
      

Welcome! 

 

We look forward to having your family join us in the Ann Arbor YMCA School Age Child Care 

Program!   

 

On your child’s first day, please make sure the following items are labeled in permanent marker 

with your child’s name: 

 

 Reusable lunch box & containers. 

 A swimsuit & goggles. 

 Coats, hats, boots, mittens, etc. 

 A change of clothes to keep at the YMCA for accidents, etc., which may be appropriate for 

kindergartners. 

 

Your family’s door code to enter our facility is for your family only.  Please do not give this 

number out.  If someone other than a parent or guardian is picking up/dropping off, please have 

them ring the doorbell.  The Child Care Director will provide you with a door code. 

 

We look forward to getting to know you and your family!  Please let us know if there is anything 

you would like us to know about your child or your family.   

 

Thank you, 

 

  

   

      

 

 
 

Sarah Kim 

Early Childhood Center Director 

734.661.8058 

skim@annarborymca.org 

    
Terese Theophilus 

SACC Lead Teacher 

Half Day Pre-K Lead Teacher 

734.661.8013 

ttheophilus@annarborymca.org 



     

 
 

 

 

 

 

Ann Arbor YMCA School Age Child Care Regist rat ion Form  

2 0 1 4 - 2 0 1 5  School Year 

 

Child’s Nam e: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Start  Date_ _ _ _ _ _ _ _ _ _ _ _ _ _  

Date of Birth: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _     Gender:  M    F 

School_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _    Grade 2 0 1 4 - 2 0 1 5 _ _ _ _ _ _ _  

Custodial Parent / Guardian Nam e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Hom e Phone Num ber: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  W ork Phone Num ber: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Em ail:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Cell Phone Num ber:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Secondary Parent / Guardian Nam e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Hom e Phone Num ber: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  W ork Phone Num ber: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Em ail:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Cell Phone Num ber:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Child’s Address: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  City: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Zip: _ _ _ _ _ _ _ _  

TUI TI ON PAYMENT METHOD: 

I  plan to pay m y fees using the following method:  
 

 
AUTOMATI C MONTHLY PAYMENT _ _ _  

 

This can be done by credit  card or draft  from 
your checking account .  Autom at ic paym ents 
will be processed on the 20 th of each month 
for the following month’s tuit ion.  A current  
draft  authorizat ion form  with up to date 
account  or credit  card inform at ion m ust  be on 
file with the Ann Arbor YMCA ECC.   

ON LI NE EDGE PAYMENT _ _ _  

 
I f you choose this opt ion you will receive a 
monthly billing statement  each month prior to 
the 20 th.  Your payment  will be due on the 20 th 
of each month for the following month’s tuit ion.  
Log into your On Line Edge account  and 

pay your Child Care balance.  Paym ents 
received after the last  day of the month will be 
assessed a $25 late fee.   

W e accept  publicly funded childcare subsidies.  I f  you are on DHS, a  current  DHS- 1 9 8  Form  

m ust  be on file  nam ing the YMCA as care provider.  I f  you receive funds from  Child Care 

Netw ork, a  current  contract  needs to be on file  nam ing the YMCA as care provider.  See the 
Parent  Handbook or call our office for more informat ion on these services. 
 
The registrat ion process is not  com plete unt il your regist rat ion and deposit  fees are paid 

and the follow ing form s are com pleted and returned to the Ann Arbor YMCA: 

___ Regist rat ion Form     ___ Tuit ion Policy Agreement  
___ Child I nformat ion Record  ___ Perm ission Form   
___ Parent  Handbook Acknowledgement    

 

ATTENDANCE SCHEDULE:  

Monday _ _ _ _  Tuesday _ _ _ _  W ednesday _ _ _ _  Thursday _ _ _ _  Friday _ _ _ _  

 
 
Regist rat ion Fee Enclosed ($50)  _____ Deposit  Enclosed ($100)  _____ 



 

 

Ann Arbor YMCA 

School Age Child Care Tuit ion Rates 

Septem ber 2 0 1 4  -  June 2 0 1 5  
 

After School Program  
Monday-Friday 3: 00pm to 6: 00pm 

         

Monthly Fees 

 

 

 

 

 

 

 

 

Regist rat ion I nform at ion: $150 will hold your child’s place for the fall,  which includes a $50 non-
refundable regist rat ion fee and $100 deposit .  Payment  can be made by signing up for credit  card or bank 
draft  automat ic paym ents or using the online self pay opt ion through your YMCA account  with On Line 
Edge. 
 
