EMAIL START DATE

APPLICATION
WEEK1 O  g00-5000 WEEK4 O  g.00-5:000 [ MALE
WEEK 2 O or WEEK 5 O or
WEEK3 O 8:00 - 5:300 WEEK 6 O 8:00 - 5:300 [J FEMALE
CHILD'S NAME: - B s Yo AGE:
PARENT'S/GUARDIAN'S NAME: SR
ADDRESS:
cny. e i s SIATE: 2P
HOME PHONE: WORKPHONE: X CELL PHONE:
EMERGENCY CONTACT: s TEL #:
PHYSICIAN OR MEDICAL SERVICES TEL#:
MEDICAL INFORMAIION
DOFS YOUR CHILD NEED ANY MEDICATION? [ ves O wno
DOES YOUR CHILD HAVE ANY ALLERGIES? [ ves O ~no
IF YES, PLEASE EXPLAIN: "
AGREEMENT

I CONSENT TO THE ENROLLMENT OF THE CHILD LISTED ABOVE I THIS FACILITY AND HAVE BCIN ADRVISED OF THE POLKIES
REGARDING FEES. TRANSPORTATION AND THE SERVICES PROVIDED BY THE FACILITY UNDER WHEXTH [T OPERAIES. | UNDER-
STAND THAT THERF IS A $20 LATF FICK UP FEE FOR THE HRST 15 MINUTES AND EVERY 15 MINUTES THERE AFTER.

| GIVE CONSENT FOR THIS CHILD TO TAKE PART IN FIELD TRIPS OR EXCERSIONS AWAY FROM THE FACILITY UNDER PROPER
SUPERVISION. | AGREE THAT IN CASE OF ACCIDINT OR INJURY, EMERGENCY MEDKZAL CARE MAY BE GIVEN IN THE EVENT THAT
I OR PFRSON(S] DESIGNATED ABOVE CANNOI BE REACHED.

IALLOW ] 100 NOT ALLOW [ MY SON/DAUGHTER TO BE PHOTOGRAPHEDR/VIDEOTAPFD FOR THE SMILEY FACES WEBSITE.

SIGNATURE OF PARENT/GUARDIAN: = e DATE:
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ACTMITIES:

All activities are age appropriate;

Actvities include, but are not limited to:

weekly Field Tips

Swimming (Lifeguards on staff)

Cutdoor water sprinklers
tokeep cool

Talent shows

CO00

A
5

Non-Instructional music/donce

OC

Non-Instructional Sperts:
Baseball, Basketball, Flag
Footoall, Soccer, Kickball .. .
and much more

Arts and crafis, boardgames
* NO FLIP FLOPS ALLOWED!

O

FIELD TRIPS:
* Must be pald separately at ime of reglstralion®

) Swimming - (FREE}
IIncluges n Comp Casl)
@ Funplex - {$35.00)
{NotIncluded incamp faes| NO REFUND

3 $portime USA - [$30.00)

Notincluded ncampfees NO REFUND

@ Splashdown - {$35.00)

(Notincluded Iincampfaes| NO REFUND

@ Medieval Times - [$50.00|
{Notinciuded in comp fees) NO REFUND

*If outdoor frips are cancelled due to inclement
wealher, indoor activities will be in session,

Fleld trips are part of lhe activities.

DETAILS:

Meals:

Free breakfast and lunch

fenty * provides threugh Yorkers Feed Deoardmend]
* No breakfast provided on July 1,2019*

Certification:
We are CPR, AED and First Aid certifiec.

*Registration Dates*

Early Registration - April 22™ - June 14"

Late Registration - ongoing as of June 15"
(10% late charge will be added)

3 WAYS TO REGISTER:

Online:
www.smileyfacesdc.com

Pay onlinel A percentage will be donated
1o 51 Jude Children's Resaarch Hospital

In Person: pontessor Academy
92 Wokefield Avenue
Yonkers, NY 10704

Monday thru Friday 5:30 pm - 6:30 pm
*Call for an appoiniment %

By Mail:

Send oppication with payment 1o

Smigy Faces
PO Box 483
Yenkars, NY 10704

*SPACE IS LIMITED*

SUMMER FUN DATES:
July 1"'= August 9*

SUMMER FUN HOURS:
8am - 5pm
**(Additional fee after 5:00 pm)**

WEEKLY FEE:

$215 per Child
[Includies swimming. which is part of the aclivitles)

Fee Total $
(including frips)

FREE T-SHIRT WITH PAID

REGISTRATION
*IIl Pak: I Ful o Jure 14, 2079}

Child's Shirt Size:
Child:$_ M_ L XL

o
Adul: S M_ L XL XXL__

Extra T-8hirls con be purchased for $10 per shie
XxXL 512 parshi

PAYMENT:

Payment s doe in full no kater than June 14,
2019.10% wil be added il NOT paid 'n full by

June |4, 2019, ¥ o chilld does net altend

there is NO REFUND!
There is a $50.00 returned check fee.

Pivale payment, putlic assirance and oll
gronls are accepled, Grants are available,
it you qualify.
*Bring us a referral
and recelve a discount*
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Dear Parents,

Thank you for your interest in Smiley Faces Summer Fun. Once again, we
are getting ready for another summer full of fun and smiles. Please note the
following important information:

*SUMMER FUN DATES: July 1,2019 - August9, 2019
*REGISTRATION DATES: April 22,2019 - June 14,2019

“LATE REGISTRATION: Starts June 15,2019 - (10% late fee)

3 EASY WAYS TO REGISTER:
(1) ONLINE - smileyfacesdc.com

(2) IN PERSON - Mon. - Fri. 5:30 p.m. - 6:00 p.m.
(Call for an appointment (914) 424-3993 or (914) 830-3532)

Place: Montessori Academy
99 Wakefield Avenue
Yonkers, New York 10704

(3) By Mail - Smiley Faces
P.0. Box 483
Yonkers, New York 10704

-Medical Forms, Registration Forms, Payment (including trips) are due at time
of registration.

-Children are not allowed to start without a current medical.

-Discount fees applies only if you send us a referral.

-T-Shirts are for children registered by 6/14/19. NO T-Shirts will be ordered
for children registered after 6/14/19.

~-NO FLIP FLOPS ALLOWED!

-Please note: there will be no breakfast served on 7/1/19

WE LOOK FORWARD TO SEEING YOuU!I!!!




SUMMER FUN 2019 (RULES)

NO cell phones or electronic devices are allowed. Cell phones and
electronic devices will be taken away from the child and returned to the

parent at time of pick-up.
As of 7/1 (first day of camp):
PLEASE NOTE: There will be no breakfast served 7/1/19.

Please make sure your child brings a towel, bathing suit and water
shoes for the sprinklers. NO FLIP FLOPS ALLOWED! All items can
be kept on site until the end of the Summer Fun Program. Please make

sure to label all items.

Suntan lotions, insect repellant sprays - will only be applied with a
Non-Medical Consent Form fully completed by the parent. NO
EXCEPTIONS!!! The form can be downloaded at smileyfacesdc.com.

EpiPen and Asthma medication - will be administered with a
“Medication Consent Form” (2 page form). The form must be fully
completed by both parent and licensed authorized prescriber. The form
can be downloaded at smileyfacesdc.com. Children are not allowed to

administer their own medications. NO EXCEPTIONS!!!

THANK YOU FOR YOUR COOPERATION
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2019 TRIPS

Thursday 7/11 -------=-====s==eseecccn-- SWIMMING / PICNIC (Saxon Woods)
Thursday 7/18 ------=-==-==neeeeeeuen FUNPLEX WATER PARK (Rain or Shine)
Thursday 7 /25 ...ccccuccnssnsscsssssssssensense. 3P ORTIME USA

Thursday 8/1 ------====-cemeeeemecacec--- SPLASHDOWN WATER PARK

(Rain date is at the discretion of Splashdown)

Thursday 8 /8.............ceeeseienene .. MEDIEVAL TIMES “GRAND FINALE”
(Show / Tournament and Lunch)

¥****Qutdoor trips (Swimming/Picnic, Junior Olympics/Picnic, Funplex, Splashdown) are
subject to change due to inclement weather. Outdoor trips are part of the scheduled
activities. If outdoor trips are cancelled indoor activities will be in session. There is
NO REFUND for Funplex, Sportime USA, Splashdown or Medieval Times.
NO FLIP FLOPS ALLOWED! **¥**

