. ke YY North Missouri
YA Center for Youth & Families
Centered on strength, focused on the future.
PowerUP! After School Program

NMCYF’s PowerUP! After School program is provided for children ages K-6% grade who attend Chillicothe R-11I
or Bishop Hogan School. The program wili operate Monday-Friday from 3:00-6:00 pm. Students will be
bussed to NMCYF from their school, except for Bishop Hogan School. PowerUP! offers a variety of activities
and resources designed to enhance and compliment daily classroom learning. . Tutoring help is available, as
well as a variety of other hands-on activities such as gardening, cooking, physical fitnéss, STEM activities and
more. It is our uitimate goal to provide a safe and positive environment for students every day during after
school hours. We are a 21st CCLC program, which is where students meet state and local student standards
in core academic subjects, such as reading and math. It also offers students a broad array of enrichment
activities that can complement their regular academic programs; and offers literacy and other educational
services to the families of participating children.

¢ Learning Center staffed by certified teachers ¢ Snacks & meals provided

+ Tutoring available + Age appropriate activities
+ Chromebooks/Ipads for student use + Friendly & qualified staff and volunteers
TYPE OF DAY DAILY RATE WEEKLY TOTAL DISCOUNTS

-53 per week for each additional child beyond 1
Part Day 3pm-6pm $4.00 $20.00 {i.e. $20 for child 1 and $17 for child 2; $37 total)
or-$.60 per day for each additional child beyond 1

-$5 per week for each additional child beyond 1
Half Day 12pm-6pm $6.00 $30.00 {i.e. $30 for child 1 and $25 for child 2; $55 tatal)
or -$1 per day for each additional child beyond 1

-$10 per week for each additional child beyond 1
Full Day 7:15am-5:15pm $12.00 $60.00 (i.e. $60 for child 1 and $50 for child 2; $110 total)
or -$2 per day for each additional child beyond 1

SUMMER ONLY -85 per week for each additional child beyond 1
ENROLLMENT* $15.00 $75.00 (i.e. $75 for child 1 and $70 for child 2; $145 total)

Part Time Enroliment

(Parents must contract for See Site Coordinator or Director
number of days per week and will $12.00/$15.00* for information
be billed ahead of time to secure
spot)

Scholarship assistance is available for those who qualify

North Missouri Center for Youth & Families
211 Locust St. Chillicothe, MO 64601

660-646-1352 < director@nmcyf.org
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I authorize NMCYF and PowerUP! Staff to escort my children to and from the Calvary Baptist Church Gymnasiu
Central School Playground (Chilli Bay, Movie Theater, Bowling Alley, etc.) which align with the health/fitness aspect of
programming. I do not hold NMCYF, PowerUP! Afterschool program, its staff or volunteers, and board of directors liable
for any accident that may occur during the duration of the trip.

o Yes, I authorize PowerUp! to transport my child
I do not authorize PowerU
SR eI

b I gi.\re-pefmlssion for my bchil‘d to be hotograped or videotaped as part»of his/her involvément ‘in te NMCYF o
PowerUP! After School Program. 1 also give permission for his/her photo and/or image to be used in publications
and/or promotional material associated with the after school program.

o I do NOT give permission for my child to be photographed or videotaped as part of his/her involvement in the NMCYF
PowerUP! After School Program. I also do NOT give permission for his/her photo and/or image to be used in
publications and/or promotional material associated with the after school program.

PRRENT RESPONSIEILIT

3

ﬁéréhi/éuafdiah
Initials

I, the undersigned, certify that my child, , has my Emission to take T
part in the program conducted by NMCYF. In consideration of the acceptance and enroliment of
| my child in the program, I do hereby expressly waive any claim for injuries sustained by said child |
L | participating in the program. ;
; ' 1 understand that this is a well-child program. I will not send my child to the program if they are
| ill. My child is not eligible to attend the program if they did not attend school that day.
| I understand that the PowerUP! After School Program promotes healthy lifestyles. I will not send
my child to the program with clothing or gear reflecting inappropriate messages regarding smoking,
| drinking, sexuality, etc. _
[ I understand that this program foliows the Chillicothe R-2 School District calendars. |
|1 will take all steps necessary to ensure that anyjall individuals authorized to pick up my child will |
‘ be drug/alcohol free and will conduct themselves in a courteous/respectful manner when they
| arrive on site. |
' I realize that picking up my child by 6:00 pm is an important responsibility on my part and that |
‘ failing to do so will result in the following procedures: |
| | -A $5.00 fee per child will be assessed for every 15 minutes a child remains at the program
| | past 6:00 pm (ex. 6:01-6:15 pm=$5.00 per child, 6:16-6:30 pm=$10.00 per child). |
-The first and second time this occurs, I will be informed that failing to pick up my child on ‘