Annual fees are divided into 9 m onthly payments, and are due by the 20 th of each m onth for the following 
m onth’s tuit ion. Paym ents are late on the 1st and a $25.00 late fee will be assessed ($25 lim it  per fam ily, 
per month) .  I f payment  arrangements are not  made by the by the 1st care will be term inated.  I f paym ent  
is not  made in full by the 8 th care will be term inated. 
 
The first  paym ent  for the 2014-2015 school year program s is due August  20 th,  2014 the final paym ent  of 
the school year is due April 20 th,  2015.     
 
No School Days and Break Cam p and Snow  Days.  Regist rat ion is required for a ll no school days, 

break cam ps and snow  days. Regist rat ion opens one m onth prior  to the scheduled day( s)  off.   

 
 Break Cam ps are $50/ day for Mem bers and $55/ day for Non-Members.  Break cam p regist rat ion 

can be done on line or through the front  desk* . Pre- registrat ion is required .  
 No School Days (AAPS I n-Service Days)  are free to those enrolled in School Age Child Care.  

Regist rat ion can be done on line or through the front  desk* .  Pre- regist rat ion is required .  
 Snow Days are $28 for children enrolled in SACC, $40 for YMCA m em bers and $45 for non-

m em bers.  You m ay register by calling the front  desk beginning at  7: 00am  the day of the snow day 
at  (734)  996-9622.  Pre- regist rat ion is required .  

* Previously email regist rat ion was also available for these programs, in order to offer you a more 
efficient  regist rat ion process all regist rat ions for these programs will be done on line or through the 
front  desk. 

 
Ann Arbor YMCA  400 W. Washington St reet  Ann Arbor, MI  48103  (734)  996-YMCA  fax (734)  661-8011 

Full Tim e (5 days a week)      $365 Mem ber, $414 Non-Mem ber 
Part  Tim e (4 days a week)      $354 Mem ber, $402 Non-Mem ber 
Part  Tim e (3 days a week)      $252 Mem ber, $286 Non-Mem ber 
Part  Tim e (2 days a week)      $177 Mem ber, $200 Non-Mem ber  



 

Ann Arbor YMCA Child Care Tuit ion Policies 

 
BI LLI NG AND REGI STRATI ON FEES:  There is a non–refundable $50 regist rat ion fee and $100 
deposit .  The $100 deposit  will be credited to your last  month’s tuit ion should you withdraw from  
the program  with 30 days writ ten not ice pr ior to the first  day of the m onth in which your child has 
their last  day.  The annual tuit ion has been divided into equal monthly payments. Payment  
opt ions include automat ic payment  through credit  card or bank draft .  Paym ent  can be m ade by 
signing up for credit  card or bank draft  autom at ic paym ents or using your On Line Edge account  to 
pay your child care balance. 
 
BI LLI NG LATE FEES:  I  understand that  my child’s tuit ion is by the 1st of every m onth.  I f payment  
is not  received by the 1st,  I  will be charged a $25 late fee per fam ily.  I f payment  arrangements 
are not  made by the by the 1st care will be term inated.  I f payment  is not  made in full by the 8 th 
care will be term inated. 
 
LATE PICK-UP FEE:  I  understand that  I  will be billed $10 for and up unt il the first  10 m inutes that  
I  am  late to pick-up my child and $1 every m inute thereafter. 
 
WI THDRAWAL FROM THE PROGRAM:  I  understand that  in order to withdraw m y child from  the 
program in which he/ she is enrolled and to have the deposit  returned to m e, I  m ust  provide 
writ ten not ice of m y intent  to with draw m y child.  Writ ten not ice m ust  be provided to the Child 
Care Director 30 days prior to the first  day of the month in which your child has their last  day. At  
that  t im e, m y deposit  will be deducted from  m y final m onth’s payment  by Childcare Office. 

 
SI CK DAYS AND HOLIDAYS:  I  understand that  I  will not  be credited for sick days, unless my child 
has an extended illness. I n the case that  your child has an extended illness please contact  
Childcare Director to discuss your child’s illness related absences and the possibilit y of a reduced 
payment  in accordance with the length of their illness.  Holidays are already factored into to my 
child’s monthly tuit ion rate. 
 
I  have read and agree to the Ann Arbor YMCA Child Care Program Tuit ion Plan and Policies 
including payment  of all f inancial obligat ions. 
 
CHI LD’S NAME:   _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 
PARENT’S NAME:   _______________________________________ 
 
PARENT’S SI GNATURE:   __________________________________ 
 
DATE:   ___________________  

 
 
 
 
 

 
 
 
 
 

Ann Arbor YMCA  400 W. Washington St reet  Ann Arbor, MI  48103  (734)  996-YMCA  fax (734)  661-8011 



  

 

 

 

 

 Ann Arbor YMCA – Child Care Services 
Monthly Autom at ic Paym ent  Agreem ent  

 

 

 

Child( ren)  Nam e(s) :  __________________________________________________________ 
School/ Child Care Site Name:  ___________________________________________________ 
Name(s)  of Parent (s) / Guardian(s) :  _______________________________________________ 
Mailing Address:  ______________________________________________________________ 
City:  __________________________ MI    Zip:  ___________ Phone:  
_____________________ 
Am ount  of Child Care Fee:  $__________________ per month 

_________________________________________________________________________________ 
AGREEMENT: 

1. The Ann Arbor YMCA m onthly debit  is a cont inuous paym ent  plan and will be processed on the 2 0 th of each 

m onth .   I  understand that  this plan will rem ain in effect  unt il I  wish to term inate my YMCA Child Care or unt il 
the end of the school year (school-age care only) . 

2. I  author ize the Ann Arbor YMCA to draft  m y account  for any late pick-up charges which I  m ay incur while 
part icipat ing in the Child Care program s. 

3. I t  is to m y com plete understanding that  if I  wish to term inate or change m y child care in any way, I  m ust  give 
the Ann Arbor YMCA Child Care Office 30-DAYS WRI TTEN NOTICE pr ior to m y next  debit  date.  I f proper not ice 
is not  received, I  will be held responsible for  tuit ion regardless of whether or not  m y child at tends the Ann 
Arbor YMCA Child Care program . 

4. Should any debit  not  be honored by m y bank/ credit  card com pany for any reason, I  understand that  I  am  st ill 
responsible for  the payment , plus a $20.00 service charge applied by the YMCA.  This is in addit ion to any 
service fee m y bank/ credit  card com pany m ay require. 

 
      Ann Arbor YMCA Staff Signature:  ______________________________    Date: _______ 

 

CREDI T CARD DRAFT: 

Credit  Card Type (please circle) :   VI SA  MASTERCARD  DI SCOVER 

Name of Cardholder (as it  appears on the card) : ________________________________________ 

Card Number:  ______-______-______-______ Exp. Date of Card:  ___________ 

I  (we)  hereby author ize the Ann Arbor YMCA to debit  the above credit  card on the date and for the amount  
indicated each m onth for m y child care services. 

____________________________________________     ____________  
Card Holder’s Signature      Date 

BANK DRAFT: 

Depository Name (Bank) :  _______________________________ Account  Number:  

________________________ Rout ing/ Transit  Number:  ____________________________ 

Nam e(s)  on Account  (please print ) :  

_______________________________________________________________ 

I  (we)  authorize the Ann Arbor YMCA to init iate debit  ent r ies to my/ our account  on the date and for 
the am ount  indicated each m onth for m y child care services.  Please provide the Ann Arbor YMCA 
with a check m arked VOI D. 
___________________________________   ___________________________________      _______________   

Authorizing Signature(s)          Date 
 

            



CHILD INFORMATION RECORD
State of Michigan Department of Human Services - Bureau of Children and Adult Licensing

Instructions: Unless otherwise indicated, all requested information must be provided. If the information is not known or does not apply, 
“unknown” or “none” is the required response. A blank fi eld, a line through a fi eld or “N/A” are not acceptable responses.