Thank You For Your Cooperation
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“SUMMER FUN TRIPS 2019

I allow my child to attend the following trips:

Thursday 7/11------ SWIMMING / PICNIC (Saxon Woods) - Free

Thursday 7/18 ------- FUNPLEX WATER PARK (Rain or Shine) - $35

Thursday 7/25 ---=-==--- SPORTIME USA - $30

Thursday 8/1 ------- SPLASHDOWN WATER PARK - $35

(Splashdown .....ccccuuuna Rain date is at the discretion of Splashdown)

Thursday 8 /8--—--MEDIEVAL TIMES “GRAND FINALE"- $50

(Show / Tournament and Lunch)

rkxkOQutdoor trips (Swimming/Picnic, Junior Olympics/Picnic, Funplex, Splashdown) are
subject to change due to inclement weather. Outdoor trips are part of the scheduled
activities. If outdoor trips are cancelled indoor activities will be in session. There is NO
REFUND for Funplex, Sportime USA, Splashdown or Medieval Times.

NO FLIP FLOPS ALLOWED!****=*

Parent’s Signature Date




NEW YORK STATE

QFFICE OF CHILDREN AND FAMILY SERVICES

Medical Statement of Child in Smiley Faces

o

S

‘ Nama of Child: Date of Birth: Date of Examunation:

To Be Completed By Licensed Physician, P"i!Ls'.Cia"'s Assistant or Nurse Practitioner

Immunizations required for entry into Smiley Faces (O Yes I No

Medical Exemption The physical condition of the named child is such that one or more
of the immunizations would endanger life or health. Attach certification specifying the
exempt immunization(s).

Other lmmunlzéﬂb.n;-may include the recommended vaccines of Rotavirus,
Iinfluenza and Hepatitis A

Diphtheria, Tetanus and 1* Date 2 Date 3° Date 4" Date 5 Date |
Prrtussis (DPT) Diphtheria ’
and Tetanus and acebular
Penussis (DTaF) R |
s 1° Date 27 Date 3 Date 4" Date
Palio (IPV ar OPV)
e 1“ Date | 2" Date 3 Date 4" Date OR 1° Date (i given on of
Haemophilus influenzee : after 15 months of age)
type B (Hib)
" Pruemococcal Conjugate | 17 Oste 7* Date 3" Date 4* Date
| (PCV) for those horn an or ;
after 1/1/08) N e et
: 1" Date Z~ Date 3%Date
Hepatits B
| Messles, Mumps and 17 Date 2" Cate e aeac?
: Rubela (MMR) el
Vance#a (Riso known as 1" Date 2~ Date
Chicken Pox) 4 {

| Typa of Immunizaticn: Date: Type of immunization: Date:
’ e

Type of Immurization: A | Date- | Type of Immunization: Date i
[ Type of iImmunization: Date. “Type of Immunization: Date.
Tests : P == P 5
| Tuperculin TestDate: /  / Mantoux Results: [ Positive [] Negative mm ‘
|

| T8 Tasts are at the physician's discretion.
If positive, or if x-ray ordered, attach physician's statement documenting treatment and follow-up.

| Lead Screening Date: R &
| Aliach iead lavel statemant
- Lead Screening {Include All Dates and Results)

Giyass: - - Result p mecgidl [ Yenous [J Capillary

2years [/ [ Result: _ megidL O vencus ] Capiltary
Mcst recent date of lead screening (if different from above):

Par NY3 law, a blocd l2ad test Is raquired atl 1 and 2 years of age and whanevar risk of lead poisoning is ilkaly.
. if the cnild has not b2en tesied for lead. Smiley Faces may not 2xcluda the child irom the program. Dut must g2 tha
" parent information cn lead possoning and prevention. and refar ine parant to their heaith care provider or the county |

hazqn deparimant for alead biood serégningisst. 3 AL O TE, I




Medical Statement of Child in Smiley Faces

(continued)
Health Specifics Comments
Are there allergies? (Specity) [0 Yes (I No
|s medicaticn reguiarly taken?
{Specify drug and condition) [ Yes (I No
Is 2 special dict required?
l (Specify diet and condition) [JYes [JNo
Are there any hearing, visual or dental
l conditions requiring special attention? O yes CINo
Are there any medical or developmentai
conditions requiring special attention? Ovyes [Ino

