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YMCA Childcare Programs 
Parent Agreement 

 
Child's Name______________________________________________ 
 
A fee of ___________________Per Week 
 
Will Be Paid: Weekly / Biweekly / Monthly  By: Mother / Father / Parents / Guardian 
 
Payments must be made for at least a one-week period and are due no later than Thursday prior to the week 
of care.  All payments can be made at the YMCA front desk, online or by auto draft.  Offsite facilities may pay 
the staff with a check only.  A $15 late fee will be added on the Monday of care if payment is not made. The 
YMCA reserves the right to terminate care if payment is not made by Thursday of the week of care. 
Termination of care will lead to the loss of your spot in the program and may lead to loss of funding through 
ELRC. 
 
This will include cost of care and meals (please specify meals):      AM Snack / Lunch / PM snack 
 
Arrival Time: __________________    Departure Time: __________________ 
 
Usually Accompanied By: Mother / Father / Guardian / Parents 
 
Medical Care (if required) will be paid by: Mother / Father / Guardian / Parents 
 
Persons designated by parents to whom the child may be released to other than parents are listed on form 
#2(emergency contact information) 
 
Any additional conditions and/or services as agreed upon by parents: 
__________________________________________________________________________________________
_________________________________ 
 
I give my child permission for the following: (please check all that apply) 
______ To be photographed/videotaped for portfolios and classroom posters 
_______ To be photographed for marketing purposes, i.e. YMCA brochure, Facebook, etc. 
_______ Have sunscreen applied 
_______ Receive assistance with homework 
_______ Participate in watching PG movies 
 
I agree to give a written two-week withdrawal notice.  Payments are due through the end of the notice. 
 
 
__________________________________      _____________   _________________________________________            
___________                          Signature of Director  Date   Parent / Guardian Signature 
 Date 
 
 
 
Date of Enrollment:_____________________________    Date of 
Withdrawal:_____________________________ 
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YMCA OF CENTRE COUNTY PENNS VALLEY BRANCH 

CHILD CARE PROGRAMS 

EMERGENCY CONTACT INFORMATION 
 

Child__________________________________________________________________________________________ Birth Date____________________________________________________ 
 (last)   (first)  (middle) 

 

Address______________________________________________________________________________________ Age________________________ Sex____________________________ 
  (street name and number) 

  

_____________________________________________________________________________________ Phone_________________________________________________________ 
 (city, state and zip code) 

MOTHER’S/LEGAL GUARDIAN INFORMATION 
 

Mother’s Name (or legal guardian) ____________________________________________________ Home Phone________________________________________________ 

 

Mother’s Address______________________________________________________________________________________________________________________ ______________________ 
   (street number and name)     (city)  (state)  (zip code) 

 

Mother’s Business Name________________________________________________________________ Work Phone_________________________________________________ 

 

Mother’s Business Addresss: ___________________________________________________________ 

 

Mother’s E-Mail Address________________________________________________________________ Cell Phone___________________________________________________ 

 

FATHER’S / LEGAL GUARDIAN INFORMATION 
 

Father’s Name (or legal guardian) ____________________________________________________ Home Phone_________________________________________________ 

 

Father’s Address_____________________________________________________________________________________________________________ ________________________________ 
   (street number and name)    (city)  (state)  (zip code) 

 

Father’s Business Name________________________________________________________________ Work Phone_________________________________________________ 

 

Father’s Business Address_____________________________________________________________ 

 

Father’s E-Mail Address________________________________________________________________ Cell Phone___________________________________________________ 

 

Emergency Contact Person(s) 
 

Name________________________________________________________________Telephone Number when Child is in Care _______________________________________ 

 

Address______________________________________________________________________________________________________________________ __________________________________ 
(street number and name)    (city)  (state)  (zip code) 

 

Name________________________________________________________________ Telephone Number when Child is in Care ______________________________________ 

 

Address______________________________________________________________________________________________________________________ __________________________________ 
(street number and name)    (city)  (state)  (zip code) 

 

Person(s) To Whom Child May Be Released 
 

Name_______________________________________________________________ Telephone Number when Child is in Care ______________________________________ 

 

Address______________________________________________________________________________________________________________________ __________________________________ 
(street number and name)    (city)  (state)  (zip code) 

 

Name_______________________________________________________________ Telephone Number when Child is in Care ______________________________________ 

 

Address______________________________________________________________________________________________________________________ __________________________________ 
(street number and name)    (city)  (state)  (zip code) 

 

Moshannon Valley



 

 

 Child’s Physician/Medical Care Provider 
 

Name_____________________________________________________________________________________ Phone______________________________________________ 

 

 

Address______________________________________________________________________________________________________________________ __________________________________ 
  (street number and name)    (city)   (state)  (zip code) 

 

 

 

Are there any active custody orders pertaining to this child? __________________ If so, has a copy been provided? _______________________ 

 

 

Special Disabilities (If Any): _____________________________________________________________________________________________________________________________ __ 

 

 

Allergies (Including medication reaction): ______________________________________________________________________________________________________________  

 

 

Medical or Dietary information necessary in an emergency situation: __________________________________________________________________________ 

 

 

