Earthen Vesse​​ls Outreach 2019 Summer Camp Registration Form

Youth Name:_______________________________________ Nickname (If any):  



Address:____________________________Apt. # 
____      City:_________ State:______ Zip:  

  

Phone:                   ________                         Sex:  M       F
 Age:____ Birth Date:  

        (mm/dd/yy)

School:  

___________
Grade in Sept:  

 Parent email:






Favorite subject: ____________Church attended (if any):  


        How long? _______



INFORMATION ABOUT PARENT(S)/ LEGAL GUARDIAN 

Parent/guardian:




 Cell


 Work



     Home


 Relationship 

 Address (if different) 






Parent/guardian:




 Cell


 Work



     Home


 Relationship 

 Address (if different) 






AUTHORIZED TO PICK UP
The following persons in addition to the above have permission to pick up child or receive the child when dropped off:

Name:  




Address:  

_____________________
Phone:  




Name:  




Address:  
___________________

Phone:  




EMERGENCY CONTACT    If parents cannot be reached in an emergency, please contact:  
Name:  




Cell Phone:  
__________________

Home Phone:  




MEDICAL INFORMATION

Doctor’s name:   


_________
 Phone:  
______________
 Address: 
____________


Health insurance provider, policy number: 



__________________




Special Disabilities: 



 Allergies (including medication): 




Medication: 



 Medical or dietary for an emergency: 




RELEASES (Sign after each item or write decline, may only decline photos and swimming)

	Provide minor first aid:

	Authorize emergency medical care:

	Walks and field trips:

	Transportation by facility in vehicles:

	Use of photos in EVO publications:


	Swimming in lifeguarded pools:


PERIODIC REVIEW (Sign and date to certify information is up to date)
Sign: 





 Date: 



Sign: 





 Date: 



EVO Summer Camp Information

PRICING AND PAYMENT
Full price for children in Kindergarten - grade – 9th grade is $360 for the full six-week camp ($60 weekly). Full price for campers ages 3 yrs. – 4 yrs.- Pre-K - $420 for the full six-week camp ($75 weekly).   A half-day option is available for the Pre-K aged for $40 weekly from 8:30 – 12:00 or 12:00 til 3:30.  If you choose to attend on a weekly basis, the cost is an additional $10 weekly.  
A deposit of $75 is due to reserve a spot for your child. (Deposit is subtracted from the 2/3 payment, but must be paid in advance. 2/3 camp price due June 17th (1st day of camp).  The initial deposit paid is subtracted from the 2/3 camp price.  No discounts given for partial attendance.  We accept CCIS childcare subsidies for summer camp and year round daycare. The remainder of the balance is due on or before July 5.
HOURS AND DATES
Summer camp is 8:30am to 3:15 pm, Monday through Friday June 18 – July 28.  July 4 is on a Wednesday so the camp will be closed on that day.   The final program performance is July 28th at 5pm. with a free meal to follow for all families and attenders.  
Additional before and after camp care is available from 7am – 8:30 a.m. and 3:15 p.m. to 6p.m., and is billed on a weekly basis, see section below titled before and after camp care.  Full summer (August) and year round daycare is also available, please inquire with staff and sign up EARLY (limited spots).

BEFORE AND AFTER CAMP CARE
Before and after camp care is available from 7:00am to 6:00 pm, and pricing is based on the number of hours required outside of normal camp hours of 8:30am-3:15pm.  Other pricing is available if services are needed only some days, or on a one time basis, please speak to a staff person.
0 - 1 hrs. per wk:  $15/wk.

1 - 2.5 hrs. per wk:  $30/wk.
     2.5 - 4 hrs. per wk:  $45/wk
TRANSPORTATION TO AND FROM HOME
Home pickup and dropoff may be available in some areas.  Talk to staff for pricing.

PICKUP AND DROPOFF

All parents driving to pickup or drop off should park on Pacific Ave. or the opposite side of the street on Friendship Ave.  It is important to NOT STOP on Friendship Ave or in the middle of the alley of Amboy Way.  Use the front door on Friendship Ave. to enter the building.  

Children need to be signed in and out by a person who is on the list.  Students must be picked up by an adult that is on the approved pickup list.  Any time an adult who is not on the approved pickup list is to pick up a child, we must have a note from the parent in advance.  Our staff will request identification from any person that is not familiar.

