Saving Grace Outreach’s After School Youth Program 
Registration Form for Children Ages 4-14 years

Child’s Name(s) _____________________________________Birth Date/ages(s)___________________

Address _____________________________________________________________________________

City ____________________________________ State _______________ Zip _____________________

Parent Name & Cell Phone ______________________________________________________________

Parent (2)or alternate pickup & phone _____________________________________________________

Alternate (3) pickup name & phone _______________________________________________________

Email of parent________________________________________________________________________

Day of Care(s) 	Monday			Tuesday
	Wednesday			Thursday
	Friday			
Please mark what days of the week your child(s) will be attending.  All weekdays – Mondays Through Fridays from 3:00pm – 6:00pm. Cost for one child ($30/day) will be discounted for two children ($20/ea. additional).  Sliding scale is used for families that receive any government benefits, we want to make it affordable for your family (proof required but we want to help so please talk with staff).  
	Check box if you are having someone else pickup your child 
	Check box if you Receive any govt benefits (snap, WIC, SSI, SSD, etc.)
Children are expected to carry their own medical insurance. All staff are instructed to perform all activities in a safety manner.  In the event of an accident where first aid is needed, all efforts to contact the parent or alternative to gain consent to provide medical treatment will be conducted.  This authorization will allow staff to perform immediate first aid and call medical emergency services if necessary.  This will hold harmless all personnel, and Saving Grace Outreach Inc. from any liability.  Staff will be made known of any allergic reactions or medical situations prior to attending. Use the back of registration if necessary.  I am also signing that my Child(ren) are up to date with medical shots, and have seen a doctor within the last year. We need a copy of shot records to comply with NYS.
Signature of Parent ________________________________________	Date ______________

Paid by Check # ___________	Cash _____________	Staff Name ________________
Cost per day/week = $___________________ based on your income

Remember we need a copy of shot records for NYS requirements.
Special situations, allergies and any medical conditions that staff should know about:
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