’ | time may resuit in my child’s loss of program services.
| -The third time this occurs, I will receive written notification that my child will no longer be |

L | able to participate in the program. |
|1, the undersigned, have read, understand and accept the conditions by which I must abide and which are contained in |

the Parental Responsibility Contract. Failure to comply may result in loss of program privileges. S ,
Signature of Parent/Guardian: | Date: B B ]




Sunscreen Permission Slip

I give permission for my child’s teacher or other designated school staff member to assist my child with his/her
application of sunscreen to exposed skin, including but not limited to the face, tops of ears, neck, shoulders,

arms, legs and feet.

Sunscreen will not be applied to any broken or irritated skin. I will be notified if my child develops a skin
reaction. It is my responsibility to provide sunscreen. However, in the event that my child does not have
sunscreen with them, PowerUP! may apply sunscreen to my child.

Additional Instructions: (check the option that applies to your child)

My child may use the sunscreen provided by PowerUP! in the event that his/her own sunscreen is not
available,

l:l My child may NOT use any sunscreen other than the one that he/she brings to PowreUP!.

(Sunscreen Name: SPF: )
*Sunscreen bottle must be labeled with child’s first and last name in permanent ink.

Date:

Name of Student:

Parent/Guardian Signature:




PowerUP! Tuition

TYPE OF DAY DAILY RATE WEEKLY TOTAL DISCOUNTS
" Part Day 3PM-6PM $4.00 $20.00 $17 per week for each additional child beyond 1
Haif Day 12PM-6PM $6.00 $30.00 $25 per week for each additional child beyond 1
Full Day 7:30AM-6PM $12.00 $60.00 $50 per week for each additionai child beyond 1
SUMMER ONLY $15.00 $75.00 $70 per week for each additional child beyond 1
ENROLLMENT*
Part Time Enroliment $12.00/$15.00* See Site
(Parents must contract for Coordinator or
number of days per week and Director for
secure spot)

1. PowerUP! is a state licensed program. When you enrol!
programs, please remember you are committing to being i

responsible for the weekly charge as long as the program is open

your situation changing, please let us know as soon as po
Please inform us if exten

your child(ren) for the summer/school year
n attendance on a weekly basis. Families are

- We do not offer “daily” rates. If you see

ssible and we will work out arrangements if needed.
ded absences are going to occur. You will be invoiced at the beginning of the month.

2. If PowerUP! is not in session on a given day, no charge will be applied to the weekly total.

3. In regards to the summer program only,
(each week will consist of 5 consecutive da

4-H Camp, Scout Camp, Vacation, etc.)

4. For the summer program only, a $60 deposit is du

week of enroliment then applied to that week’s amount due.

REFUND POLICY

No refunds will be given for program(s).

children will be able to take up to 2-weeks off during the summer.
ys) with no fee being charged. Please visit with us for details. (EX:

e upon enroliment. The deposit will be held until the last

I understand and have read the above
Families. By signing this form,

policy set forth by North Missouri Center for Youth &
I agree to the above tuition rates.

Parent/ Guardian Signature

Date



M!,SSOUHI DERARTMENT OF HEALTH AND SENIOR SERVICES
SECTION FOR CHILD CARE REGULATION

PARENT’S HEALTH STATEMENT FOR SCHOOL-AGE CHILD

ILD's A;AME T BIRTHDATE

STATEMENT{CHECK ONE) .~ '/ -

! My child is in good health, is able 1o participate in group care, has ne special health or medical requirements.

Ed

| My child is able 1o pariicipate in group care but has special health or medical requiremenis as listed below.