For Provider 
Use Only:

Date of Admission Date of Discharge

Name of Child (Last, First, Middle Initial) Child’s Date of Birth

Address (Number and Street, Building/Apartment Number) City State Zip Code

Father/Legal Guardian’s Name Home Phone

(        )

Mother/Legal Guardian’s Name Home Phone

(        )

Home Address (if not child’s address) Cell Phone

(        )

Home Address (if not child’s address) Cell Phone

(        )

City State Zip Code City State Zip Code

Email Address (optional) Email Address (optional)

Employer Name Work Phone

(         )

Employer Name Work Phone

(        )

Name of Child’s Physician or Health Clinic Physician’s or Health Clinic’s Phone Number
(        )

Hospital Preferred for Emergency Treatment (optional)

Allergies, Special Needs and Special Instructions (Attach additional sheets, if necessary.)

BCAL-3731 (Rev. 7-12) Previous editions 9-09, 3-08, 10-07, & 1-06 may be used until 12/31/13.     See Reverse Side

Emergency Contact & Release of Child: List all individuals,including parents/legal guardians, in order of preference, to be contacted in an 
emergency. If possible, include at least one person other than the parents/legal guardians to be contacted in an emergency and to whom the child 
can be released. The second phone number column can be left blank. (If more individuals, attach additional sheets.)

1. (         ) (         )

2. (         ) (         )

3. (         ) (         )

Release of Child Only: List all individuals, other than the parents/legal guardians, to whom the child may be released. (If more individuals, attach additional sheets.)

1. (         ) 2. (         )

3. (         ) 4. (         )

I give permission to , licensed by the Department of Human Services

     (Provider’s Name)

to secure emergency medical and/or emergency surgical treatment for the above named minor child while in care.

Signature of Parent or Guardian Date Signed

Date Card 
Reviewed

Parent or Legal 
Guardian Initials

Date Card 
Reviewed

Parent or Legal 
Guardian Initials

Date Card 
Reviewed

Parent or Legal 
Guardian Initials

Date Card 
Reviewed

Parent or Legal 
Guardian Initials

Department of Human Services (DHS) will not discriminate against any individual or group because of race, 
religion, age, national origin, color, height, weight, marital status, sex, sexual orientation, gender identity or 
expression, political beliefs or disability. If you need help with reading, writing, hearing, etc., under the Americans 
with Disabilities Act, you are invited to make your needs known to a DHS offi ce in your area.

AUTHORITY:  1973 PA 116

COMPLETION: Required

PENALTY: Rule Violation Citation.

BCAL-3731 (Rev. 7-12) Previous editions 9-09,3-08, 10-07, & 1-06 may be used until 12/31/13.



HEALTH APPRAISAL

Dear Parent or Guardian: The following information is requested so that the school can work with the parent to meet the physical, intellectual and emotional needs 

of the child. Fill out the information requested in Section I. Section III may be certified by the transcription of information from the certificate of immunization. The 

remaining sections are to be completed by a doctor, nurse and dentist. (BE SURE TO BRING YOUR CHILD’S IMMUNIZATION RECORDS TO THE EXAMINATION.)

PERSONAL

 CHILD’S NAME (Last, First, Middle)                   DATE OF BIRTH (mm/dd/yy)

                             /  /

 ADDRESS (Number & Street)        (City)        (ZIP Code)   TODAY’S DATE (mm/dd/yy)

                     MI       /  /

 PARENT/GUARDIAN (Last, First, Middle)                  HOME TELEPHONE NUMBER

                          (  )

 ADDRESS (Number & Street)        (City)        (ZIP Code)   WORK TELEPHONE NUMBER

                     MI     (  )

SECTION I - HEALTH HISTORY

     # Is your child having any of the problems listed below?   Birth History:

 h h h  1 Allergies or Reactions (for example, food, medication or other)

 h h h  2 Hay Fever, Asthma, or Wheezing

 h h h  3 Eczema or Frequent Skin Rashes

 h h h  4 Convulsions/Seizures

 h h h  5 Heart Trouble

 h h h  6 Diabetes

 h h h  7 Frequent Colds, Sore Throats, Earaches (4 or more per year)  Are there any current or past diagnosis(es) h Yes  h No

 h h h  8 Trouble with Passing Urine or Bowel Movements     If yes, please describe:

 h h h  9 Shortness of Breath

 h h h 10 Speech Problems

 h h h 11 Menstrual Problems

 h h h 12 Dental Problems: Date of Last Exam  /  /  

 h h h Other (please describe):

 h h  Does your child take any medication(s) regularly?     If yes, list medications:

 Reason for Medication           [

              /  /   Was the health history reviewed by a health professional?