Medication, Special Situation: ____________________________________________________________________________________________________________________________ 

 

 

Additional information on Special Needs of Child: ___________________________________________________________________________ ________________________ 

 

 

 

Health Insurance Coverage for Child or Medical Assistance Benefits:  

 

_____________________________________________________________________      _________________________________________________________________________ 

 Company Name       Policy Number (required)  

 

 

_____________________________________________________________________      _________________________________________________________________________ 

 Company Name        Policy Number (required)  

 

 

Periodic Review (every six months after enrollment)  

 

_______________________________________________________________________________________   _________________ 

   Signature of Parent or Guardian      Date 

 

_______________________________________________________________________________________   _________________ 

   Signature of Parent or Guardian      Date 

 

_______________________________________________________________________________________   _________________ 

   Signature of Parent or Guardian      Date 

 

_______________________________________________________________________________________   _________________ 

   Signature of Parent or Guardian      Date 

 

_______________________________________________________________________________________   _________________ 

   Signature of Parent or Guardian      Date 

 





CHILD HEALTH REPORT 
(55 PA CODE §§3270.131, 3280.131 AND 3290.131) 
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t. CHILD’S NAME: (LAST) (FIRST) PARENT/GUARDIAN: 

DATE OF BIRTH: HOME PHONE: ADDRESS: 

CHILD CARE FACILITY NAME: 

FACILITY PHONE: COUNTY: WORK PHONE: 

� I authorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child. 

PARENT’S SIGNATURE: 
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DO NOT OMIT ANY INFORMATION 
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form. 

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY): 
� NONE 

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A 
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY. 
� NONE 

CHILD’S ALLERGIES (DESCRIBE, IF ANY): 
� NONE 

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO 
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF, 
EQUIPMENT AND PROVISION FOR EMERGENCIES. 
� NONE 

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR 
COMMUNICABLE DISEASES? 
� YES � NO IF NO, PLEASE EXPLAIN YOUR ANSWER: 

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE 
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE 
HEALTH CARE SERVICES CURRENTLY RECOMMENDED 
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE 
SCHEDULE AT WWW.AAP.ORG) 

� YES � NO 

NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF 
THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND 
INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD 
CARE FACILITY. 

VISION (subjective until age 3) 

HEARING (subjective until age 4) 

LEAD 

RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S IMMUNIZATION RECORD 

IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS 

HEP-B 

ROTAVIRUS 

DTAP/DTP/TD 

HIB 

PNEUMOCOCCAL 

POLIO 

INFLUENZA 

MMR 

VARICELLA 

HEP-A 

MENINGOCOCCAL 

OTHER 

MEDICAL CARE PROVIDER: 

ADDRESS: 

PHONE: 

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN’S ASSISTANT 

TITLE: 

LICENSE NUMBER: DATE FORM SIGNED: 

CD 51 09/08 







 

YMCA OF CENTRE COUNTY 
ELECTRONIC PAYMENT AUTHORIZATION 

 

PROGRAM/PARTICIPANT INFORMATION 

First Name Last Name Program 

   

   

   

 

PAYMENT INFORMATION 
Select from either of the two automatic payment options below. 

I would like to pay:  

 □ Weekly        □ Bi-Weekly         □ Monthly 

□ EFT (Electronic Funds Transfer – Bank Account Information) 
Full Name of Bank Name on Account 

ATTACH 

VOIDED CHECK 
HERE 

Routing/Transit # Account # 

Bank Address (City, State, Zip) 

 

□ CREDIT CARD (Visa, Mastercard, American Express, Discover) 
Name on Card Card Account Number 

Credit Card Type (Please Circle One) 

Visa     Mastercard     American Express     Discover 
 

Card Expiration Date 

Billing Address 

 
AUTHORIZATION TO THE YMCA:  I have given my authority to the above named bank/credit card company to honor 
preauthorized EFT/credit card charge drawn by the YMCA of Centre County on my account for program payments as indicated 
above.  It is understood that the YMCA’s transmission of a preauthorized draft to the bank or credit card, as payment 
becomes due, shall constitute a valid notice of such payment due on the above named activity.  When the bank honors the 

draft by charging my account, such draft shall constitute my receipt for the payment.  Should any preauthorized draft not be 

honored by said bank when received by them, then it is understood that an additional service fee of $25 will be applied to my 
YMCA account in addition to any service charges that your bank may charge.  EFT/Credit Card is a continuous plan for the 
program indicated above.  I understand the drafts will remain in effect until I initiate its termination by giving the YMCA a 
written notice 30 days prior to my next scheduled withdrawal date.  Failure to give 30 day written termination notice will 
result in the next scheduled draft being non-refundable.  I understand that after 2 unpaid drafts the YMCA will immediately 
terminate my/my dependent(s) participation in the above program(s) until I have brought all payments up to date.  I 

understand that after two unpaid drafts, the YMCA will immediately terminate my child’s participation in the program until I 
have brought all payments up to date. 
 
ACKNOWLEDGEMENT:  By signing below I acknowledge the terms stated above. 
 
______________________________________________________  ____________________________ 

Authorized Signature         Date 
 
______________________________________________________ 
Printed Name 




