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CHILD'S FULL NAME: 0
FULL NAM SEX: 0 M

O Fefnale ™|
CHILD'S HOME ADDRESS: ; i DATE OF BIRTH: i

B

HOME TELEFHONE NUMBER:

DATE OF ACCEPTANCE: DATE OF DISCHARGE:
H b
m NAME OF PERSON APPLYING FOR CHILD: O Parent [ Guardian {HOME TELEPHONE NUMBER: =
w D) Coretaker [ Relative e NUMBER: ;
w 8 Ooter____ i
WM m ADDRESS OF PERSON LISTED ABOVE: (IF DIFFERENT FROM CHILD'S); ¢
mm m AGREEMENTS T
}ﬂ t consent to the enroliment of the child listed abova in this facility and have been advised of the palicies regarding administration'of -/}
% _.m medications, fees, fransportation and the services provided by the facility, and the Office of Chiidren and Family-Services regutations: 3
o which it operates. -4

28|} 1 aive consent for my chldto taka part in nelghborhood bips (L., brary, park and
| stipervision. [ Yas ONe

in case of accldent or injury, | authorize any and alt emergency medical, dental, and /or surgical care and hospitalization advised X
by the physicians, surgeon or hospital {listed on the other side of this card)

playground) awsy from the facillty under proper *

Provider/Day Cate Facllity Name and Address:

necessary for the proper heaith and well-baing of my " |
3 : chld. OYes  ONo g
= I have provided information on my child's special needs (Allergies, Diet, Disabllities, and /o Medical information) to the provider; e
as may be necessary fo assist the facility in properly caring for my child in case of an emergency. O Yes No ' ;
2 | agree o review and updals this Information whenever a change occurs and at least once every sixmonths.  [JYes  [JNo'
: SIGNATURE — PARENT OR PERSON(S) LEGALLY RESPONSIBLE DATE: o

OCFS-LDSS-0792 (1/2005) REVERSE

R Rl
i



Cortland County Child Development Centers
59 Pomeroy Street * Cortiand, New York 13045
(607) 758-9325 * Fax (607) 756-2530
School Age Program (607) 753-6717
Email: childdevschoolage@gmail.com

Cgr
b
iy

SCHOOL-AGE ENROLLMENT PROVISIONS

Dear Families;

Welcome to Virgil School-Age Care! We are excited to have your child(ren) on board. The school-age
program is held in the Kid’s Cafeteria at Virgil Elementary School. The school-age program opens at 6:45 am
and closes promptly at 5:45 pm. To ensure your child(ren)’s placement, please complete the following
paperwork and return it to the Child Development Center with a non-refundable check for 1 full week’s tuition.

Child(ren)’s Name; Grade; and Teacher’s Name for the 2018-2019 Schoo! Year
Please check the appropriate lines:
__ My child(ren) will attend the program before school on:
M T W R F (Circle the days your child will attend)
______ My child(ren) will attend the program after school on:.
M T W R F (Circle the days your child will attend)

My child(ren) will play the following sport(s)

For the following dates: till and will only need after school care on:

M T W R F (Circle the days your child will attend)

My child(ren) will attend on full day vacation & holiday care
My child(ren) will atiend when care is available on snow days.

If the program must close due to unforeseen circumstances please contact at:

. Call; Text; E-mail (Circle one)




Services & Fees

¢ Tuition will be charged based on your requested schedule of enrollment, regardless of actual
" attendance.

e Scholarships are need based and will be considered on an individual basis if children are attending Monday-
Friday. (To be considered) Please submit proof of household income.
¢ Since our Center closes promptly at 5:45, a $1.00 a minute late fee will be charged past
this time to the remaining staff person.
e For children attending 5 days a week, the eldest child will be full price, ail other children will receive a 20%
discount.
e The child must attend a minimum of two days per week.
o Please submit notice in writing two weeks before withdrawing your child(ren) from the program.

Before & after school care $75 per week {$15/day)
Before school care only $40 per week ($8/day)
After school care only $60 per week ($12/day)
Full day care per week $170 per week

Single full day care $37 single day

Based on your requested schedule, please fill in your projected weekly tuition:

and attach payment for your 1¥ scheduled week.

