SUMMER SCHOOL AFTER CARE
REGISTRATION FORM

CAMPER NAME: Grade Entering August 2025:

Gender: Birthdate: Age: Ethnicity:

Home Address:

Parent/Guardian Name: Birthdate:
Address: City, State, Zip:

Cell Phone: Work Phone:

E-Mail:

DCN #: (if applicable)

PARENT PICK-UP AUTHORIZATION & EMERGENCY CONTACTS - Not including parents/guardians. Please
list up to TWO people who are authorized to pick up your child from camp. Children will only be released
to someone listed below. They must have a photo ID on file.

Name: Phone: Relationship:

Name: Phone: Relationship:

Please mark the weeks and days your child will be attending.

WEEK OF CAMP THEME Bank Draft Date DAYS OF WEEK

Week 1 May 27-May 30 | We are family Paid at time of registration [ITI[IW[ITh[]IF
Week 2 June 2-6 Empowerment Wednesday, June 4 [IM[IT[IW[ITh[]F
Week 3 June 9-13 Astronomy Wednesday, June 11 [IM[IT[IW[ITh[]F

Week 4 June 16-20 History is cool Wednesday, June 18 [IMLIT[Iw LIF



BANK DRAFT FORM

First Name MI Last Name M/F Birth Date

Telephone Cell Email

Billing Address

Street City State Zip

Payment Terms & Conditions

B You must provide a ONE WEEK WRITTEN notice for any changes to your account.
Please Initial

B |n order to provide for convenient Day Camp payments to the YMCA of St. Joseph, we
authorize electronic funds transfer (EFT) from this specified checking/savings account,
charge card or debit card. We will provide a one week written notice for any changes to
our account. Please Initial

B Should any EFT or charge not be honored, we understand that the Y will attempt to
redraft the payment. If the EFT or charge is not honored on the redraft, we will be
required provide another form of payment plus a $10 service charge.

Please Initial

Payment Options

Electronic Funds Transfer (EFT): beginning (MMYY)

A. (] Checking (] Savings Bank Name:
Account Number

Please attach a voided check

Routing Number

B. Debit/Credit Card: 0 Visa 0O MC [ Discover [0 AMEX
Expire Date

| have read and agree to all terms of the YMCA payment terms and conditions.

Signature of Responsible Party Date




. MISSOURI DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION
"\ OFFICE OF CHILDHOOD - CHILD CARE COMPLIANCE

./ MEDICATION AUTHORIZATION

i

MEDICATION REQUIREMENT

PRESCRIPTION MEDICATION SHALL BE IN THE ORIGINAL CONTAINER AND LABELED WITH THE CHILD’S NAME, INSTRUCTIONS,
INCLUDING TIMES AND AMOUNTS FOR DOSAGES, AND THE PHYSICIAN’'S NAME. ALL NON-PRESCRIPTION MEDICATION SHALL
BE IN THE ORIGINAL CONTAINER AND LABELED BY THE PARENT(S) WITH THE CHILD’S NAME AND INSTRUCTIONS FOR
ADMINISTRATION, INCLUDING TIMES AND AMOUNTS FOR DOSAGES. A SEPARATE FORM IS NEEDED FOR EACH MEDICATION.
THIS FORM IS VALID ONLY FOR THE DATES INDICATED BELOW.

| AUTHORIZE CHILD CARE PERSONNEL TO ADMINISTER THE FOLLOWING MEDICATION TO MY CHILD:

(PROPER NAME OF MEDICATION)

CHILD’S FULL NAME DATE MEDICATION TAKEN FROM UNTIL

DOSAGE TIME(S) OF DAY

POSSIBLE SIDE EFFECTS

SIGNATURE OF PARENT(S) OR GUARDIAN DATE

RECORD OF ADMINISTRATION

STAFF NAME DATE MEDICATION NAME DOSAGE

TIME

The Department of Elementary and Secondary Education does not discriminate on the basis of race, color, religion, gender, gender identity, sexual orientation, national origin, age, veteran status, mental or
physical disability, or any other basis prohibited by statute in its programs and activities. Inquiries related to department programs and to the location of services, activities, and facilities that are accessible by
persons with disabilities may be directed to the Jefferson State Office Building, Director of Civil Rights Compliance and MOA Coordinator (Title VI/Title VII/Title IX/504/ADA/ADAAA/Age Act/GINA/USDA Title VI),

5th Floor, 205 Jefferson Street, P.O. Box 480, Jefferson City, MO 65102-0480; telephone number 573-526-4757 or TTY 800-735-2966; email civilrights@dese.mo.gov.

Mos0e: 301 (Re2e) FORM TO BE RETAINED IN CHILD’S RECORD



