
 

Dear Parent/Guardian, 

Thank you for your interest in our Summer Camp! We are excited to announce that the camp 
will run from June 9th to August 15th, with hours of operation from 6:30 AM to 6:00 PM. 

This year, we are simplifying our offerings by moving to a single rate, which now includes field 
trips. We will no longer offer the three-day or five-day options, and there will be no separate 
charges for before- and after-camp care. Instead, we are introducing a flat fee for the full camp 
experience. 

Early bird registration will be available from March 1st to April 12th. To qualify for the early 
bird rate, you must be a private pay customer. Registration will require full payment for the first 
week of camp, as well as an additional $10 per week for each week your child will attend. 

Attached is the registration packet, which must be filled out completely. Emergency contacts and 
approved pick-ups must include addresses. Before your child can attend camp, we also require a 
current health assessment and updated shot records. 

Thank you for choosing our program. We look forward to an exciting summer with your child! 

Sincerely, 
Stacy Wallick 
Director of Childcare 

 
Bloomsburg Area YMCA 
30 East 7th Street 
Bloomsburg, PA 17815 
570-784-0188 
www.bloomsburgy.org 
Serving Columbia and Montour Counties 

 

 

 

 

 



The Bloomsburg Area YMCA

Summer Camp 
Parental Consent Form

Please initial the items you give consent

Child’s Name:____________________________________

I understand that in case of an emergency, childcare staff will make every effort to reach me,
or the emergency person designated by me. In case of life-threatening accident or illness.
When none of the above-mentioned people can be contacted, childcare staff has permission to
secure emergency medical care for my child. The child will be taken to the emergency room if
deemed necessary. I understand that if my child is injured while under childcare supervision,
my family’s medical insurance or medical card will be billed.

______

I would like my child to be taken to Geisinger Danville or Geisinger Bloomsburg in case of
an emergency. (Circle your preference)

______

Administer medication prescription and non-prescription medication. (Must have a current
written instructions from a Physician for each medication.)

______

Administer minor First Aid (ice packs, wash scrapes/cuts, apply band aid)______

Application of: _______ sunscreen (SPF 15 or higher    ______ insect repellent (W/ Deet)______

Field trips away from the facility, including neighborhood walks______

Photos and video taping for classroom use______

Photos and video taping for publicity (social media and Website)______

Parent’s Signature_________________________________            Date________________

Watch G/PG rated movies/tv shows______

Serving Columbia & Montour Counties

______  Swimming at the pool (Kiddie Camp will use the Baby Pool)

Please initial swimming level: ______ Beginner  ______ Intermediate  ______ Advanced

Please initial what area of the pool your child may use:

______ Transportation by the facility for field trips. Are there any instructions for special care while
the child is being transported by the facility (motion sickness, seizures, ect.)?
__________________________________________________________________________

______ Low end only ______ Middle Pool(No Diving) ______ Entire Pool(with Diving)



The Bloomsburg Area YMCA

Y-Care Enrollment Form

School Currently Attending:____________________________ Current Grade:___________

Child’s Name:______________________________________ Birthdate:_______________

Parent/Guardian:______________________________ Phone:__________________________

30 East 7th St. Bloomsburg, PA 17815
The Bloomsburg Area YMCA

Home Address:__________________________________________________________________

Email Address:__________________________________________________________________

Street City

Zip
Employer:____________________________________ Work Phone:_____________________

Address:______________________________________________________________
Street City Zip

Parent/Guardian:______________________________ Phone:__________________________

Home Address:__________________________________________________________________

Email Address:__________________________________________________________________

Street City

Employer:____________________________________ Work Phone:_____________________

Address:______________________________________________________________
Street City

Serving Columbia & Montour Counties



Emergency Contacts

Name:__________________________________________ Phone:____________________

Address:______________________________________________________________
Street City

Name:__________________________________________ Phone:____________________

Address:______________________________________________________________
Street City

Name:__________________________________________ Phone:____________________

Address:______________________________________________________________
Street City

Approved Pick-ups

Name:__________________________________________ Phone:____________________

Address:______________________________________________________________
Street City

Name:__________________________________________ Phone:____________________

Address:______________________________________________________________
Street City

Child’s Doctor:_____________________________________

Doctor’s Address:_______________________________________________________________
Street City

Insurance Carrier:_______________________________________________________________

Policy Number:_________________________________________________________________

Chronic Conditions/Allergies:_____________________________________________________

____________________________________________________________________________

Medical Restrictions/Special Needs:________________________________________________

____________________________________________________________________________
Does your child have an IEP (Individualized Education Plan)

Yes No

Phone:____________________



June 9th-13th July 14th-18th

June 16th-20th July 21st-25th

June 23rd-27th July 28th-August 1st

June 30th-July 4th August 4th-8th

July 7th-11th August 11th-15th

Hours Care is needed:___________       to     ____________ 

Start Date:_________________

Care is needed: Monday Tuesday Wednesday Thursday Friday

Week care is needed (Mark with an X):

Child’s Special Interests:_________________________________________________________

_____________________________________________________________________________

Please provide any additional information about you child:_______________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________



Early Bird (March 1st-April 12):
$175

Early Bird (March 1st-April 12):
$195

After Early Bird: $200 After Early Bird: $225

Schedule/Payment

Private Pay $________ per week ELRC Co-Pay $_______ per week

Registration Fee: $25.00

Method of Payment Credit Card Bank Draft

Member Non-Member

Payment Schedule:
Payments will be processed on Friday each week.

Payment Methods:

Accepted payment methods are credit card or Bank account set up on autopay
through Brightwheel.

Refund Policy:
No refunds will be issued for absences or holidays.

Additional Fees:

Registration Fee: $25.00 (non-refundable)
Late Pick-up Fee:$5.00 per every 5 minutes late

Acknowledgement:

By signing below, I acknowledge that I have read, understand and agree to the terms and
conditions outlined in this agreement and the parent handbook that I received.

Parent/Guardian Signature:

____________________________________________        Date:________________

Childcare Provider Signature:

____________________________________________        Date:________________

The Bloomsburg Area YMCA
30 E. 7th St.
Bloomsburg, Pa. 17815
570-784-0188











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 
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