SHOOL-AGE CHILD’S SPECIAL Hi CAL REQUIREMENTS ~

EASE LIST ANY ALLERGIES, SPECIAL MEDIC L COND!TIONS CLUDING CHRONIC HEALTH PHOBLEMS (SUCH AS ASTHMA SEIZUFIES) BEHAVIORAL DISOHDEHS
ECIAL NEEDS, ETC.

INT OR LEGAL GUARDIAN SIGNATURE DATE

)-2851 (6-14) ) TO BE FILED IN CHILD'S RECORD AT CHILD CARE FACILITY. BCC-6B



~_* MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
%'\ SECTION FOR CHILD CARE REGULATION

Z4/ MEDICATION AUTHORIZATION

PRESCﬁIPTION MEDICATION SHALL BE IN THE ORIGINAL CONTAINER AND LABELED WITH THE CHILD'S NAME, INSTRUCTIONS,
INCLUDING TIMES AND AMOUNTS FOR DOSAGES, AND THE PHYSICIAN'S NAME. ALL NON-PRESCRIPTION MEDICATION SHALL

AUTHORIZE CHILD CARE PERSONNEL TO ADMINISTER THE FOLLOWING MEDICATION TO MY CHILD:

PROPER NAME OF MEDICATION)

JHILE'S FULL NAME DATE MEDICATION TAKEN FROM UNTIL

JIOSAGE TIME(S) OF DAY

OSSIBLE SIDE EFFECTS _—

'GNATURE OF PARENT(S) OR GUARDIAN

DATE

ECORD OF ADMINISTRATION

|

STAFF NAME DATE MEDICATION NAME DOSAGE TIME

D-1875 (6-14)

FORM TO BE RETAINED IN CHILD'S RECORD BCC-11



MISSOURI DEPARTMIENT OF ELEMENTARY MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
AND SECONDARY EDUCATION BUREAU OF COMMUNITY FOOD & NUTRITION ASSISTANCE

-OFFICE OF CHILDHOOD - CHILD CARE COMPLIANCE

CHILD CARE ENROLLMENT FORM

FACILITY/PROVIDER NAME ADMISSION DATE DISCHARGE DATE

CHILD'S NAME GENDER BIRTHDATE

CHILD’S ADDRESS (STREET, CHTY, STATE, ZIP CODE)

IDENTIFYING INFORMATION
PARENT/GLIARDIAN NAME TELEPHONE NUMBER

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK {F SAME AS CHILD'S ADDRESS T3

EMAIL ADDRESS

EMPLOYER OR SCHOOL WORK/SCHOOL SCHEDULE
EMPLOYER/SCHOOL ADDRESS {STREET, CITY, STATE, ZiP CODE) WORK TELEPHONE NUMBER
PARENT/GUARDIAN NAME TELEPHONE NUMBER

ADDRESS (STREET, CITY, STATE, ZIP CODE) OR CHECK {F SAME AS CHILD'S ADDRESS T

EMAIL ADDRESS
EMPLOYER QR SCHOOL WORK/SCHOOL SCHEDULE
EMPLOYER/SCHODL ADDRESS [STREET, CITY, STATE, ZIP CODE) WORK TELEPHONE NUMBER

If you or a member of your immediate family ever served in the U.S. Armed Forces, click here for more information about military-

related services in Missour] or visit www.dese. mo.gov/veterans-services.

EIVIERGENCY CONTACT AND PERSONS AUTHORIZED TO TAKE CHILD FROM FACILITY OTHER THAN PARENT

(AT LEAST ONE EMERGENCY CONTACT IS REQUIRED)

RELATIONSHIP TO CHILD | TELEPHONE NUMBER(S)

ADDRESS [STREET, CITY, STATE, ZIP CODE)

NAME J RELATIONSHIP TO CHILD | TELEPHONE NUMBER(S)

ADDRESS (STREET, CITY, STATE, 2P CODE}

The Department of Elementary and Secondary Education does not discriminate on the basis of race, color, religion, gender, gender identity, sexual arientation, national origin, age, veteran status, mental
or physical disability, orany other basis prohibited by statute in its programs and activities. inguiries reiated to department programs 2nd to the location of services, activities, and facllities that are
actessible by persons with disabliities may be directed to the Jefferson State Office Building, Director of Civil Rights Compliance and MOA Coordinator {Title Vi/Title Vit/Title IX/504/ADAJADAAR/Age
Act/GINAJUISDA Title Vi), Sth Floor, 205 Jefferson Street, P.O. Box 480, lefferson City, MO 65102-0480; telephone number 573-526-4757 or TTY BOD-735-2966; emil civilrights @dese.mo.pov.

