BEC

Belton Christian Youth Center

Christ Centerad + Missinn Driven

BCYC After-School Application Form

Student Name Date of Birth Grade Starting | School Campus

Parent Name:

Phone Number:
Email Address:

Please complete and return this application to:
Belton Christian Youth Center
505 E Avenue C
Belton, TX, 76513
(254) 939-5759

Email: Kidron@beltonyouth.com

COMPLETION OF THIS APPLICATION DOES NOT GUARANTEE ACCEPTANCE FOR SUMMER CAMP

FOR BCYC STAFF USE ONLY
Accepted Waitlist

Completed Admissions Packet Brightwheel Release Forms


mailto:Kidron@beltonyouth.com
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§ Health and Human

Services Admission Information

Use this form to collect all required information about a child enrolling in day care.

Directions: The day care provider gives this form to the child’s parent or guardian. The parent or guardian completes the form in its entirety and
returns it to the day care provider before the child's first day of enroliment. The day care provider keeps the form on file at the child care facility.

General Information
Operation’'s Name: Director's Name:

Child's Full Name: Child's Date of Birth: Child Lives With?

OBoth parents OMom (ODad () Guardian
Child's Home Address: Date of Admission: Date of Withdrawal:
Name of Parent or Guardian Completing Form: Address of Parent or Guardian (if different from the child's):

List phone numbers below where parents or guardian may be reached while child is in care.

Parent 1 Phone No.: Parent 2 Phone No.: Guardian's Phone No.: Custody Documents on File?
O Yes O No

In case of an emergency, call:

Name of Emergency Contact: Relationship: Area Code and Phone No.:

Address:

| authorize the child care operation to release my child to leave the child care operation ONLY with the following persons. Please list name and
photrJe numbefar for each. Children will only be released to a parent or guardian or to a person designated by the parent or guardian after
verification of ID.

Name: Area Code and Phone No.:

Name: Area Code and Phone No.:

Name: Area Code and Phone No.:
O O O

1. Transportation:

I give consent for my child to be transported and supervised by the operation’s employees (Check all that apply).

(] for emergency care [ ] on field trips  []to and from home [ ] to and from school

2. Field Trips:

QO | give consent for my child to participate in field trips. (O I do not give consent for my child to participate in field trips.
Comments:
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3. Water Activities:

I give consent for my child to participate in the following water activities (Check all that apply).

[[] water table play  [] sprinkler play [] splashing or wading pools [] swimming pools [ ] aquatic playgrounds

Is your child able to swim without assistance: O Yes (O No If no, what type of assistance is needed:

4. Receipt of Written Operationa! Policies:

I acknowledge receipt of the facility's operational policies, including those for (Check all that apply).

(] Discipline and guidance (] Procedures for release of children

(] Suspension and expulsion (] liness and exclusion criteria

[_] Emergency plans [] Procedures for dispensing medications
[C] Procedures for conducting health checks [] Immunization requirements for children
(] safe sleep [] Meals and food service practices

[] Procedures for parents to discuss concerns with the director (] Procedures to visit the center without securing prior approval

Promotion of indoor and outdoor physical activity including i ; ;
O criteria for extreme weather conditions [ Procedures for supporting inclusive services
0 Procedures for parents to contact Child Care Licensing (CCL), DFPS,

[] Procedures for parents to participate in operation activities Child Abuse Hotline, and CCL website

5. Meals:

| understand that the following meals will be served to my chiid while in care (Check all that apply):

[ None []Breakfast []Morningsnack [JLunch [] Afternoon snack (] Supper  [] Evening snack

6. Days and Times in Care:

My child is normally in care on the following days and times:

Day of the Week AM. P.M.