*»+Please plan on paying your tuition at the beginning of each week. The checks (make out to CDC) or cash
should be put in envelopes and placed in the black box on the wall. You will always receive a receipt from the
main office.+#*

Meals

Meals will be provided by the Child Development Center when your child attends during scheduled meal times.
The menu will be developed in accordance with the nutritional guidelines of the Child and Adult Feeding
Program of the NYS Health Department.

I agree with the above provisions

Signature
Date

Thank you for placing your youngster(s) in our program. We appreciate the opportunity to be of service to your
Jamily and encourage on-going communication with the center s staff. Together we will provide a safe, creative,
and productive recreational program.

Courtney Peters Heidi Hill Jennifer Robinson
School-Age Coordinator Assistant School-Age Coordinator Executive Director

i




Cortland County Child Development Centers

% 3
59 Pomeroy Street * Cortland, New York 13045

) P' (6G7) 758-9325 » Fax (607} 756-2530

School Age Program (607) 753-6717
LLl_ Email: childdevschoolage@gmail.com

Liability Agreement

| agree that my child will be responsible for his/her own personal belongings. | will not hold the program or
its employees responsible for lost or damaged items.

On field trips some destinations may have vending machines, souvenirs and/or arcade games. We ask that the

children please keep any personal money at home. If any money is brought it the program will not be
responsible to any money that is lost.

By signing below you agree to our stated liability agreement

Signature Date

__\J Permission Form

Please initial each one and sign the bottom:

____| give permission for the Child Development Program to take my child(ren} on walking trips throughout

the neighborhood. Trips by school, city or private bus transportation will be preceded by a permission form,
which will detail destination and supervision

___1give permission for staff to transport my child by car if necessary

___ | give permission for the staff to obtain any emergency medical/surgical treatment and/or transportation
by ambulance as deemed necessary. The staff will reach me in a timely matter.

___ | give my permission to have my child photographed for possible use in brochures, newspapers, etc.

Parent Signature: Date:




J{,l :
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Request for Scholarship Assistance

Child Development is very fortunate to have scholarship monies to help
reduce weekly tuition. This Scholarship Fund is supported by your
donations to our local United Way and parent fundraising events.

If you would like to be considered for scholarship monies please submit
proof of income for all the working members of your household. This
could be current pay stubs, copies of your income tax or a statement

from the employer. Also indicate the number of people in your
household.

0000000000000 0000000000000000000000009000

Your Name:

Your Child(ren)’s Name:

The number of people in your household:

Current gross household income (before taxes are taken out)

$ (please attach documentation)

Any family that receives a scholarship will be requested to assist with
center fundraisers to help replenish the fund for future use. Thanks for
your information. I’ll review and return to you with your adjusted
tuition. |
POO0000000000000000000000000000000000000

For Office Use Only

Present tuition Scholarship New tuition
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.H_ours of employment

We#__ o _co

CONTACT INFORMATION

Parent/Guardian Schedule
Parent/Guardian’s Name

Parent/Guardian place of employment

Hours of employment ____

 Work# o Cell #

Parent/Guardian’s Name

Parent/Guardian plade of 'e_mp‘loymenf

Person(s) to be contacted in Case of Emergency

Please list whomever you would like to be contacted first in case of an unplanned
closing of the program. Please be sure to include someone who lives or works locally
and will usually know your whereabouts. Not going to be in town for the day? Please let
a staff person know. L o : '

_**Natne - L _ .Daytiﬁle Phone #__
Name | e s Daytime Phone.# 5
Name baytim_e Phone #
Name it & Daytime Phoné #
‘Name - .. .. Daytime Phone #

Physician’s Name _ Phone #




D)

_:Namé . . 5 Address

FEh Name A it A ; iy AddreSS 7

. ‘Daytime Phone # __ . ¢ Relationship to Child

= :Name MR b DR il

- Name . Address

. Daytime Phone # . Relationship to Child

; EIﬁIan:ue x A Address

Persons Authorized to Pick Up Your Child

Under no circumstarices will a child be teleased to anyone not authorized by the parent or-.
g'uardlan. The chﬂd(ren) will be released to elther parent unless a court order is on ﬁle

restricting custody and/or v181tat10n

Name_ 5 - Address

Daytime Phone # . _ _._ Relationship to Child

:Day_til_a_;e;Phone# L : Relaﬁqnéhiptb Child __

Daytlme Phone #ushi 15 14l : RplaﬁonSﬁip to Chlld

Daytime Phone # ____ _________Relationship to Child __

Please check here if you prefer that no one else pick up your child
except the child’s parents/guatdians.



f*y Cortland County Child Development Centers

- 59 Pomeroy Street * Cortland, New York 13045
~ P (607) 758-9325 * Fax (607) 756-2530
School Age Program (607) 753-6717
LLI_ Email: childdevschoolage@gmail.com

Authorization for Topical Treatment

Child’s Name: Date of Birth:

| authorize my child’s daycare provider to administer the over-the-counter topical treatments selected below

(any brand unless noted), as needed. | understand that the staff will use the brand that | have provided
unless the classroom has a stocked item, like sunscreen.

_____Sunscreen lotion

____Aloe Vera

__ _Vaseline

_____Hydrocortisone
i Antibiotic Ointment

____ Peroxide

____ Bactine

Child’s insect repellant

Insect Sting Medicine

Other:

Comments:

!
I

Parent/Guardian Signature: Date:




Child Name

Important Information About Your Child

Please complete the following. This will give us important information regarding
your child(ren)’s well-being. :

My child has the following medical conditions and accompanying treatment:

My child is allergic to: (ie: bee stings, strawberries)

Here is how I would like my child(ren) cared for if in contact with the above:

If your child has a classroom aide during the school year please indicate what
assistance is provided to your child:

Parent’s signature and date:




Cortland County Child Development Centers
59 Pomeroy Street ¢ Cortland, New York 13045
(607) 758-9325 » Fax (607} 756-2530
School Age Program (607} 753-6717
Email: childdevschoolage@gmail.com

Social Media Release

Child’s Name:

Please initial one and sigh the bottom

I give permission for my child’s photo to be posted on the School Age’s Facebook page.
We will not use their name in any way

| DO NOT give permission for my child’s picture to be posted on the School Age’s
Facebook page.

"“‘-._

Parent/Guardian Signature - Date:

United /=
Way



a

Discipline Agreement

The Child Development Center’s School-Age Program strives to develop respectful,
caring children who have a sense of responsibility to themselves and the individuals
around them. This agreement helps set the guidelines that endorse positive behaviors.

Please read and discuss this agreement with your child before you both sign. This
agreement will also be reviewed with their group leaders during the first week of camp.

L.
21
3¢

4.

I agree to not hit, punch, kick, push, wrestle or put my hands on anyone in an
aggressive or mean way.

I agree that if I am angry or upset about the way someone behaves towards me that
I will find an adult to talk to about it.

I agree that words can hurt people and that I will not use bad language or say mean
things. ;
I agree that everyone is different and may do things differently than me. I will not
make fun of other people or the way they do things.

5. T agree that I must pick up after staff members and follow their directions.
6.
7. I agree not to take or touch anything that does not belong to me.

I agree to listen to adult staff members and follow their directions.

***] understand that if I do not follow these guidelines that following will happen:

First offense: Verbal warning

Second offense: Written warning, and written apology letter by child

Third offense: One day suspension from program

Parent Signature:

Child’s Signature:

Group Leader’s Signature:




5 AUTHORIZATION FOR MINOR’S MEDICAL TREATMENT é

Name of Minor: Date of Birth: Age:
Address: Phone:

Medical Insurer/Health Plan: Policy#:

Allergies Medications Last Tetanus Shot

Note any other significant medical information;

Family Physician or Chofce of Specialist:

Name & Signature of Parent/Guardian:

Address:

Phone: Work Phone:

Name & Signature of Parent/Guardian:

Address:

Phone: Work Phone:

AUTHORIZATION AND CONSENT OF PARENT(S) OR LEGAL GUARDIAN(S)

I grant my authorization and consent for Staff or the Corfland Child Development Program to administer
general first aid treatment for any minor injuries or illnesses experienced by the minor. If the injury or
illness is life threatening or in need of emergency treatment, I authorize the Staff of the Cortand Child
Development Program to summon any and all professional emergency personnel to attend, transport, and
treat the participant and to issue consent for any X-ray, anesthetic, blood transfusion, medication, or other
medical diagnosis, treatment, or hospital care deemed advisable by, and to be rendered under the general

supervision of any licensed physician, surgeon, dentist, hospital, or other medical professional or institution
duly licensed to practice in the state in which such treatment is to occur,

It is understood that this authorization is given in advance of any such medical treatment, but is given to
provide authority and power on the part of the Staff of the Corfland Child Developmeant Program in the
exercise of his or her best judgment upon the advice of any such medical or emergency personnel,

This authorization is effective commencing on the day of 20

and expiring on

the day of +20__ . Wiinessed & Date:




4?*& Cortland County Child Development Centers

< 59 Pomeroy Street * Cortland, New York 13045
D P (607) 758-9325 » Fax (607) 756-2530
' School Age Program (607) 753-6717
1'11_ Email: childdevschoolage@gmail.com

New Financial Policy Requirements

Our legal advisor has recommended we ask for a copy of your current State ID/drivers license number or your
social security number for verification of records. We understand how important it is to keep this information
private; therefore the handling of this information will be done only by supervisors, and will be keptina
locked drawer at the Cortland Child Development Center. At the end of the program when the bill has been
paid in full you may ask for this form back, or we will destroy it for you. Thank you.

Parent/Guardian Name:

..Sﬁate ID/Drivers License Number: /

State Number

Social Security Number:

Please initial next to desired choice:

At the end of the program when my bill is paid in full | would like this form handed back to me.

At the end of the progranﬁ when my bill is paid in full | would like this form destroyed.

A Unlted Way Agency
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Please Complete with signature,

Al fn-Por-ma:l-fon Temains (‘.on-ﬂ‘afen-\‘fal.

T an o INCOME ELIGIBILITY FORM
New York Stals Daparner o Heath for Child Care Centers
See INSTRUCTIONS on reverse,
CHILD CARE CENTER NAME:

Print the name of the child(ren) enrolled in this child care center:

1.

DIRECTIONS:

Complete SECTION A if anyone in your household:

1. Receives Food Stamps

2. Receives Temporary Assistance to Needy Families (TANF)

3. Participates in the Food Distribution Program on Indian
Reservations (FDPIR) OR

4. If eny of the children earolled in this child care center are
foster children

Complete SECTION B if no one in your household receives
Food Stamps, TANF, FDPIR, or if none of the children enrolled
in the child care center is a foster child.

SECTION A

SECTION B

Food Stamp Case Number

List all household members below. Include yourself and all
adults and children NOT listed above, even if they do not

ol Honsshold Mefihers_..__..
(inchiding foster éhiidrén, if applicable)

receive income. Then ist all income received last month in
LRI L your household in the columi to the right. Gross income
FDPIR Numbsar includes: earnings from work, pensions, retirernerit, Social
TR Nunt Security, child support, foster child’s personal income and any

Names of other sources of income.
Foster Children Name of Huusehold Members Monthiy Gross Incéme
An adult household member must sign the application 1 $
Before it can be approved. After reading the following )
statement and the statement on the back, sign below. 2 $
I certify that the above information is true. I understand that
the center will get Federal funds based on the information I 3, $
give.

4, 3
Signature:

5. $
Date:
T A R R E A YU RS B RE B .

... FORSPONSORUBEONLY ~— e

e T T An adylt household member must sign the application
Spoddy Agreeritpl Nymblr 1 10

before it can be approved. After reading the following
statement and the statement on the back, sign below.

T certify that the above information is true and that all income

i is reported. Y understand that the center will get Federal funds
Total Ficome § _ based on the information 1 give.
Fres. Re&ucea;___ Paid . Signature:
Date Determined A / Print Name:
glf;t:i“;g ss# XXX-XX- ____ Dae
DOH-3688 (65/11) * m U'Sf be Sigf)ed

PAGE 10F 2
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