Dear Parent/Guardian:

Thank you for choosing the Scotisdale/PV YMCA as your Afterschool choice.
We look forward to teaching and mentoring your child on their path to success. Please
make sure that you have everything you need to register.

Registration Check List:

Registration Form (along with fees: registration fee, membership, 2 week
payment)

Blue Card (please make sure everything is completed on card, nothing should
be left blank!)

___ Child’s info (name, address, birthdate, sex, phone)

___ Mother/Father or Guardian info (name, address, work address, phone,
signature of both, please do not leave blank!)

____Doctor (name, address, phone)

__ Hospital (name, address, phone)

__Signature on bottom

___Atleast 2 emergency contacts outside the home completed (name, address,
phone)

__ any medical information

__any court documents if needed

Immunization Records (must be a copy from medical center/doctor)
Signed Statement of Services
ATS Form (for bank draft purposes. If not using bank draft, must supply a credit

card as a security deposit)

Please keep for vour records:

Statement of Services
Afterschool brochure
Copy of ATS form
Copy of receipt




Need help with registration?
FAQ’s

Blue Card: This information is required to participate in all State licensed
child care programs. It is essential for emergencies and for medical
information.

Single Parent: If you are a single parent and do not have another parent to
list, please cross out other parent and put “not available”.

Custody issue: if there is a parent or person who is not allowed to pick up,
you must turn in custody papers for us to enforce it. Otherwise anyone
listed anywhere on the blue card will be allowed to pick up.

Doctor: A doctor name, complete address, and phone number is required for
blue card to be complete. You may use your primary physician and
can call information or use our internet access to retrieve this
information. If you do not currently have a primary physician you
may use “Doctor on duty” at one of the listed hospitals below. Or
check your immunization records for Pediatric Information.

Hospital: A hospital name, complete address, and phone number is required
for blue card to be completed. Below is a list of hospitals in our area:

Meridian Point Hospital
9630 E Shea Blvd, Scottsdale 480.661.0100

Province Health Care Inc
8320 n Hayden Rd Ste B111, Scottsdale 480.609.1826

Scottsdale Healthcare
9003 Shea Blvd, Scottsdale 480.860.3000

Emergency Contacts: two contacts outside the household is required for
blue card to be complete. Please take a few minutes to call and get all
information. A name, address, and phone number is required. All
contacts will be authorized to pick up. Below is a list of suggested
contacts:  Grandparents Aunts/Uncles Cousins

Friends Neighbors Co-workers
Employer Secretary Babysitter




Medical Information: Please list any allergies (food, bee stings, meds, etc),
any past medical problems or major surgeries, constant ear infections
or bloody noses, and any other information that may help us in the
proper care of your child.

Immunization Records: immunization records are required to participate in
all state licensed child care programs. Please contact your Physcian
or school to have them fax them to Marcia Leach at 480.951.9663.

Other Important information: DO NOT LEAVE SOMETHING BLANK,
If it does not apply to you (ie: business name and you work at home)
please put “n/a”. For in case of injury or illness please put who you
would want us to contact first (911 will be contacted if there is an
emergency regardless).

If anything is left blank your registration will be incomplete and
therefore your child will not be able to attend until all information is
retrieved.




YSCHOOL AGE.

We build strong kids, srong families, strong communiries.

Scottsdale/Paradise Valley YMCA 2009-2010 After School Registration

Child’s name Birthdate Age Grade
Parent’s name Address

City AZ Zip code Parent’s E-mail address

Home # Work # Cell #

2008-2009 School Year: August 10 2008-May 31% 2010

Bank Draft:

The monthly fees listed below will be divided into equal payments; paid twice per month. Payments are avtomatically deducted from your checking/credit
card account on the 5™ and the 18™ of each month. The first 2 weeks must be paid in full at time of registration. First month will be prorated, depending
on start date. A credit card must be given as a security deposit. If payment is past due or a bank draft becomes insufficient, a courtesy call will be given
before your card will be charged.

Starting Date: Ending Date:

Credit Card : Exp: Cardholder:

After School Program Options

AM Care 6:00 am-7:45 am YMCA PM Care 2:15 pm-6 pm
For Sequoya only ___Sequoya __ Cochise__ Cherokee _ Zuni __Desert Canyon
$50 FM $65 PM ___$175TM _ %200PM
Pope John XXIII Pope John XXIII/ Our Lady of Perpetual Help
Our Lady of Perpetual Help Prepaid 10 Day Card
$175 FM $200 PM $100 FM 130 PM

@Clpsed: Labor Day, Thanksgiving Day, Christmas Day, New Year's Day, Memoarial Day

DEMOGRAPHIC INFORMATION: Fease respond fo the quesiions below, Your responses are not required and are for stalistios anly. Thank you.

SACE. Fleces () one O Caucasian O Black 0O Asian 0 Hispanic 0 Mative American 0 Other
ANNUAL FAMILY INCOME : Piease (') one:
0 $0-$4,999 0 $5,000-45,999 0O $10,000-524,999 11 $25,000-449,000 0 $50,000 and up

PLACE OF EMPLOYMENT: .
WHERE DID YOU HEAR ABOUT OUR PROGRAM? P

School: {pick up Is from Sequoya, Zuni, Cochise, Desert Canyon. Cherokee has a school bus drop
off in front of YMCA)
Due at the time of Registration Payment:
$35/80 Program/Facility Membership
Current Membership . .
Program Members: $35 (Annual Fee) $35 Registration Fee
b First Payment (1/2 of monthly fee)
After School Registration Fee
$35 Facility and Program Members
5 Total Payment due Today

I have read, understand, and agree to adhere to the YMCA After School program payment policies, and give the YMCA permission to use
photographs of my child, in a group setting, for YMCA promotional materials.

