
	Please be sure to complete all of 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 Program.

	(Please Print)

	CHILD’S INFORMATION

	Child’s Last Name:                              First:                                    Middle:
	□  Male

□  Female
	Grade Entering

Sept. 2010:
	Home Phone:

(         )

	Street Address:
	City:
	State:
	Zip Code:
	Birth Date:

           /            /
	Age:

	PARENT/GUARDIAN #1

	Parent/Guardian Last Name:              First:                                    Middle:
	Employer:
	Work Phone:

(         )

	Street Address:
	City:
	State:
	Zip Code:
	Home Phone:

(         )

	Email Address:
	Cell Phone:

(         )

	PARENT/GUARDIAN #2

	Parent/Guardian Last Name:              First:                                    Middle:
	Employer:
	Work Phone:

(         )

	Street Address:
	City:
	State:
	Zip Code:
	Home Phone:

(         )

	Email Address:
	Cell Phone:

(         )

	Please Circle One:

In Case of Emergency, who should be called first:      Parent/Guardian #1                      Parent/Guardian #2                       Either

	Parent’s Marital Status:
	If Separated or Divorced who has legal custody?
	Is Child’s time divided between parents because of divorce or separation?

□   Yes      □   No

	Please Note: 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 a copy of a legal document to this form if this situation applies to you.

	EMERGENCY CONTACTS/AUTHORIZED FOR PICK UP

	Please list below the names of people that can be called in case of an emergency

 (when contact with the Parents/Guardians has failed) and who are authorized to pick up the child/ren. Please remember to inform these people that they are listed as your emergency contacts.

	I give permission for the following people (over 18 years of age) to pick up my child/ren at the BACC Program location.  I realize that my child/ren will not be released to anyone who is not listed below unless the BACC Summer Travel Program has been informed with written permission.

I also understand that if a staff member does not recognize a parent or someone else on this 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 Summer Exploration Program staff.

	Last Name:
	First:
	Relationship to Child:



	Home Phone:
	Work Phone:
	Cell Phone:



	

	Last Name:
	First:
	Relationship to Child:



	Home Phone:
	Work Phone:
	Cell Phone:



	

	Last Name:
	First:
	Relationship to Child:



	Home Phone:
	Work Phone:
	Cell Phone:



	

	

	BACC SUMMER TRAVEL PROGRAM PAYMENT AGREEMENT

	

	

	PROGRAM FEE

	

	BACC Exploration Summer Program
	     $200.00
	
	
	

	
	

	
	

	
	

	
	

	I understand that at the time of registration, my child/ren DSS members must provide a CURRENT Acceptance Letter by JUNE 1.                          

                                                                                                                                                                                                                         _________                                                                                                                                                                                                     

                                                                                                                                                                                                                             (initial)

	I understand that the cost listed above represents the full cost of each week my child is enrolled in the program.  I understand that the person signing this agreement is responsible for payment for each week my child/ren attends the program. 

                                                                                                                                                                                                                       ___________                                                                                                   

                                                                                                                                                                                                                              (initial)

	I understand I will be charged a processing fee if any payments are returned for insufficient funds.                                                                   
                                                                                                                                                                                                                       ____________

                                                                                                                                                                                                                            (initial)

	I understand that it is the policy of the BACC  to charge a late fee if I am late picking my child up.  The late pick up fees are $5 per child for the first 15 minutes and $1 per minute thereafter, payable to the BACC at the time the child/ren is(are) signed out.                                                ___________

                                                                                                                                                                                                                              (initial)

	The Ballston Area Community Center reserves the right to refuse childcare services if my child is picked up late more than (3) times during the season.  I also understand that the Ballston Area Community Center may be required to report my child/ren as abandoned to the New York Office of Children and Family Services if my child/ren has not been picked up from the program by 7pm. 

                                                                                                                                                                                                                         ___________                                                                                                                 

                                                                                                                                                                                                                              (initial)

	SIGNATURES:  The above terms have been read, are understood and agreed to, and I am enrolling my child in the Ballston Area Community Center Summer Travel Program.