There is a mandatory follow-up registration 
on 6/7 from 4:00 p.m. - 7:00 p.m. or on Saturday 6/8 from 10:30 - 12:00 noon.  Please plan to attend one of these meetings in order to complete the registration process and have your child begin camp on Monday, June 20th.  We are excited to begin our 18th year of summer camp and consider it a privilege to work with your child throughout the summer.  

God bless you and your family, Ms. Marilyn and EVO Staff

INCOME VERIFICATION (Fill out for reduced rates and scholarships) (W-2, Welfare Card, Pay Stub required)
Family Address: 






Today’s Date: 



List ALL adults and children living in your home

	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


List ALL sources of income of persons living in your home

	Person with income
	Employer
	Employer phone
	How often paid
	Amount paid

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Include income verification from last 30 days (pay stubs, etc. or letter from employer)
STAFF USE ONLY

Family Size: 

 

Annual Income: 



Poverty level (circle below):

	 Household Size
	 100%
	 133%
	 150%
	200% 
	 300%
	400% 

	 1
	$11,490
	$15,282
	$17,235
	$22,980
	$34,470
	$45,960

	 2
	15,510
	 20,628
	23,265
	  31,020
	46,530
	62,040

	 3
	19,530
	 25,975
	29,295
	  39,060
	58,590
	78,120

	 4
	23,550
	 31,322
	35,325
	  47,100
	70,650
	94,200

	 5
	27,570
	 36,668
	41,355
	  55,140
	82,710
	110,280

	 6
	31,590
	 42,015
	47,385
	  63,180
	94,770
	126,360

	 7
	35,610
	 47,361
	53,415
	  71,220
	106,830
	142,440

	 8
	39,630
	 52,708
	59,445
	  79,260
	118,890
	158,520


Scholarship or reduced rate awarded: 





Copy and attach all paystubs and supporting documentation!
Earthen Vessels Outreach 
INDIVIDUALIZED EDUCATION PLANS (IEP) & INDIVIDUALIZED FAMILY SERVICE PLANS (IFSP) INFORMATION SHEET
Because of the diverse set of needs of the children in your program, it is important to gather as much information about the best ways to educate each child.  IEP’s and IFSP’s are created by service providers working with children with special needs and include this information.  The Keystone STARS Performance Standards therefore require each early learning provider to request copies of IEP’s and IFSP’s for the children in their care.  This request should be made as early as possible.  There are many ways to make this request, and the “sign off sheet” sample below is one example.  Other possibilities include asking during the enrollment meeting and including the request with the Parent Handbook.  Because of the importance of the IEP/IFSP to a child’s learning, the program should have a copy before the child begins to attend, if possible.
The information found on an IEP/IFSP is protected by privacy laws including the Health Insurance Portability and Accountability Act (HIPAA).  Releases of information may also be required to speak to members of a child’s treatment team.  Professional development regarding privacy issues, and HIPAA in particular, is highly recommended. 
Child’s Name:

Your child’s growth and development is measured with developmental assessments.  If your child currently has an IEP/IFSP, it would be beneficial to share a copy of this plan with us so we can work together to ensure that the guidelines are put into practice.  You do not have to provide this information if you do not wish to do so.
· I am providing a copy of my child’s IEP or IFSP.
· I am not providing a copy of my child’s IEP or IFSP and/or


this is not applicable to my child.
Signature:
Date:

Printed Name:

Earthen Vessels Outreach Meet & Greet

Child’s Name: ______________________________________   Date: _______________

· Does your child have any allergies? if so, how are your child’s allergies treated?

· Food allergies

· Environmental allergies

· Allergies to medicine

· In what modality do you prefer to receive communication from the program? (text, email, paper, etc.)

· Has your child been in an early learning program or child care before?

· If yes, would you share some information with us?  (Where? When? For how long?)

· Is there a reason for leaving that program that you would like to share?

· Do you have any concerns related to your child transitioning into our program?  

· Are there any important routines at drop off/pick up/naptime etc. that would be helpful to know about.

· Are there any special problems or fears that we should know about? 

· Do you have any special medical or dietary information for management in an emergency situation (medicine to keep on hand, people to call, etc.)? 

