taking the medication (unless confidential by law):



	12. Does the above named child have a chronic physical, developmental, behavioral or emotional condition expected to last 12 months or more and require health and related services of a type or amount beyond that required by children generally?  

 □  No  □  Yes   If you checked yes, complete #33-#34 on the back of this form.



	13. Are the instructions on this consent form a change in a previous medication order as it relates to the dose, time or frequency the medication is to be administered? 

□  No  □  Yes   If you checked yes, complete #35-#36 on the back of this form.



	14. Date prescriber authorized:
	15. Date to be discontinued or length of time in days to be given (this date cannot exceed 6 months from the date authorized or this order will not be valid):



	16. Prescriber’s name (please print):           


	17. Prescriber’s telephone number:



	18. Licensed authorized prescriber’s signature: 




	19. If Section #7A is completed, do the instructions indicate a specific time to administer the medication? (For example, did the prescriber write 12pm?)    □Yes    □ N/A     □ No  

Write the specific time(s) the day care program is to administer the medication (i.e.: 12pm):



	20. I, parent/legal guardian, authorize the day care program to administer the medication as specified in the “Licensed Authorized Prescriber Section” to                                                                               .   

                                                                                                                                                      (child’s name)                                                

	21. Parent or legal guardian’s name (please print): 


	22. Date authorized: 



	23. Parent or legal guardian’s signature: 




PARENT/GUARDIAN MUST COMPLETE THIS SECTION (#19 - #23) 
	24. Provider/Facility name:


	25. Facility ID number:
	26. Facility telephone number: 



	27. I have verified that #1-#23 and if applicable, #33-#36 are complete. My signature indicates that all information needed to give this medication has been given to the day care program.         



	28. Authorized child care provider’s name (please print): 


	29. Date received from parent:



	30. Authorized child care provider’s signature: 




DAY CARE PROGRAM TO COMPLETE THIS SECTION (#24 - #30)
ONLY COMPLETE THIS SECTION (#31-#32) IF THE PARENT REQUESTS TO DISCONTINUE THE MEDICATION PRIOR TO THE DATE INDICATED IN #15

	31. I, parent/legal guardian, request that the medication indicated on this consent form be discontinued on

                                                            . Once the medication has been discontinued, I understand that if my child
                        (date)                                                                                                                                                                                                                                                           requires this medication in the future, a new written medication consent form must be completed. 



	32. Parent or Legal Guardian’s Signature: 




LICENSED AUTHORIZED PRESCRIBER TO COMPLETE, AS NEEDED (#33 - #36)
	33. Describe any additional training, procedures or competencies the day care program staff will need to care for this child. 



	

	

	34. Licensed Authorized Prescriber’s Signature: 



	35. Since there may be instances where the pharmacy will not fill a new prescription for changes in a prescription related to dose, time or frequency until the medication from the previous prescription is completely used, please indicate the date by which you expect the pharmacy to fill the updated order. 

DATE: 

By completing this section the day care program will follow the written instruction on this form and not follow the pharmacy label until the new prescription has been filled. 



	36. Licensed Authorized Prescriber’s Signature: 




FOR OFFICE USE ONLY





Date of Review:_____________


Health Director:_____________


Flags:_______________________





____________________________








