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MYAP Enrollment Form
Student Name: Class; Date:
Home Address:
Parent Name: Contact #

E-mail Address:

School Name:

*** An enrollment form must be filled out for each child***

Emergency Contact Information

Name: Ceil #
Name: Cell #
Dismissal Information
Name: Relation: Cell #
Name: Relation: Cell #

I release MYAP Inc. and or anyone whom is affiliated with MY AP Inc. from any and all liabilities that may oceur. I fully and
completely understand that at no time can or will MYAP Inc. and or its affiliates be personally or professionally held accountable or
responsible at any time. I fully understand that my child and or my participation in or at MYAP Inc. events or anything affiliated with
MYAP Inc. will always be at my or my child’s own risk. I also understand that there are no refinds of any kind. I consent to pay the
full amount that I agreed upon when I signed this contract for my child to participate in MY AP Inc. I grant permission to MY AP Inc.
the right to use photographs and videos of my child in advertising materials. We reserve the right to remove your child from the
program if your child behaves in a disrespectful manor. If a student receives (3) three warnings due to inappropriate behavior your
child will be expelled with no refunds. There will be absolutely no refunds if you decide that he or she will no longer participate.

I AGREE TO THE TERMS OF ENROLLMENT AND AM RESPONABLE FOR MONTHLY PAYMENTS
DUE ON THE 1°T OF EVERY MONTH. THERE ARE NO CREDITS OR REFUNDS FOR ANY REASON.

Parent Signature: Date:
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Child’s Fuli Name: Date of Birth: Gender:
Preferred Narme/Nickname: ! !
Child’s Home Addreass:
Name of Person Enrolfing Child: Relationship to Chiid:
(] Parent [] Guardian [ Caretaker [ Relative
[ Other
Phone Number(s) of Person Enroliing Child: Address of Person Enrolling Chiid (f different than child):
( ) ~ [ ok to text
Email Address:
EMERGENCY CONTACT NAMES / ADDRESSES i‘:g:_‘;:%e; PRIMARY PHONE NUMBER OTHER PHONE NUMBER f EMAIL
Primary Contact: [ Yes
O
i1
£ [INo [ ok to text [T ok to text
o
Z [1yes
o
& LINo [ ok to text [T ok to text
g .
W [ ¥es
[1No [ ok to text (3 ok to text
For Program Use Only For Program Use Only
Date of Enrollment: ! { Date of Disenroliment: / /
OCFS-1DSS-0792 (10/2018) REVERSE
Child’s Full Name: Date of Birth:
/ /
Check boxes below to indicate if your child has any special needs/services: [_1 None

L[] Early Intervention/Special Education [] Occupational Therapy [ Speech/Language [ Physical Therapy
[} adiergies (list)

[] Other
Please provide information here AND discuss with your child care provider:
Child’s Primary Care Physician’s Name/ Group: Fheone Number:
( ) -
Preferred Mospital: Phone Nurmber:
( ) -
Child’s Dentai Care: Phone Number:
( ) -
Child health insurance information is availabie by calling toll-free 1-800-698-4543 or
the NYS Health Marketplace website; https.//nvstatecthealth.ny.gov/
AGREEMENTS
s ! consent to emergency medical treatment for my child.. ... e Clves CINo
e | consent for my child to take part in neighborhood trips (i.e., library, park and ptayground) away from the program
UNGET PFOPET SUPEIVISION. .. ...\ ottt e oo te e e et et e ee et ee e e e e e e et e e e [Iyes CINo
e | understand the program may need additional permissions for situations such as transportation, medication,
release of information, and fiedd tips....voeeveeeeees e, e e mar e e et e e e e e rae e e ea e rr e [lyes [ONo
e | provided information on my child's special needs to the program tc assistin caring formy child................................ [IYes [No
= | understand the program must give parents, af the time of enroliment of a child, a written policy statement as
FEqUIred by TRGUIBHON. ... ettt e e e e e e e e e LiYes [INo
= | agree 1o review and update this information whenever a change occurs and at least once BVEIY YO&[...vve e eaeenenn [1Yes [INo
SIGNATURE — PARENT OR PERSON{S) LEGALLY RESPONSIBLE: DATE: :