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday
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Child’s Special Care Needs (check all that apply)

[] Environmentat allergies [ Limitations or restrictions on child's activities

(] Food intolerances [] Reasonable accommodations or modifications

[ Existing illness (] Adaptive equipment (include instructions below)

(] Previous serious illness (] Symptoms or indications of complications

(] Injuries and hospitalizations (past 12 months) (] Medications prescribed for continuous long-term use
[] Other:

Explain any needs selected above:

Does your child have diagnosed food allergies? (OYes (ONo  Food Allergy Emergency Plan Submitted Date:

Child day care operations are public accommodations under the Americans with Disabilities Act (ADA), Title lil. To learn more, visit https://
www .ada.gov/resources/child-care-centers/. If you believe that such an operation may be practicing discrimination in violation of Title , You
may call ﬂ'sle ADA Tnformation Line at (800) 514-0301 (voice) or (800) 514-0383 (TTY).

Signature — Parent or Legal Guardian Date Signed

School Age Children

My child attends the following school: School Area Code and Phone No.:

My child has permission to (check all that apply):

(] walk to or from school or home [Jride abus [] be released to the care of his or her sibling under 18 years old
Authorized pick up or drop off locations other than the child’s address:

[] Child's required immunizations, vision and hearing screening, and TB screening are current and on file at their school.

Authorization For Emergency Medical Attention

In the event | cannot be reached to arrange for emergency medical care, | authorize the person in charge to take my child to:
Name of Physician Address Phone No.

Name of Emergency Care Facility Address Phone No.

I give consent for the facility to secure any and all necessary emergency medical care for my child.

Signature — Parent or Legal Guardian Date Signed




Child Pick-Up Form

Student Name:

Please list the names of people who may pick up your child. Please include name, phone number
and relationship. These will also be used as emergency contacts.

Name: Phone #:
Relationship:
Name: Phone #:
Relationship:
Name: Phone #:
Relationship:
Name: Phone #:
Relationship:
Name: Phone #:
Relationship:

Please try to keep this form current and let us know of any changes ASAP. Please let us know
the morning of or by phone if someone other than the ones listed will be picking up your child.
We will not release the child to someone who is not on the list unless we have been authorized
by a parent. The person picking up MUST be 18 years of age or older and have identification
when picking up.

Parent/Guardian Printed Name:

Parent/Guardian Signature: Date:




Photo Release Form

I hereby give Belton Christian Youth Center the right and permission to publish without
charge, photographs taken of my child during After-School activities and events. The
photographs may be used in whole or in part and may be used in publications and in audio-
visual presentations, promotional literature and materials, website promotions, online social
communities, or in other similar ways.

Please circle one: Yes No

Student Name:

Parent/Guardian Printed Name:

Parent/Guardian Signature: Date:

Parent Handbook Acknowledgement

I acknowledge that I have read and understand the Parent Handbook/Operational Policies
posted on the BCYC website (www.beltonyouth.com). I also understand I have the right to

discuss anything in the handbook with the appropriate BCYC staff member.

Student Name:

Parent/Guardian Printed Name:

Parent/Guardian Signature: Date:



http://www.beltonyouth.com/

Food Allergy Information
“Severe food allergy” means a dangerous or life-threatening reaction of the human body to a
tood-borne allergen introduced by inhalation, ingestions, or skin contact that requires

immediate medical attention.

Please list any food to which your child is allergic or severely allergic, as well as the nature of
your child’s allergic reaction to the food.

|:| No food allergy to report

Food: Nature of allergic reaction to the food:

Student Name:

Parent/Guardian Printed Name:

Parent/Guardian Signature: Date:




After-School Program Payment Agreement

Monthly tuition for the After-School Program is $175.00 (additional students in the family will
be subject to the sibling rate of $160.00 a month each) and is due on the 15t of each month.
Monthly tuition for students that attend the Nolan Creek Charter school is $145.00 a month,
with a sibling rate of $130.00 per each additional child. This payment is also due on the first of
each month. The registration fee for students that attend our program is a non-refundable
amount of $75.00. Payment plans are available to families of multiple children only on a twice a
month basis with % due on the 1st and % due on the 15 of each month.