Parent{/Guardian’s signature Date

Y

FEES DUE AT TIME OF REGISTRATION ALONG WITH ATS FORM & "VOIDED” CHECK OR CREDIT CARD COPY




Emergency Information and Immunization Reeord Card

Child’s Name: _ Dale of Enrallment: Updatad:
Strest Address: Diate pf Dii:ﬂlnlimﬂnt
City, State & 7ip Coda: Dtz niBirthe Szm [Imale Cemals
Mbther or Guardian: | [ Father or Guardian: —|
Name; Marne:
Home Addresz: Home Address:
Hm, Ph Cell Fh: Hm, Ph; __ Cell Ph
Business Name: Eusinass Name:
Businees Address: Businesg Address:
Wl Fh: Wh. Ph:
Bignature: _J] | Sigmefure: ]
If Medical Care is Necessary, Call:
DOCTOR:
Hamz Addrzss
HOSPITAL:
Hamy Addresy

In ease of injury or sudden Miness,

doctor to render immediate aiil as might
expense of this service will ba accepted by me.

In caze of an emsrgency, or if | cannot be contacted {n pick up my child, 1 hereby anthorizs the following person(s) to pick vp my

child.

MName:

Address:

Ph: _ Call Ph:

Mame:

Address

Ph: Cell Ph:

be required at the time for Bis/her health

Hame:

will be called first. 1hzreby give authority to any hocpital or
and safety, It is understond by me thaf the

Address:

Fh:

PeEITYE:

Address:

Cell Ph:

Ph:

Cell Fh:

The following person(s) may not remove my child fiom the facility;

MName:

Name:

Custody papers have been provided and are on file at the facility. [yes Ono

This Emergency Information and Immunization Record Card je secirate and complete, front and batk, and was provided by:

Parcot or Guardian printed name:

signature:




‘mmunization Information
~ Proo P \W\ \lSJT bQ

Y Baguired Vaccine Doses By Age . --
\ge e DiaP Polio Hib Hepatitis B Hepititis A
"\\ -* -
< months S #1
2= 3 months 5 # #1 #1
4§ - 5 months O i g 7] #2
6—1) months N #3 #2- ¢3!
12 — 14 months N #3 - 24 #3 71
15 — 59 months T
24 — 71 months N -4
Bchool Aus dforgst™| #lor¥s 3 2
Hib if Pedvax or Comvax vaccine g T3 dnces satisfy requirsment if 37 dose after 4” birthday

3 5 least 1 Fib afier 12 months of age

* Maricops Coumnty only

Check one

S 1 dnses satisfy requircment If 3 dose after 4% birthday.

M(%d A ]Cff; 2

‘

Copy of cutrent offizial documentsd immunization record attached

Religious Beliefs exemption form sizired by parent/guardisn attached

Medical Examption form signed by phytisian and parent/guardian attached

Signed Laboratory Proof of Immunity form Bitsched

Motification of immunizations nesded sent to Parent(s) or Guardizn(g):

Updeted immunizations received and attached

el

MODAY/YR

/

TOMDAYITR

SR
MODAYITR

/

Medical Information

1= child allergic to food or biher substznees? {If 50, name foods b eihetanres o be nvoided mnd procedure (o follew if resstion gecnrs,)

{

Is child usually susceptible to infections snd if so, what precsutions need 1o be taken?

15 child subject to eonvulsions and what should be our procedure if one ocours?

Is there any physical condition that we should be aware of snd what precautions should be taken (heart troubls, foot problem, hearing
impairment, hornia, ste.)?

Additions!l comments:

D!hﬁlip&ﬁl instructicns:




VALLEY OF THE SUN YMCA FOR OFFICE USE ONLY
CHILD CARE AGREEMENT AN
Automatic Transfer System (ATS) COURIER DATE:
I understand that the information below wili be used to transfer payment from my account.
CHILD’S FULL NAME (Please Print)
ADDRESS
CITY, STATE, ZIP & ZIP EXTENSION
PHONE {HOME) v (WORK)
MEMBER # Branch, Group & Family #| 160-
DRAFT DAY / BEGIN DATE /o
DRAFT DESCRIFTION Program Code: Site:
ACCOUNT TYPE: (Circle One) Checking Savings MC VISA AmEx Amount $
CREDIT CARD # EXP Date: CC Holder's Name:

1. [ understand that this transfer will occur twice monthly on the fifth (5) and eighteenth (18} of each month for checking/savings and
credit card drafts.

2. lunderstand that should | chaose to terminate or change Bank Accounts, Banks, Account Types, or Child Care Plan in anyway, | must provide
the YMCA with at least a thirty (30) day written notice prior to my transfer date.

3. lunderstand that the YMCA may, upen thirty (30) days written notice, adjust child care rates, which would result in a change in my semi-monthly

transfer rate.

4. tunderstand that if my payment is returned NSF for any reason, the item(s) will be re-presented electronically and | understand ! will be charged a

processing fee. | am also responsible for all other recovery costs,

Authotized Bank Account Signature DATE