    Parent/Guardian Signature     Date     h Yes  h No  Examiner’s Initials:

Y
e
s

N
o

R
e
s
o
lv

e
d

SECTION II - PHYSICAL EXAMINATION, INSPECTION, TESTS AND MEASUREMENTS
Required for Child Care and Head Start / Early Head Start

Tests and Measurements

N
o

Ye
s

Was child tested for:  Test results: N
o
rm

a
l

R
e
fe

rr
e
d

U
n
d
e
r 

C
a
re

Visual Acuity

Muscle Imbalance

Other:

Audiometer

Other:

Sugar

Albumin

Microscopic

Level   ug/dl      [

VISION

Date:  /  /

HEARING

Date:  /  /

URINALYSIS

Date:  /  /

BLOOD LEAD LEVEL

Date:  /  /

h h

h h

h h

h h

N
o

Ye
s

Was child tested for:  Test results: N
o
rm

a
l

R
e
fe

rr
e
d

U
n
d
e
r 

C
a
re

Height

Weight

Other

    ]
Reading:

Type:

Neg.: h  Pos.: h    mm

HEIGHT & WEIGHT

Other:

HEMOGLOBIN / HEMATOCRIT

BLOOD PRESSURE

TUBERCULIN

Date:  /  /

h h

h h

h h

h h

NOTE: Blood lead level required for all children enrolled in Medicaid must be tested 
at one and two years of age, or once between three and six years of age if not 
previously tested. All children under age six living in high-risk areas should be tested 
at the same intervals as listed above.

h h

Examinations and/or Inspections

 Essential Findings Deviating from Normal:

                         Exam Date:    /    /

MDCH/BCAL-3305 (formerly OCAL 3305/BRS-3305)      Page 1 of 2           June 2012



SECTION III - IMMUNIZATIONS
Statements such as “UP-TO-DATE” or “COMPLETE” will not be accepted. Admission to school may be denied on the basis of this information.*

VACCINES (Circle Type)

Hepatitis B

(Hep B)

DTaP/DTP/DT/Td

Tdap

Haemophilus Influenzae

type b (HIB)

Polio

(IPV/OPV)

Pneumococcal Conjugate

(PCV7/PCV13)

Rotavirus (RV1/RV5)

Measles,Mumps, Rubella (MMR)

Varicella (Chickenpox)

 1 3

 2

 1 4

 2 5

 3 6

 1

 1 3

 2 4

 1 3

 2 4

 1 3

 2 4

 1 3

 2

 1 2

 1 2

History of Chickenpox Disease?  h Yes  h No   If yes, date:

I certify that the immunization dates are true to the best of my knowledge

                /     /

 Health Professional’s Signature Title Date

DATE ADMINISTERED
MM/DD/YYYY VACCINES (Circle Type)

Hepatitis A (Hep A)

Influenza (TIV/LAIV)

Meningococcal (MCV4 / MPSV4)

Human Papillomavirus

(HPV4/HPV2)

OTHER Vaccines

Specify Date & Type

 1 2

 1 3

 2 4

 1 2

 1 3

 2 

 Type of Vaccine(s) Date of Vaccine(s)

 1

 2

 3

DATE ADMINISTERED
MM/DD/YYYY

Indicate and attach physician diagnosis or laboratory evidence of immunity as applicable

*NOTE: According to Public Act 368 of 1978, any child enrolling in a Michigan school for 

the first time must be adequately immunized, vision tested and hearing tested. 

Exemptions to these requirements are granted for medical, religious and other 

objections, provided that the waiver forms are properly prepared, signed and 

delivered to school administrators. Forms for these exemptions are available at 

your child’s school  or local health department.