Any outstanding payments that have not been made by the agreed date will be subject to a
$15.00 late fee on the 5™ of each month. Failure to pay your balance by the end of business on
the 5™ day can result in loss of childcare. Childcare may not resume until the outstanding
balance is paid in full.

It is your responsibility to stay up to date with you account. If you have any questions about
payments, please call Aubry Patterson at the BCYC office (254-939-5759) during office hours of
10 to 6, Monday through Friday or by email: aubry@beltonyouth.com

Student Name:

Parent/Guardian Printed Name:

Parent/Guardian Signature: Date:



mailto:aubry@beltonyouth.com

N/ .
«w ) FP Assistance

Feeding the Future

Enroliment Form

Center Name: Site Code:
Child's Name: Date of Birth: / /
Admission date: / / Withdrawal Date: / / Classroom:

1. Circle the days that your child will normally attend the center:

Mon Tue Wed Thu Fri Sat Sun
2. Circle the meals normally served to your child in the center:
Breakfast ~AM Snack Lunch PM Snack Supper Evening Snack

3. What hours will your child normally be in the center:

to

4. Participant's ethnic and racial identities
Ethnicity (choose one ethnic identity):
[ Hispanic or Latino  [] Not Hispanic or Latino
Race: (choose one or more racial identities):
[ Asian [ American Indian or Alaska Native
[0 White O Native Hawaiian or Other Pacific Islander
[ Black or African American

Parent Signature Date of Signature Day Time Phone Number
1) ( ) -
2) ( ) -
3) ( ) -
4) ( ) -

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is
prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or
reprisal or retaliation for prior civil rights activity.

Updated 6-2022 F R P



CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Part 1. All Household Members

Name of Enrolled Child(ren):

CHECK IF A FOSTER CHILD (THE

LEGAL RESPONSIBILITY OF A

WELFARE AGENCY OR COURT)

*|F ALL CHILDREN LISTED BELOW
Names of all household members ARE FOSTER CHILDREN, SKIP TO CHECK
(First, Middle Initial, Last) PART 5 TO SIGN THIS FORM. IF NO INCOME

O O

L] L]

O O

] ]

O O

L] L]

O O

Part 2. Benefits: If any member ofyour householdreceives SNAP, TANF, or FDPIR, provide the name and eligibility number for the
person who receives benefits. If no one receives these benefits, skip to part 3.

NAME: ELIGIBILITY NUMBER:

Part 3. (Applies only to parents/guardians with children enrolled in a day care home) If any member of your household receives
benefits listed on the enclosed List of Eligible Federal/State Funded Programs (H1660), provide the name ofthe programand eligibility
number: NAME: ELIGIBILITY NUMBER:

Check here ifno eligibility number []

Part 4. Total Household Gross Income—You must tell us how much and how often

B. Gross income and how often it was received
Note: Self-employed reportincome after expensesin box 1
A. Name 1. Earnings fromwork [ 2. Welfare, child support, [3. Pensions, retirement, |4. All Otherincome
(Listonly household members with |before deductions alimony Social Security, SSI, VA
income) benefits
(Example) , .
Jane Smith $200/weekly $150/twice a month $100/monthly $200/bi-monthly
$ / $ / $ / $ /
$ $_ /1 $_ /1 $
$ $_ /1 $_ /1 $
$ / S 1 S 1 $__ /I
$ / $ / $ / $ /

Part 5. Signature and Last Four Digits of Social Security Number (Adult must sign)
An adulthousehold member must sign this form. If Part 4 is completed, the adult signing the form must also list the last four digits

of his or her Social Security Number or mark the “l do not have a Social Security Number” box. (See Privacy Act Statement on the
nextpage.)

| certify that all information on this form is true and that all income is reported. | understand that the center or day care home will get
Federal funds based on the information I give. | understand that CACFP officials may verify the information. | understand that if |
purposely give false information, the participant receiving meals may lose the meal benefits, and | may be prosecuted.