	Parent/Guardian Signature:


	Date:

	ENROLLMENT DATES

	WEEK


	DATE
	
	TRAVEL PROGRAM WEEKLY FEES
	DEPOSIT

$50
	BALANCE DUE or PAID IN FULL
	BALANCE DUE PAY DATE

	1
	6/27/2011
	 
	$250
	
	
	At registration



	2
	7/5/2011
	 
	$200
	
	
	

	3
	7/11/2011
	 
	$225
	
	
	

	4
	7/18/2011
	 
	$200
	
	
	

	5
	7/25/2011
	 
	$200
	
	
	

	6
	8/1/2011
	 
	$200
	
	
	

	7
	8/8/2011
	 
	$200
	
	
	

	8
	8/15/2011
	 
	$200
	
	
	

	9
	8/22/2011
	
	$200
	
	
	

	HOLD HARMLESS

	I absolve and hold harmless the BACC  Program, its staff, and volunteers of any liability in the event of an accident or emergency occurring while my child is participating in any of the BACC sponsored programs, including the BACC  Program.  Any and all accidents must be reported to the parents, Program Director and Senior Director within 24 hours.

	Parent/Guardian Signature:
	Date:



	AUTHORIZATIONS & PERMISSION FORMS

	FIELD TRIP and  PHOTO AUTHORIZATION:

Throughout the summer our children will be participating in various activities, including field trips and/or swimming.  All field trips/activities will be via walking or by transportation provided by the Saratoga City School District Transportation Department.  All trips/activities will be properly supervised by certified staff.  These trips/activities require parents to sign a permission form.

I, the undersigned, give my child permission to participate in all programs and activities including field trips and swimming, provided through the Ballston Area Community Center Summer Exploration Program.

I further give ____________ do not give _____________ my consent for the use of my child’s comments and his/her photograph/video to be used in BACC professional materials, including website postings.

	Parent/Guardian Signature:
	Date:



	PARTICIPANT CODE OF CONDUCT

	My parents and I understand and agree to the Code of Conduct.  We further understand that the BACC has the right to withdraw services if this code of conduct is not followed.

Participant’s Name: _______________________________  Participant’s Signature: _____________________________________  Date: _________

                                                      (print)                                                                                                 (sign)

Parent/Guardian: _______________________________       Parent/ Guardian: _______________________________________  Date: _________

                                                     (print)                                                                                                 (sign)

                                                             

	

	SUNSCREEN

The BACC  requires written permission for our staff to apply topical sunscreen or lotions to a child.  Please fill in the following information if you wish us to do so.  **All sunscreen needs to be labeled with the child’s name.  Staff will keep all sunscreen in one container.  Staff will bring the sunscreen container to all offsite locations (field trips) or when sunscreen is needed.  No children are allowed to carry sunscreen.

□ I give permission for the staff of the BACC Summer Exploration Program to distribute sunscreen as needed to help protect my child from the sun.

Special instructions:



	CELL PHONES AND ELECTRONIC DEVISES 

I understand that personal cell phones and any electronic devises belonging to the children are not the responsibility of the BACC staff.



	FOOTWEAR

I understand that sneakers or closed toe sandals are required for all trips.  I further understand that flip flops will be worn at the pool or lake only.



	Participant’s Signature:


	Date:

	Parent/Guardian Signature:
	Date:



	T-SHIRT SIZE (please choose one)

	□  Child’s Small
	□  Adult’s Small

	□  Child’s Medium
	□  Adult’s Medium

	□  Child’s Large
	□  Adult’s Large

	
	□  Adult’s X- Large


	CHILD’S MEDICAL FORM

	Child’s Name:


	Program:

	Immunization History:  This section must include all dates of basic immunizations as well as booster doses.  This is required by New York State Department of Health.  Minimum requirements are noted below.