Parent/Guardian refused immunizations: h

SECTION IV - RECOMMENDATIONS
(Required for Child Care and Head Start/Early Head Start)N

o

Ye
s

h h

h h

Is there any defect of vision, hearing or other condition for which the school could help by seating or other actions? If yes, please explain:

Should the child’s activity be restricted because of any physical defect or illness?

If yes, check and explain degree of restriction(s): h Classroom  h Playground  h Gymnasium  h Swimming Pool  h Competitive Sports  h Other

Other Recommendations

SECTION V - DENTAL EXAMINATION AND RECOMMENDATIONS (OPTIONAL)

I have examined            ’s teeth. As a result of this examination, my recommendation for treatment is:
        child’s name

                        /   /
         Dentist’s Signature              Date

PHYSICIAN’S SIGNATURE

               /  /
      Examiner’s Signature      Date      Examiner’s Name (Print or Type)     Degree or License

                      MI    (   )
      Number & Street         City       ZIP Code    Telephone

Information required for:

Early On - Hearing and Vision Status; Diagnosis; Health Status

Child Care Licensing - Physical Exam, Restrictions, Immunizations

Head Start/Early Head Start - Determination that child is up-to-date on a schedule of age-appropriate preventive and primary health care, including 
medical, dental, and mental health. The schedule must incorporate the well-child care visit required by EPSDT and the latest immunizations schedule 
recommended by the Centers for Disease Control and Prevention, State, tribal, and local authorities. An EPSDT well-child exam includes height, weight, 
and blood tests for anemia at regular intervals based on age.
**************
Developed in Cooperation with the Departments of Human Services, Education, Community Health, Michigan American Association of Pediatrics, Early 
Childhood Investment Corporation, Child Care Licensing, Head Start, Michigan State Medical Society, Michigan Association of Osteopathic Physicians 
and Surgeons.

MDCH/BCAL 3305 (formerly OCAL 3305/BRS-3305) Page 2 of 2 Rev. June 2012



 

CAPITOL VIEW BUILDING  201 TOWNSEND STREET  LANSING, MICHIGAN  48913 

 www.michigan.gov  517-373-3740                  

IMMUNIZATION WAIVER FORM 
 

INSTRUCTIONS TO PARENTS OR GUARDIANS: 

 

Vaccine-preventable diseases are still with us.  Immunizations are one of the most effective measures to protect children from harmful 

diseases and even death.  A high proportion of children must be immunized to prevent outbreaks of disease in school settings 

and other places where children work and play closely together. 

 

Sections 9208 and 9211 of the Michigan Public Health Code require that a parent, guardian, or person in loco parentis applying to 

have a child registered for the first time in a Michigan school and/or in 6
th

 grade, or in a program of group residence, care, or camping 

in this state shall present to officials at the time of registration or no later than the first day of school or program enrollment, a 

certificate of immunization verifying that the child has been vaccinated against diphtheria, tetanus, pertussis, measles, mumps, rubella, 

polio, hepatitis B, and varicella (chickenpox).  Pneumococcal conjugate and Haemophilus influenzae type b vaccines are also required 

for preschool-aged children.  Meningococcal vaccine is required for children 11 years of age or older who are in the 6
th

 grade or newly 

enrolled in the district.  

 

A parent or guardian wishing to exempt his or her child from a particular vaccination must provide a written statement indicating the 

religious or philosophical objections to the vaccination(s).  A child who has been exempted from a vaccination is considered 

susceptible to the disease or diseases for which the vaccination offers protection.  The child may be subject to exclusion from the 

school or program, if the local and/or state public health authority advises exclusion as a disease control measure.  

 

By signing this waiver, you acknowledge that you are placing your child and others at risk of serious illness should he or she contract 

a disease that could have been prevented through proper vaccination. 

 

ALL INFORMATION MUST BE FILLED IN BELOW. 
 