· Does your child have any other medical or special needs? 

· Is there any information about your family’s culture, ethnicity, language, or religion that is important for us to know?  Would you and/or your family like to be a resource for any cultural awareness activities?

· Tell me about your child’s:

· Favorite Toys

· Favorite Games

· Favorite Activities

· Other interests

· Where does your child go to school? What grade are they in?

· What are your transportation needs/ arrangements?

· What arrangements do you have for your child if school is unexpectedly dismissed early?

Agreement   55 PA Code Chapters 3270.123 & 181 ©; 3290.123 & 181©

Name of Child _______________________________________________

Fee Amount ___________Per – Day Week __________  Day Payment to be made__________

Services to be provided as part of the day care fee:

____________________________________________________________________________

____________________________________________________________________________

Child’s Arrival Time   _____________________  Child’s Departure Time __________________

Late Fee $ __________________  Per Min – Hr. ____________________

Person designated by parent to whom child may be released

Name: ______________________________________________________________________
Address:   ____________________________________________________________________ 
Phone Number ________________________________________________________________

Name: ______________________________________________________________________
Address:   ____________________________________________________________________ 
Phone Number ________________________________________________________________

  Extra services to be provided at an additional fee if applicable

 _______________________________________________________________________________

I, the parent/guardian:


received complete written program information at the time of enrollment (3270.121, 3280.121, 3290.121)

  
agree to update the emergency contact/parental consent form information whenever changes occur or every 6 months at a minimum.

Signature Operator _____________________________________ Date ________________

Signature – Parent or Guardian ___________________________  Date ________________

Date of Child Admission ________________________   Periodic Review _________________

Date of Withdrawal _____________________   Parent Signature _______________________
	CHILD’S NAME: (LAST) (FIRST) 
	PARENT/GUARDIAN: 

	DATE OF BIRTH: HOME PHONE: 
	ADDRESS: 

	CHILD CARE FACILITY NAME: 
	

	FACILITY PHONE: COUNTY: 
	WORK PHONE: 

	† I authorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child. PARENT’S SIGNATURE: 


CHILD HEALTH REPORT (55 PA CODE §§3270.131, 3280.131 AND 3290.131) 
Parents may write immunization dates; health professional should verify and complete all data.  
	DO NOT OMIT ANY INFORMATION
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form. 

	HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY): † NONE 

	DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY. † NONE 

	CHILD’S ALLERGIES (DESCRIBE, IF ANY): † NONE 

	LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF, EQUIPMENT AND PROVISION FOR EMERGENCIES.
† NONE 

	IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR COMMUNICABLE DISEASES?
† YES † NO IF NO, PLEASE EXPLAIN YOUR ANSWER: 

	HAS THE CHILD RECEIVED ALL AGE APPROPRIATE SCREENINGS LISTED IN THE ROUTINE PREVENTIVE HEALTH CARE SERVICES CURRENTLY RECOMMENDED BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE SCHEDULE AT WWW.AAP.ORG) 
† YES † NO 
	NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD CARE FACILITY. 

	
	VISION (subjective until age 3) 
	

	
	HEARING (subjective until age 4) 
	

	
	LEAD 
	

	RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S IMMUNIZATION RECORD 

	IMMUNIZATIONS 
	DATE 
	DATE 
	DATE 
	DATE 
	DATE 
	COMMENTS 

	HEP-B 
	
	
	
	
	
	

	ROTAVIRUS 
	
	
	
	
	
	

	DTAP/DTP/TD 
	
	
	
	
	
	

	HIB 
	
	
	
	
	
	

	PNEUMOCOCCAL 
	
	
	
	
	
	

	POLIO 
	
	
	
	
	
	

	INFLUENZA 
	
	
	
	
	
	

	MMR 
	
	
	
	
	
	

	VARICELLA 
	
	
	
	
	
	

	HEP-A 
	
	
	
	
	
	

	MENINGOCOCCAL 
	
	
	
	
	
	

	OTHER 
	
	
	
	
	
	

	MEDICAL CARE PROVIDER: 
	SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN’S ASSISTANT TITLE: 

	ADDRESS: 
	

	
	PHONE: 
	LICENSE NUMBER: DATE FORM SIGNED: 