#MD 500-3317 {Rev 05-22) PAGE 1



COMMENTS ON CHILD’S DEVELOPMENT

(PERSONAL DEVELOPMENT, BEHAVIOR, PATTERNS, HABITS, & INDIVIDUAL NEEDS)

RELATED CHILD

CHILD'S RELATION TO CHILD CARE PROVIDER
O Yes 3 No ;

ETHNIC AND RACE INFORMATION (YOU ARE NOT REQUIRED TO ANSWER THIS SECTION}
Are you of Hispanic or Latino origin? {J Yes 3 No

What is your race? o D o C O
(Select one or more.) American Indian or Aslan Black or African Native Hawaiian or White
: Alaskan native American other Pacific Istander
CHILD'S PROJECTED ATTENDANCE SCHEDULE AND ANY VARIATIONS EXPECTED
Will child attend: Describe any
i U Fulltime [ Part time When does your child When does your child changes or variations
= usually arrive each day? usually leave each day? in usual attendance,
= Check what days including shift changes
= your child will attend. ¢ Bes
% Monday O Oam. Opm. Cam. DOpm.
g Tuesday O Oam. Opm. Oam. Opm
o Wednesday 0 Oam. Opm. Oam. DOp.m.
L]
S Thursday 0 Oam. Opm. Oam. DOpm.
Friday O Oam. Dpm. Oam. Dpm.
Saturday 0 COam. DOpm. Oam Opm.
Sunday O Oam. Dpm. Dam. DOpm.

MEALS YOUR CHILD IS USUALLY GIVEN AT THIS FACILITY
[ Breakfast O Morningsnack Jtunch [ Afternoonsnack I Supper [ Eveningsnack [ Nene

HOLIDAYS YOUR CHILD IS N CARE AT THIS FACILITY

[3 New Year's Day [ Easter O Labor Day

03 Martin Luther King, Jr.'s Birthday [3 Truman Day O Columbus Day

0 Lincoln’s Birthday [0 Memorial Day T Veterans Day

0O Washington’s Birthday O Juneteenth O Thanksgiving Day
O independence Day [0 Christmas Day

MO 500-3317 {Rev 06-22)




AUTHORIZATION FOR EMERGENCY MEDICAL CARE

1 understand that | will be notified at once in the event of an
my child with the physician or hospital of my choice. If | cann
emergency requiring medical care, | authorize

emergency with my child, and | will make arrangements for medical care of
ot be reached to make the necessary arrangements, or in a critical

(CHILDCARE FACILITY NAME)
to contact the following:
PHYSICIAN OR CLINIC
NAME TELEPHONE NUMBER
PREFERRED HOSPITAL
NAME TELEPHONE NUMBER
ACKNOWLEDGMENTS
A | I have received a copy of this facility’s policles pertaining to the admission, care, and discharge of children.| PARENT/GUARDIAN INTTIALS
B [ 1t have been informed that a copy of the licensing rules for child care home or the licensing rules for group | PARENT/GUARDIAN INITIALS
child care homes and centers is available at this facility for review.
C | The provider and I have agreed on a plan for continuing communication regarding my child’s PARENT/GUARDIAN INITIALS
development, behavior, and individual needs.
D | When my child is if}, ] understand and agree that s/he may not be accepted for care or remain in care. PARENT/GUARDIAN INITIALS
€ | 1understand that, before the first day of attendance by my child, | will provide proof of completed age- PARENT/GUARDIAN INITIALS
appropriate immunizations or exemption from immunizations.
£ | 1 Odo O do not give permission for field trips/excursions. | understand that | will be notified in advance| PARENT/GUARDIAN INITIALS
when they are planned.
G | | Odo O do not give permission for the facility to transport my child. PARENT/GUARDIAN INITIALS
H | I'have been informed and have received a copy of the facility’s safe sleep policy when enrolling a child less| PARENT/GUARDIAN INITIALS
than one (1) year of age.
! | 1have been notified that | may request notice at initial enrollment or at any time thereafter whether there|] PARENT/GUARDIAN INITIALS
are children currently enrolied in or attending the facility for whom an immunization exemption has been
filed.
PARENT/GUARDIAN SIGNATURE DATE
FIRST ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE
f—
=5
| 78]
=3 SECOND ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE
L
=
=
8’ THIRD ANNUAL UPDATE PARENT/GUARDIAN SIGNATURE DATE
o