I object to having my child,                                                                            , born                                           , immunized with the 

vaccines I have checked below:     (First & Last Name)    (Birth Date) 

 

⃞ DTaP, DT, Td, Tdap (Diphtheria, Tetanus, Pertussis)  ⃞ Haemophilus influenzae type b  

⃞ Polio          ⃞ Pneumococcal Conjugate  

⃞ Hepatitis B         ⃞ Varicella (chickenpox) 

⃞  MMR (Measles, Mumps, Rubella)       ⃞ Meningococcal     

Reason:   
 

Parent(s)/Guardian(s) Name:   

 

Address: Telephone:   
 

Child's Address Telephone:  

           If different from parent/guardian 

 

_________________________________________________________________    ___________________________ 

Parent or Guardian's Signature          Date Signed 
 

_______________________________________________________________ 

Preschool Program or Licensed Day Care Center OR School Name (Required) 

 

File in the child's permanent record and send a copy to your local health department. 
 

DCH-0716 AUTHORITY:  P.A. 368 of 1978, Part 92                                                                       Rev. March 31, 2012 



 

Ann Arbor YMCA School Age Child Care 

Perm ission Form  

FI ELD TRI P/ TRANSPORTATI ON PERMI SSI ON 

I  give perm ission for m y child ______________________, to be t ransported by the Ann Arbor YMCA from  
his/ her school to the YMCA on the days he/ she is registered to at tend.  I  give permission for m y child to go 
on any field t r ips supervised by the Ann Arbor YMCA Child Care Staff.  I  understand that  m any t r ips consist  
of short  walks to nearby locat ions.  I  understand fur ther that  I  will be not ified in advance about  any longer 
t r ips and that , if any vehicle is used to t ransport  m y child, each child will be required to wear a seat  belt  or 
be placed in a car seat  that  I  would provide.    

Parent / Guardian Signature     ________    Date   ___ 

PHOTOGRAPHY AND RECORDI NG PERMI SSI ON 

I  hereby irrevocably release, consent  and allow the Ann Arbor YMCA and its agents to use m y child’s 
photograph/ likeness/ voice, as it  pertains to part icipat ion with the YMCA, in any m anner for prom ot ional 
efforts without  expectat ion of any reimbursem ent  in connect ion with its use.  
 
Parent / Guardian Signature     ________    Date   ___ 
  
LI ABI LI TY 

I  understand the physical act ivit ies which m y child m ay part icipate in at  the YMCA include, but  m ay not  be 
lim ited to:  swim ming, running, playing and sports.  I  agree to assum e all liabilit y and release the YMCA from  
any liabilit y for the r isk of injury, illness or death on account  of m y child’s presence in a YMCA facilit y or on 
account  of m y child’s involvem ent  in any act ivity at  a YMCA facilit y or at  the sponsored act ivity. 
 
Parent / Guardian Signature     ________    Date   ___ 
 
SW I MMI NG 

I  give perm ission for my child__________________________________, to part icipate in the YMCA Youth 
Aquat ics Program .  A kindergartner or school-aged child m ay part icipate in youth recreat ion swim when 
available. 
 
Parent / Guardian Signature     ________    Date   ___ 
 
SUNSCREEN/ BUG SPRAY 

My child (circle one)    should    should not      wear sunscreen while being outdoors.  Please apply first  
applicat ion at  hom e.  Sunscreen should be supplied by you, the parent .  I  understand that  select ing “should”  
allows staff to apply sunscreen to m y child.  This does not  guarantee applicat ion.  
 
My child (circle one)    should    should not      wear bug spray while being outdoors.  Please apply first  
applicat ion at  hom e.  Bug spray should be supplied by you, the parent .  I  understand that  select ing “should”  
allows staff to apply bug spray to m y child.  This does not  guarantee applicat ion. 
 
Parent / Guardian Signature     ________    Date   ___ 
 
PHYSI CAL HEALTH 

I  hereby at test  that  m y child                             is in good health.  Further m ore any act ivity 
rest r ict ions, allergies, m edicat ions taken by the child, or any other needs are listed in the Child I nform at ion 
Record.  I m m unizat ion records or appropriate waivers are up to date and on file with m y child’s school. 
 
Parent / Guardian Signature     ________    Date   ___ 
  

 
 

Ann Arbor YMCA  400 W. Washington St reet  Ann Arbor, MI  48103  (734)  996-YMCA  fax (734)  661-8011 


