SUMMER CAMP REGISTRATION FORM June 1 - August 25, 2023

Complete this form, the health for and provide a new immunization record for each child.
Child’s Name
YMCA Member? [ JYes[JNo M F_
Pareni/Guardian Full Name
Address

Home Phone ( ) Email
Mother’s Worlk/Cell Phone { ) Father’s Work/Cell Phone ( )

Emergency Contact(s) and person(s) authorized to pick up child:

Age at Camp Birth Date / /

City, State & Zip

Note- Staff will NOT release children to unauthorized person(s).

Name Phone ( )
Name Phone ( )
CAMP Weeks:
*Field Trip
Weelk(s) Weelk Member Non- Y Member Non-member
Registering Week Theme Dates Early Bird | member After 4-30-23 After 4-30-23
Early Bird
1 Qutdoor Explorers Weel | june 5-9 5145 5160 5150 5170
2 Creepy, Crawly Critters Jlune 12-16 5165 $180 5170 $190
Week*
3 All Balls Sports Week* June 19-23 $165 5180 $170 5190
4 Fun and Fitness Wweek* June 26-30 5165 5180 5170 51990
5 Stars & Stripes Week July 3,5,6,7 5116 5128 $120 §136
b Wet, Wacky, Wild Water | July 10-14 S165 5180 5170 5190
Week*
7 Resident Week Age 8-15 | July 17-21 $375 5385 5400 5410
& Getting Down and Dirty | July 24-28 5165 5180 S170 5190
Week * _
9 Hooked on Fishing July 31-Aug 4 5165 5180 §170 $190
Week* '
10 Epic Nerf Wars Week Aug 7-11 5145 5160 5150 5170
11 Fun With Food Week* Aug 14-18 $165 $180 5170 $190
12 Repeat Week- Aug 21-25 5145 5160 5150 5170
Best of the Best Week J

PRICING
A non-refundable, non-transferable deposit of $25/week for Day Camp or 550 for Resident Camp will lock in your spot & price. Note:

All fees go up on May 1. Register by April 30" to lock in your Early Bird rate!

Wed __ Thurs ___Fri
Wed  Thurs ___ Fri(p/u 5:30)

Mon
Mon

Register for Free Day Camp pre-care 7:00am-9:00am: __ Mon __ Tue ___

Register for Free Day Camp Post-care 4:00pm-6:00pm: _ Mon _ Tue
Has your child attended camp at YMCA Camp Alexander? __ Yes _ No

Number of years attended Has your child had any previous swimming experience? ___Yes _ No
A friend your child would like to be with:

Registration, deposits & payments; A non-refunded deposit is required for cach week of camp at time of registration. Bring in, mail or fax this completad registraticn form with the apprepriate nan-refundable deposit to
secure each week attending. Mailing address: 501 West Grand Avanue, Wiscansin Rapids, W| 54495, Fax: 715-887-3262 {fax paying with credit card only), Paymant of the balance dus must be paid two weeks prior to the
start of camp or a child on the wait-list will ba given your opening, State licensing requires that a Health Form including Immunization infarmation must be completed each year and kept in the campers file, | understand
tha registration, deposit, and payment guidelines. | will camplete and have the Health Form including immunization informaticn ta the YMCA two weeks befare my child attends camp. | autharize my child to take part In all
camp activities. In case of dlness o injury the Camp Directors{s) has permissien to secure medical attention if unable to communicate with me. | autherize photographs/video taken of my child padticipsting In camp

activities to be used in promotienal iterature.

Date

Parent/Guardian Signature:




DEPARTMENT CF CHILDREN AND FAMILIES def.wisconsin.goy
Diviston of Early Care and Education

HEALTH HISTORY AND EMERGENCY CARE PLAN

Use of form: This form is required for famity and group child care centers and day camps to comply with DCF 250.04(6)(a)1., DCF 251.04{6)(a)6., and DCF 252.41 (4){a)6. of the )
Wisconsin Administrative Codes. Failure to comply may result in issuance of a nencompliance statement. Personal information you provide may be used for secondary purposes [Privacy
Law, s.15.04(1)(m), Wisconsin Statutes].
Instructions: The parent / guardian should complete this form for placement in the child’s file prior to the chitd's first day of attendance. Information contained on the form shali be shared
with any person caring for the child. The department recommends that parents / guardians and center staff periodically review and update the information provided on this form.
CHIL.D INFORMATION
Name (Last, First, MI)

Birthdate (mm/ddAyyyy) First Day of Attendance (mm/ddAyyyy)

Home Address (Street, City, Siate, Zip Code)

PARENT / GUARDIAN INFORMATION Provide information where the parent(s) / guardian(s) may be reached while the child is in care.

Name Primary Telephone Number Work Telephone Number Secondary Telephone Number
Name Primary Telephone Number Work Telephone Number Secondary Telephone Number
PHYSICIAN / MEDICAL FACILITY INFORMATION

Physician Name Medical Facility Address Telephone Number

UNSCREEN / INSECT REPELLENT AUTHORIZATION If provided by the parent, the sunscreen or insect re

S pellent shall be labeled with the child's name. Per DGF 250.07(8)}h)B.,
Authorizations shall be reviewed periodically and updated as necessary. Per DCF 251.07(68)(g)3.

, authorizations shall be reviewed every 6 months and updated.as necessary.
[ IYes [INo 1 authorize the center to apply sunscreen to my child. Brand Name Ingredient Strength
_H_ Yes _H_ No 1 authorize the center to allow my child to self-apply sunscreen,
[JvYes [INo 1 authorize the center to apply repellent to my child. Brand Name Ingredient Strength
[]Yes _|||_ No | authorize the center to aliow my child to self-apply repelient.

HEALTH HISTORY AND EMERGENCY CARE PLAN If available, attach an

y health care plan information from the child's physician, therapist, etc.
1. Check any special medical condition that your child may have.

L] No specific medical condition

(] Asthma [ ] Diabetes [] Gastrointestinal or feeding concermns, including special diet and supplements
] cerebral palsy / motor disorder ] Enilepsy / seizure disorder ] Any disorder, including Cognitively Disabled, LD, ADD, ADHD, or Autism

[l Other condition(s) requiring special care — Specify.

[J  Milk allergy. K a child is ailergic to milk, attach a statement from the medical professional indicating the acceptable alternative.

[ Food allergies -~ Specify food(s).

] Non-food allergies — Speeify.




2. Triggers that may cause problems — Specify.

3. Signs or symptoms to wateh for — Specify.

4. 8ieps the child care provider should foli

ow. If prescription or non-prescription medications are necessary, a copy of the form Authorization to Administer Medication — Child Care
Centers should be attached to this form

- Note: Group child care centers and day camps may use their own form,

ldentify any child care staff to whom you have given specialized trainin
a.

b.

C.

g/ instructions to heip treat symptoms.

When to call parents regarding symptoms o failure fo respond to freatment.

When to consider that the condition requires emergency medical care or reassessment,

Additional information that may be helpful to the child care provider.

SIGNATURE - Parent or Guardian

Date Signed (mm/dd/yyyy)

Review dates:

DCF-F-CFS2345-E (R. 10/201 9) Page 20f 2



DEPARTMENT OF CHILDREN AND FAMILIES http:/idcf.wisconsin.gov
Division of Early Care and Education

CHILD CARE ENROLLMENT
Use of form: Use of this form is mandatory for Family Child Care Centers to comply with DCF 250.04(6){a)1. Failure to compl
This form may also be used by Group Child Care Centers and Day Camps to comply with DCF 251 .04{8)(
be used for secondary purposes [Privacy Law, 5.15.04{1)(m), Wisconsin Statutes].
Instructions: The parent / guardian shall fill out the form completely, sign it and submit it to the center prior fo the child's first day of attendance.
current. When enroliing a child under two years of age, a completed Infake for Child Under 2 Years form must alsa be on file prior to the chi
CHILD INFORMATION
Name (Last, First, M)

y may result in issuance of a noncompliance statement.
g)1. and DCF 252.41(4){a)1. respectively. Personal information you provide may

Information on this form shall be kept
Id's first day of attendance.

Birthdate (mm/ddiyyy) First Day of Atiendance

PARENT OR GUARDIAN — All parents / guardians are
order. Attach court order, if any. If the child resid
a. Name and Relationship to Child

permitted to visit during center hours and are allowed to pick up the child unless access is prohibited or restricted by a court
es at multiple locations, the department recommends the provider obtain and aftach a schedule.

Home / Cell Phone No. Email Address Where Reachable While Child is in Care

Home Address (Street, City, State, Zip) Does child reside at this location? Place of Employment and Work Phone No.

[Oves [INo

Home / Cell Phone No.

b. Name and Relationship to Child Email Address Where Reachable While Child is in Care

Home Address (Street, Chty, State, Zip) Does child reside at this location? Place of Employment and Work Phone No.

[Jves [INo

AUTHORIZED PERSONS — Persons other than parents / guardians who are authorized fo pick up the child or aceept the child if dropped off. If no one, write "None."
a. Name and Relationship to Child Home / Cell Phone No. Email Address Where Reachable While Child is in Care | Place of Employment and Work Phona o,

b. Name and Relationship to Child Home / Cell Phone No. Email Address Where Reachable While Child is in Care | Place of Employment and Work Phone No.

EMERGENCY CONTACT — The person to be notified in an emergency when parents / guardians cannot be reached.
[1ves [INo This person is authorized to pick up the child.

Name and Relationship o Child Home / Cell Phone Na.

Emait Address Where Reachable While Chiid is in Care Place of Empioyment and Work Phane No.

PHYSICIAN OR MEDICAL FACILITY
Name

Address (Street, City, State, Zip Code) Telephone Number

AUTHORIZATIONS

[Jves [No | hereby give my consent for emergency medical care or treatment to be used only if | cannot be reached immediately.

[]Ves [INe Ihave had an opportunity to review the policies of this child care center and a summary of the Wisconsin Rules for Licensing Child Care Centers.
[]vYes [[INo Igive permission for 3<o:=n_ﬁovmnmomvm8m:_H_ﬁm:mUozmaDém_z:@_

[ves [INo 1have been informed of the number of pets in the center and their de

parents shall be notified in writing prior to the pet's addition to the center.
SIGNATURE - Parent or Guardian

Date Signed

DCF-F-CFS0082 (R. 12/2014)



DEPAFiTMENT OF HEALTH SERVICES STATE OF WISCONS
Wis. Stat, § 252.1

Etar o Puolle Hoalih CHILD CARE IMMUNIZATION RECORD

F-44192 (Rev. 12/20)

COMPLETE AND RETURN TC CHILD CARE CENTER. State law requires aif children in chitd care centers fo present evidence of immunization against certain
diseases within 30 school days (6 calendar weeks) of admission to the child care center. These requirements can be waived only if a propetly signed heaitl
religious, or personal conviction waiver is filed with the child care center. See "Waivers” below. If you have any questions about immunizations, or how to

complste this form, pleass contact your child's child care provider or your local heatth department.

PERSONAL DATA PLEASE PRINT
STEP 1 | Child’s Name(Last, First, Middle Initfal) Date of Birth (Month/Day/Year) Area Coda/Telephone Numbe

Name of Parent/Guardian/Legal Custodian (Last, First, Middle Initial) Addrass (Street, Apartment number, City, State, Zip)

IMMUNIZATION HISTORY
STEP 2 | List the MONTH, DAY AND YEAR the child received each of the following immunizations. DO NOT USE A (V) OR (X) except to indicate whether tha
child has had chickenpox. If you do not have an immunization record for this child, contact your doctor or local public health departmant to oblain the

records.
First Dosa Second Dase Third Dose Fourth Dose Fifth Dose

TYPE OF VACCINE Month/Day/Year Monih/Day/Year | Month/Day/Year | Month/Day/Year Month/Day/Year

Diphtheria-Tetanus-Pertussis
{Specify DTP, DTaP, or DT}
Paolio

Hib (Haemophilus Influenzae Type B)
Pneumococcal Conjugate Vaccine (PCV)

Hepatitis B
Measles-Mumps-Rubella (MMR)
Varicella (chickenpox) vaccine

Vaccine is required only if the child has
nof had chickenpeox disease.

Has the child had Varicella {chickenpox) disease? Check the appropriate box and provide the year if known.
1 Yes year (Vaccine is not required)

L] No or Unsure (Vaccine is required)

REQUIREMENTS
STEP 3 | The follawing are the minimum
at child care entrance. Childre
additionai required doses.

required immunizations for the child's agefgrade at entry. All chifdren within the fange must meat these requiraments
n who reach a new age/grade level while attending this child care must have their records updated with dates of

NUMBER OF DOSES

AGE LEVELS
5 months through 15 months 2 DTR/IDTaP/DT 2 Polio 2 Hib 2 PCV 2 HepB
16 months through 23 months 3 DTP/DTaP/DT 2 Palio 3 Hib! 3 PCV? 2 HepB 1 MMR®
2 years thiough 4 years 4 DTP/IDTaPIDT 3 Palio 3 Hig' 3 PCV? 3 HepB 1 MMR® 1 Varicella
At Kindergarten enirance 4 DTP/DTalk/DT* 4 Palio 3 HepB 2 MMR® 2 Varicella

14 months of age, only two doses are required. If the child received one dose of Hib at 15 months of age or

'ff the child began the Hib series at 12-
. Minimum of ane dose must be receivad after 12 months of age (Note: a dose four days or less befors the firs

after, no additional doses arg required
hirthday is also acceptable).

*f the child began the PCV series at 12-23 months of a
or after, no additional doses are required.

*MMR vaccine must have been received on ar after the first birthday (Note: a dose four days or less before the first birthday is also acceptable).

ftar the fourth birthday {either the third, fourth or fifth) to be comaliant {Note: a dose 4

ge, only twa doses are required. If the child received the first dose of PCV at 24 months of ag

*Children entering kindargarten must have received one dose a
days or less before the fourth birthday is also acceptabis).

COMPLIANCE DATA AND WAIVERS

STEF 4 | IF THE CHILD MEETS ALL REQUIREMENTS {sign at STEP 5 and return this form to the child care center}, OR

IF THE CHILD DOES NOT MEET ALL REQUIREMENTS (check the appropriate box below, sign and return this form to child care center).

D Although the child has not received all required doses of vaccine for his or her age group, at least the first dose of each vaccine has heen
recaived. |, understand that it is my responsibility to obtain the remaining required doses of vaccines for this child WITHIN ONE YEAR and to
notify the child care center in writing as each dose is received.

port immunizations to the child care center may result in court action against the parents and a fin

NOTE: Failure to stay on schedule or re|
of $25.00 per day of violation.

D For health reasons this child should not receive the following immunizations (Listin STEP 2 any immunizations already

received)

Physician’s Signature Required
D For religious reasons this chitd should not be immunized. (List in STEP 2 any immunizations already received)

D For personal conviction reasons this child should not be immunizad. (List in STEP 2 any immunizations already received):

SIGNATURE
STEP 5 To the bastof my knowledge, this form is complete and accurate.

SIGNATURE - Parent, Guardian or Legal Custodian Date Signed




CHILDCARE CONSENT SECTION
PLEASE INITIAL EACH SECTION

SECTION #1: REASONABLE ACCOMODATIONS CLAUSE
Children with special needs or challenges will be accepted provided that “reasonable accommodations” can be
made for their participation in the program and/or the child’s participation does not require an inordinate amount
of staff time that would not allow for the safety and welfare of the other children in the program. | understand
that if my child requires an unusual amount of 1:1 attention, whether due to special needs or behavior, my child
may be removed from the program.

SECTION #2: RELEASE FROM LIABILITY
I understand that all reasonable safety precautions are taken by the SWC YMCA in the operations of its facility,
equipment, and programs. | agree that my child’s participation in the SWC YMCA programs shall be undertaken at
his/her sole risk, and the SWC YMCA, its directors, employees and volunteer staff shall not be liable for any claims,
injuries, damages, losses, diseases, wrongful death actions or causes of action whatsoever, to my child or his/her
property, arising out of or connected to participation in any SWC YMCA programming.

SECTION #3: MEDIA RELEASE ;
| give my permission for my child to appear in photos for SWC YMCA promotional pieces. May be in print or social
media. '

SECTION #4: ACCURATE/COMPLETE INFORMATION
| hereby state that registration information is accurate and complete. | understand that it is my responsibility to
provide any changes or updates regarding emergency and health information immediately to the SWC YMCA staff.