	To your knowledge, are all shots up to date and meet the NYS Health requirements?      □   Yes      □  No

	DPT (diphtheria, pertussis & tetanus)

At least three dates
	1st
	2nd
	3rd
	Booster
	Booster

	POLIO OPV (sabin)

At least three dates


	1st
	2nd
	3rd
	Booster
	Booster

	Tetanus Booster (within 10 years of 1st series)
	1st 
	2nd 
	
	
	

	Hepatitis B

At least three dates


	1st
	2nd
	3rd
	Tuberculin Test Given?
	□  Yes    □  No

Date:

	**MMR (two dates for people born after 1956)
	1st 
	2nd 
	
	
	

	HIB (hemophilus Influenza Type B)

Sometimes combined with DTP
	1st
	2nd
	3rd
	Booster
	

	Influenza Type B


	
	
	
	
	

	Varicella (Chicken Pox) specify immunization or disease
	Date:
	Booster
	Booster
	
	

	Other (Specify)


	
	
	
	
	

	**MMR is a combination of Measles (live), Measles (Rubella ) and Mumps

	

	Health History: For all questions checked please give date of diagnosis and current management below, if appropriate.

	□   Vision Impairment

□   Hearing Impairment

□   Frequent Ear Infections

□   Heart Defect/Disease

□   Diabetes

□   Convulsions/Seizures

□   Asthma

□   High Blood Pressure

□   Lung Disease

□   Bleeding/Clotting Disorder

□   Kidney Disease

□   Cancer
	ALLERGIES

□   Hay Fever

□   Ivy Poisoning, Etc.

□   Penicillin

□   Insect Stings

□   Foods

□   Other Drugs

Further Detail: __________________________

_______________________________________

_______________________________________

_______________________________________


	DISEASES

□   Chicken Pox

□   Measles

□   Shingles

□   German Measles

□   Mumps

Further Detail: __________________________

_______________________________________

_______________________________________

_______________________________________



	

	Chronic or recurring illness: (include details)



	Specific information regarding child’s development (physical, emotional, cognitive)



	Any specific activities to be:

ENCOURAGED?

RESTRICTED?

	PARENT AUTHORIZATION

	This health history is correct so far as I know and the person herein described has permission to engage in all camp activities, except as noted by me above.

	Parent/Guardian Signature:
	Date:



	

	MEDICATION WILL NOT BE D1SPENSED FOR ANY REASON IF THIS PORTION IS NOT FILLED OUT BY A PARENT OR GUARDIAN.

	I hereby give the, Program Medical Designee, or the Activities Director permission to dispense the following medication(s) to my child in the following manner:

	Medication:


	Dosage:
	Times:

	Parent/Guardian Signature:
	Date:



	

	Medication:


	Dosage:
	Times:

	Parent/Guardian Signature:
	Date:



	

	Medication:


	Dosage:
	Times:

	Parent/Guardian Signature:
	Date:



	All medications must be given to us in the original pharmacy bottle and we must have enough for the entire week.  Please note that all medication must be given to the Program Medical Designee or the Activities Director only.



	MEDICAL CONCERNS

	Please specify any concerns (i.e.: seizures, epilepsy, heart problems, heat stroke, physical limitation and any allergies)

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________



	Do you have medical insurance?        □  Yes     □ No



	Insurance Carrier
	Name of Insured



	Member ID#
	Group #



	PERMISSION TO SEEK MEDICAL TREATMENT

	I am filling out this form for my child ________________________________, in the event that I can not be reached in an emergency, I hereby give my permission to the physician selected by the Program Director and/or Program Medical Designee and/or the Activities Director of the Ballston Area Community Center Summer Exploration Program to hospitalize, secure proper treatment for, and to order injections, anesthesia, or surgery for my child as noted on this form.  I also understand that EMS will handle any emergency requiring assistance and if ambulance transport will be required. 



	Family Physician:
	Phone Number:



	Family Dentist:
	Phone Number:



	Hospital of Preference:


	Date of last Tetanus Shot:

	

	Parent/Guardian Signature:
	Date:




Ballston Area Community Center


Summer Travel Program         Registration Form 





					


						