Summary of Physical Exam
Inciude special recommendations to the Smiley Faces program

On the basis of my findings as indicated above and on my knowledge of the named child, | find
that: neishe is free from contagious ana commenicable disease and is able o participate in the

Smiley Faces day program, dYes (O No
"Signature of Examiner T T— Address
Plgase Print Name AP % City., State. 79 AL =

{ }

Title ~ Phone Oate

Religious Exemptions

Fublic Health aw Section 2164 aliows a chisd to be raiigicusly exempled from immunization. A written and sigred
slaterment from a parent, parents or guardean of the child stating that they obect of the immunization of theic chile
due o their sincere and genuine relgious beliefs should be submattad 1o the Smiley Facas program's Dirscice
onerstor or adminisiralor whn shall determine whather the statemeant of reficinus baliaf 18 acceotahle




OCFS-60410 (4/2015)
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

NON-MEDICATION CONSENT FORM
Child Day Care Programs

* This form may be used when a parent consents to having over-the-counter products administered to their child in a
child day care program. These preducts include, but are not limited to: topical ointments, lotions and creams, sprays,
sunscreen products and fopically applied insect repeliant

* This form should NOT be used to meet the consent requirements for the administration of the following: prescription
medications. oral over-the-counter medications, medicated patches, and eye, ear, or nasal drops or sprays. OCFS
Form 7002 would meet the consent requirements for medications.

* One form must be completed for each over-the-counter product. Multiple products cannot be listed on one fom.
* This form must be completed in @ language in which the staff is literate.

* If parent's instructions differ from the instructions on the product’s packaging, permission must be received from 2
health care provider or licensed authorized prescriber.

PARENT TO COMPLETE THIS SECTION (#1 - #14)

| 1-Child's first and last name: - 2. Dateofbith: 3.Child’s known allergies:

4. Name of product (inciuding strength): IS. Amount to be administered: 8. Route of administration:
A i

7A. Frequency to be administered, include times of day # appropriate:

OR

78. Identify the conditions thal will necessitate administration of the product (signs and symptoms musi be observable prior to
administration):

8A. Possible side effects: [ See product Iabei for complete Est of possible side effects (parent must sup;_)l;)
AND/OR

8B: Additional side effects:

9. What action should the child care provider take if side effects are noted:
[ Contact parent

Other (describe}:

10A, Sp.e.cual instructions:  [] See package insert for complete list of special instructions (parent must supply)
AND/OR

108. Additional special instructions:

11. Reason(s) for use (unless confidental by law):

| 12. Parent name (please print): - |13, Date authorized:
s

1
!
| X

— -

S ——— - —

DAY CARE PROGRAM TO COMPLETE THIS SECTION (#15 - #21)

{

| 14 Parent signature: ar L i g

15. Program name: | 16. Facility ID number 17. Program telephone number- i

18. | have verified that #1, #12 are complete. My siér;;:iure 'indicates that all information needed to adminizter—this product has been given
to the child day care program.

19. Staffs name (please print): 20. Date received from parent:

—21. Staff's signature:
X

—_—

'v
|
{
!

d




QCFS-LDSS-T002 (5/2015) FRONT
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

MEDICATION CONSENT FORM
CHILD DAY CARE PROGRAMS

= This form may be used to meet the consent requirements for the administration of the following: prescription
medications, orzl over-the-counter medications, medicated patches, and eye, ear, or nasal drops or sprays.

* Only those staff certified to administer medications to day care children are permitted to do so.
* One form must be completed for each medication. Multiple medications cannot be listed on one form.

* Consent forms must be reauthorized at least once every six months for children under 5 years of age and at least once
every 12 months for children 5 years of age and older.

LICENSED AUTHORIZED PRESCRIBER COMPLETE THIS SECTION (#1-#18) AND AS NEEDED (#33 - 35).

1. Child's First and Last Name: 2. Date of Birth: 3. Chilg's Known Allergies:

[ 4. Name of Medication (inciuding strength)- 5. Amount/Dosage to be Given: 8. Route of Administration:

| 7A. Frequancy to be administered:

——

| OR
78B. Identify the symptoms that will necessitate administration of medication: (signs and symptoms must be cbservable ang, when
possible, messurable parameters):

8A. Possible side efiects: [ See package insert for complete list of possible side effects (parent must supply)
| AND/OR
8B: Additional side effects:

9. What action shousd the child care provider take if side effects are noted-

[J Contact parent 0 Contact health care provider at phone number provided below
(] Other (descrbe):

10A, Special instructions: ] See package insert for complete list of speciai Instructions (parent Must Suoply)
AND/OR
108. Additional special instructions: (incfude any concerns refated to possible inferactions with other medication the child is receiving or

concems regarding the use of the medicalion as if relates to the child's age, allergies or any pre-existing conditions. Also describe
siluation’s when medicalion should not be administered.)

11. Reason for medication {uniess configential by fall.f)ZA

12. Does the above named child have a chronic physical, developmental, behavioral or emotional condition expected 1o st 12 monfhe |
| ormere and requires healkth and refated services of a type or amount beyond that required by children generally?

| TINo [ Yes Ifyou checked yes, complets (#33 and #35) on the back of this form.

| 13. Are the instructions on this consent form a change in a previous medication order as it reistes 1o the dose, time or frequency the
. madication is o be administered?

' [J No [ Yes Ifyou checked yes, compiete (#34 -$35) on the back of this form.

 14. Date Heaith Care Provider Authorized: | 15. Date to be Disconlinued or Length of Time in Days to be Given: &5

16. Licensed Authorized Prescriber's Name (please print); 17. Licensed Authorzeq Prescriber’s Telephone Number-

18. Licensed Authorized Prescriber's S-;&nann
X




OCFS.LDS5-7002 (5/2015) REVERSE
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

MEDICATION CONSENT FORM
CHILD DAY CARE PROGRAMS

PARENT COMPLETE THIS SECTION (#19 - #23)

‘ 19. If Section #7A is completed, do the instructions indicabaspeciﬁcﬁm-‘:to acniiislermemdimﬁon? (For example, did the ficensed
authonzed prescrber write 12om?) [iYes [] NJA [ No

Viirite the specific time(s) the child day care program is to administer the medication {Le.: 12 pm):

20. |, parent, suthorize the day care program to adminisier the medication, 2s specified on the font of this form, o (child’s neme);

|21 Parent’s Name (please prind): S 22. Date Authorized:

23. Parent’s Signature:
X

_CHILD DAY CARE PROGRAM COMPLETE THIS SECTION (#24 - #30)
| 24. Program Name: " | 25. Facliity ID Number: 25. Program Telsphone Number:

27. 1 have verified that (£1 - #23) and If applicable, (£33 - #36) are complete. My signature indicates that all information needed to give
this medication has been given to the day cars program. d

23. StafTs Name (piease prind): | 29, Date Received from Parent:

| 30. Staff Signature: d R T2 25 ' a5
| x

ONLY COMPLETE THIS SECTION (#31 - #32) IF THE PARENT REQUESTS TO DISCONTINUE THE MEDICATION
PRIOR TO THE DATE INDICATED IN (#15)

| 31. 1, parent, request that the medication indicaled on this consent form be discontinued on

(Date)

i Once the medication has been discontinued, | understand that if my chidd requires this medication in the fulure, a new written medication
| consent form must be completed.

32. Parent Signature:
X

LICENSED AUTHORIZED PRESCRIBER TO COMPLETE, AS NEEDED (#33 - #35)

g 33, Describe any additional training, procedures or competencies the day ¢are program siaff will need fo care for this child,

{
]
|
|
i

ke NEH —
| 34. Since there may be instances where the pharmacy will not fill @ new prescription for changes in a prescription retated 1o dose, fime or

\ frequency until the medication from the previous prescription is compietely used, piease indicate the date you are ordering the change in
the administration of the prescription to take place.

DATE:

By completing this seclion, the day care program will folow the written instruction on this form and nat follow the pharmacy label until the
new prascription has been flled. G c

35. Licensed Authorized Prescriber's Signature;
X




