Ballston Area Community Center

20 Malta Ave.
Ballston Spa, NY  12020

(518) 885-3261

www.ballstonareacc.org
 2011 Summer Program 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 payment expectations pertaining to the BACC 2011 Summer Program.

Name of Child:________________________________________________________________________

Address:_________________________________________________________________________________

City:_________________________________________________   State:____________   Zip:____________

Home Phone Number:_______________________________   Grade entering fall 2011:________

Age (as of first day of program): __________    
Date of Birth: ____/____/____


Sex:        M     F 

T-shirt size (please circle one):
 Youth   S   M   L   
Adult   S   M   L   XL 

((((((((((((((((((((((((((((((((((((((((
Parent/Guardian:______________________________________________SSN:______________________ 
Address:_________________________________________________________________________________

City:___________________________________________   State:________________   Zip:______________

Place of employment:____________________________________________________________________

Work Address:____________________________________________________________________________

Work Phone:_________________________________   Home Phone:_____________________________

Cell Phone:__________________________________   

Name of Parent/Guardian (2):____________________________________________________________

Address if different than above:___________________________________________________________

City:_________________________________________  State:_________________   Zip:________________

Place of employment:____________________________________________________________________

Work Address:____________________________________________________________________________

Work Phone:________________________________   Home Phone:______________________________

Cell Phone:_________________________________   

PROGRAM ENROLLMENT

This child is enrolling in the following session(s):

· Week #1 

July 5 – July 8    (Discounted rate: $150 for week 1)  

· Week #2

July 11 - July 15
· Week #3

July 18 – July 22
· Week #4

July 25 – July 29
· Week #5

Aug 1 – Aug 5
· Week #6

Aug 8 – Aug 12
· Week #7

Aug 15 – Aug 19
· Week #8

Aug 22 – Aug 26
Expected arrival time for this child:
__________am

Expected departure time for this child:
__________pm

**THERE IS NO PROGRAMING OR DAY CARE PROGRAM JUNE 27-July 1 &

AUGUST 29- SEPTEMBER 2**
The last day of Program is Friday, August 26, 2011.  Please refer to the School Age Child Care Program application for further information. 

((((((((((((((((((((((((((((((((((((((((
HEALTH HISTORY

New York State requires each child to have an immunization record on file with the Program office prior to attending the program.  Your child will not be permitted to attend 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:_________________________________________________________________________________________

Known Allergies:__________________________________________________________________________________

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

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

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 Program 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 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) summer program.  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 assure 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 smells of, or may be 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:_________________
SWIMMING LESSONS

Swimming Lessons are scheduled at the Ballston Spa Community Pool.  All children are required to take lessons unless parents provide the Program Director with a written excuse.  The program will also return to the pool in the afternoon for free recreational swim everyday.  

Safety is our first priority.  Therefore a child that does not participate in swimming lessons will not be allowed in the afternoon recreational swim program.

My child__________________________________________(name of child) has my permission to participate in swimming lessons and recreational free swim at the Ballston Spa Community Pool, with the staff from the Ballston Area Community Center.

Although the lifeguards will test your child in the beginning of the summer, please check what swimming level you believe your child to be:

· Level 2 beginner



*Please note: There will be a separate 
· Level 3 (2nd year beginner)

fee for swimming lessons not included 
· Level 4 (Advanced beginner)

in the regular tuition fee.
· Level 5 (Intermediate)

· Level 6

Signature of Parent / Guardian:______________________________________________  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 fund-raising 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 fund-raising efforts to promote programs of the Ballston Area Community Center.

__________________________________________________________________________________________________

Signature of Parent/Guardian
                            Print Name



Date

__________________________________________________________________________________________________

Signature of Witness


                            Print Name



Date
((((((((((((((((((((((((((((((((((((((((
PERMISSION TO USE SUNSCREEN CREAMS & LOTIONS

Regulations state that parents/guardians must provide written instructions to the staff for the use of topical ointments, creams and lotions to be applied as needed for protection against the sun.  Please complete the following as needed for your child.

I give my permission to the Ballston Area Community Center Day Program staff to apply the following per my instructions to the child stated in application:

Name of cream or lotion:_________________________________________________________________________

Instructions:_______________________________________________________________________________________

Please attach additional sheets if necessary

Signature of Parent / Guardian:_____________________________________________   Date:_______________

AUTHORIZATION FOR MEDICAL TREATMENT OF MINORS

Childs Name:_______________________________________  DOB:__________________

I,______________________________________, being the parent and/or legal guardian of the above mentioned child, grant permission to the Ballston Area Community 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 day program.

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

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 Program Health Director 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

_______________________________________________________________________________________

Signature of Witness


                            Print Name



Date

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

Insurance coverage for accidents or illnesses while at the Ballston Area Community Center Day Program 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:_______________________________________________________________________

CONDITIONS OF ACCEPTANCE

· My son / daughter has permission to participate fully in the BACC Day Program program, including being transported to and from field trip sites by the contracted Transportation Company.

· I understand that in the case of an emergency and I am unable to be reached, I authorize the BACC Day Program staff present to take action deemed necessary in my child’s best interests.

· I understand the $50.00 registration fee is a deposit for each week my child wishes to attend the BACC Day Program, and is non-refundable.  This deposit will be applied to the weekly fees.

· I agree that the balance in fees due for each week of Program my child is attending will be paid in full by the Wednesday prior to the start of each week.  I also understand that my child will not be permitted to attend Program if these fees are not paid in full.

· I understand that there is NO REFUND of any fees for any voluntary withdrawal or dismissal.  Withdrawal due to serious illness requires a Doctor’s verification.  Program fees will be prorated, and payment for days unused will be refunded except for the $50.00/week registration fee and the $10.00 Family Registration Fee.

· I release the Ballston Area Community Center, as well as the Office of Children and Family Services, 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 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.

__________________________________________________________

________________________



     Parent / Guardian Signature




      Date

__________________________________________________________

________________________

             Witness Signature





                 Date

Ballston Area Community Center

9 Scott Street

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:_______________________________________________________________________________________

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 disease 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:___________________________________________________________________________________________________

FOR OFFICE USE ONLY





Date of Review:_____________


Health Director:_____________


Flags:_______________________





____________________________