Sign here: Printname:
Date:
Address: Phone Number:
City: State: Zip Code:
Last four digits of Social Security Number: _* * *- * *. Q1 donothavea Social Security Number
July 2022 CACFP Meal Benefit Income Eligibility

Child Care Form
Page 1




CACFP MEAL BENEFIT INCOME ELIGIBILITY FORM (Child Care)

Part 6. Participant’s ethnic and racial identities (optional)

Mark one ethnic identity: Mark one or more racial identities:

[ Hispanic or Latino O Asian O American Indian or Alaska Native

[ Not Hispanicor Latino Owhite O Native Hawaiian or Other Pacific Islander
] Black or African American

Part 7. Sharing Information With Other Programs: OPTIONAL
The aboveinformation may be disclosed forthe purpose of enrolling children inthe Children’s Health Insurance Program (CHIP).
Parents/guardians are notrequired to consentto such disclosure and electing notto allow disclosure will not adversely affecta child’s

eligibility.
[0 1 doelect to allow my household information to be disclosed.

[ 1 donot elect to allow my household information to be disclosed.

Don'’t fill out this part. This is for official use only.

Annual Income Conversion: Weekly x 52, Every 2 Weeks x 26, Twice A Month x 24, Monthly x 12

Total Income: Per: O Week, O Every 2 Weeks, d Twice A Month, d Month, Q Year Household size:
Categorical Eligibility: _ Date Withdrawn: Eligibility: Free_ Reduced___ Denied__ Tierl___ Tierll____
Reason:

Determining Official’s Signature: Date:

Confirming Official’s Signature: Date:

Follow-up Official's Signature: Date:

Privacy Act Statement:

The Richard B. Russell National School Lunch Actrequires the information on this application. Youdo nothave to give theinformation, but
if youdo not, we cannotapprove the participantfor free orreduced price meals. You must include the lastfour digits ofthe Social Security
Number of the adult household member who signs the application. The Social Security Number is notrequired when youapply on behalfof
a foster child or youlista Supplemental Nutrition Assistance Program (SNAP), Temporary Assistance for Needy Families (TANF) Program
or Food Distribution Program on Indian Reservations (FDPIR) eligibility number for the participantor other (FDPIR) identifier or when you
indicate thatthe adulthousehold member signingthe application does nothave a Social Security Number. We will use yourinformation to
determineif the participantis eligible for free or reduced price meals, and for administration and enforcementofthe Program.

Non-discrimination Statement:

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is
prohibited fromdiscriminating on the basis ofrace, color, national origin, sex (including gender identity and sexual orientation), disability,
age, orreprisal orretaliation for prior civil rights activity.

Programinformation may be made available in languages other than English. Persons with disabilities who require alternative means of
communication to obtain programinformation (e.g., Braille, large print, audiotape, American Sign Language), should contactthe
responsible state or local agency thatadministers the program or USDA’s TARGET Center at (202) 720-2600 (voiceand TTY) or contact
USDA through the Federal Relay Service at (800) 877-8339.

To file a programdiscrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint
Formwhich can be obtained online at: https://www.usda.gov/sites/d efault/files/documents/USDA-OASCR%20P-Complaint-Form-0508-
0002-508-11-28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing aletter addressed to USDA. The letter
must contain the complainant’s name, address, telephone number, and a written description ofthe alleged discriminatory action in sufficient
detail to informthe Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed
AD-3027 formor letter must be submitted to USDA by:

(1) mail: U.S. Department of Agriculture (2) fax: (833) 256-1665 or (202) 690-7442; or (3) email: program.intake@usda.gov.
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410; or

This institutionis an equal opportunity provider.

July 2022 CACFP Meal Benefit Income Eligibility
Child Care Form
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