MO 506-3217 {Rev 06-22)



USDA Nondiscrimination Statement

Inagcordance 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.

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

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Pragram Discrimination Complaint
Form which can be obtained online at: hit

05080002-508-11-28-17Fax2Mail.pdf, from any USDA office, by calling {866) 632-9992, or by writing a letter addressed to USDA. The
letter must contai

in the complainant’s name, address, telephone number, and a written description of the alleged discriminatory action

1. meil:
U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1460 Independence Avenue, SW Washington,
D.C. 20250-9410; or

2. fax:
{833} 256-1665 or {202) 690-7442; or
3. email:

program.intake@usda.gov

This institution is an equal opportunity provider.

MO 500-3317 {Rev 05-22)
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ANorth Missouri Center for Youth and Families

FERPA CONSENT TO RELEASE STUDENT INFORMATION G
TO: Chillicothe R-1l School District

Please provide information from the educational records of

[Name of Student requesting the release of educational records] to:

North Missouri Center for Youth and Families Staff
After School Care Provider

The only type of information that is to be released under this consent is:

transcript/grades

special education records

all records

other (specify)

The information is to be released for the following purpose:
family communications about after school programming
educational programming in compliance with grant funding

other (specify)

I understand the information may be released orally or in the form of copies of written records, as
preferred by the requester. | have a right to inspect any written records released pursuant to this
request. | understand | may reveke this Consent upon providing written notice to North Missouri Center
for Youth and Families, | further understand that until this revocation i made, this consent shall remain
in effect and my educational records will continue to be provided to North Missouri Center for Youth
and Families for the specific purpose described above.

Name of Parent or Guardian (print)

Signature Date




Parent/Guardian Authorization, Waiver, and Consent form for
Over-The-Counter Medications

Over-the-Counter (OTC) Medications may at timés need to be administered, if approval is
indicated by the parent or guardian. Please complete the following section to save time if your
child needs any of these OTC medications.

Unless we have parental/guardian/or physician authorization, we cannot administer ANY of
OTC medications without first calling and getting permission.

I hereby authorize that the following medications may be given to (Student Name)
if the need arises during PowerUP!

NMCYF may dispense only those checked.

Tylenol/Acetaminophen as directed.

Advil/lbuprofen as directed.

Benadryl/Diphenhydramine for nasal congestion or allergy relief as per instructions.
Throat lozenges for sore throat.

Pepto Bismol or Mylanta for upset stomach or nausea as directed.
Lip ointment for dry, chapped lips
Hydrocortisone ointment as directed for mild skin irritations, poison ivy, and insect bites.

Triple antibiotic cream

Other (list any other approved over-the-counter drugs, dosage and reason for giving)

Staff reserves the right to use generic equivalents when available for brand over-the-counter
medications listed above. Any condition that is associated with fever, significant inflammation,
and/or does not respond to the above outlined treatment will be followed-up by a consultation
with parents/guardians. A parent/guardian will be contacted if any conditions develop requiring
any of the over-the-counter medications not checked, or if a student needs medical treatment.

I authorize the administration of the over-the-counter medications to my student as indicated
above. | shall indemnify and hold harmless the NMCYF staff against any claims that may arise
relating to my student being administered the above indicated over-the-counter medications by
the staff. 1/We have legal authority to consent to medical treatment for the student listed above,
including the administration of over-the-counter medication while at NMCYF.

Parent/Guardian Signature: Date:




