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Lynch: 2016-2017 School Year

The Lynch after school would like to welcome you to our first year after school program, quality extended care options for 1st grade through Grade 6.

Enclosed please find The Winchester Recreation After-School Program information packet. In order to prepare for the 2016-2017 school year, we ask that all information be submitted by July 31, 2016. *PLEASE MAKE SURE ALL PAPER WORK IS FILLED OUT AND IT MUST ALL BE DATED OR IT WILL BE SENT BACK TO YOU. Thank you!

*The HEALTH PLAN FORM/FOOD ALLERGY FORM only has to be filled out if your child takes medication, has allergies or other health issues.

Payments for the Program(s) that you have chosen may be made through Automatic Monthly Payments with a credit card.

For returning students the first payment, which is for September, for all after school programs is due July 31, 2016. For NEW students first payment was received at time of registration. If the paperwork is not returned by July 1, 2016, your 2016-2017 placement will not be guaranteed and may be in jeopardy of losing the spot.

Participants are responsible for obtaining a bus pass for the 2016-2017 school year. Transportation passes can be purchased by contacting the School Department 
at 781-721-7100.

If you have any further questions. Please call the Recreation Office at (781) 721-7125 and ask for Pat Winn or Jen Mahoney. 
Questions about the program contact Carol @ 781-799-6858 or 781-721-7125

Thank You,


Carol McCollem
After-School Director


Lynch After-School
Program Information Form
2016-2017 School Year

Child’s Name:_________________________________________ Eye Color:________________________
Skin Color:____________________________________________
Home Address:_______________________________________ Hair Color:________________________ Height:____________________________ Telephone:____________________________________________ Sex:___________________________ Weight:_____________Date of Birth:____________________________________	
Primary Language:________________________________Date of Admission:______________________________ Age at Admission:_________________
Upcoming Grade:________________ School:_________________________________________________________________ 
School Address:______________________________________________________________________________________
Identifying Marks:____________________________________________________________________________________
Allergies/special diet:________________________________________________________________________________
Important Information (i.e. adoption, foster placement):
_________________________________________________________________________________________________________

PARENT/GUARDIAN INFORMATION: Please fill out completely.
Parent/Guardian Name:______________________________________________________________________________    
Relationship Child:____________________________________________________________________________________
Home Address:___________________________Home Telephone #:______________________________________ Business Name:__________________________Business Address:______________________________________
Work Telephone #:____________________________
Hours at Work:_________________________________Primary Email Address:___________________________
Cell phone #:______________________________________________

MEDICAL INFORMATION:
Parent/Guardian Name:____________________________________________________________________________
Relationship to Child:_______________________________________________________________________________
Home Address:____________________________Home Telephone#:_____________________________________
Business Name:______________________Business Address:___________________________________________
Work Telephone #:____________________________Hours at Work:____________________________________
Primary Email Address:_______________________   Cell phone #:_____________________________________
Child’s Physician/Clinic:____________________________________________________________________________
Medical Conditions:_________________________________________________________________________________
Special limitations or concerns:_________________________________________________________________
I certify that documentation of physical examination and immunizations in accordance with public school health requirements, and lead poisoning screening in accordance with public health requirements are on file at my child’s school.

________________________________________________________________________________________________________
Parents/Guardian Signature							Date



Lynch First Aid and Emergency Medical Care Consent From
2016-2017 School Year

Child’s Name:__________________________________________________________________
Date of Birth:__________________________________________________________________
I authorize staff in the Winchester Recreation After-School age childcare program who are trained in the basics of first aid to give my child first aid when appropriate.
I understand that every effort will be made to contact me in the event of an emergency requiring medical attention for my child. However, if I cannot be reached, I hereby authorize the program to transport my child to the nearest medical care facility and/or to__________________________________ ________________________________and to secure necessary medical treatment for my child.
Child’s Physician Name:	______________________________________________________
Address:___________________________________Phone number________________________
Child’s Allergies and Reaction: __________________________________________________________________________________
Medical Conditions:	____________________________________________________________
Medications:______________________________________________________________________
*********If your child takes medication an individualized plan must be filled out in order for your child to attend our Lynch after-school program .
***Emergency Contacts (in order to be contacted):
Name:_______________________Relationship to Child:______________________________
 I give permission for child to be released to this
Name:_______________________Relationship to Child:______________________________
I give permission for child to be released to this
Name:______________________Relationship to Child:________________________________
I give permission for child to be released to this
1. Name:___________________________________________________
Address:________________________________________________
Phone #:_________________________person?	YES____________	NO_____________
2. Name:___________________________________________________
Address:________________________________________________
Phone #:__________________________person?	YES____________	NO_____________
3.Name:___________________________________________________
Address:________________________________________________
Phone #:_________________________person?	YES____________	NO_____________
Health Insurance Coverage:___________________________________________ 
Parent(s) Name:_____________________________________________________________
Parent/Guardian Signature person?					DATE
YES____________	NO_____________
Policy #:_______________________________________
Phone (w):____________________________________ Phone (c):_____________________________________ 
Phone (h):_____________________________________
Parent(s)Name:_________________________________________________________________________________
Phone (w):_____________________________________Phone (c):_____________________________________ 
Phone (h):_____________________________________ 



			
LYNCH 
(only needs to be filled out if your child has a health plan from his/her doctor)
Individual Health Care Plan Form 
			Plan must be renewed annually or when child’s condition changes				

Check all that apply by:							Plan is maintained by:
__Parent										__Director
__Doctor or Licensed Practitioner						__ Assistant Director
__ Program’s Health Care Consultant					__ Child’s Educator
__ Older school age child (9+ years of age)				__ Other:___________
__ Other:___________________________


Name of child:								Date:

Any changes to the child’s Health Care Plan?
Yes (indicate changes below)	No (updated physician/parental signatures required)

Description of chronic health care condition:

Symptoms:

Medical treatment necessary while at the program:

Potential side effects of treatment:

Potential consequences if treatment is not administered:	

Name of educators that received training addressing the medical condition:

Person who trained the educator (child’s health Care practitioner, child’s parent, program’s Health Care Consultant)	
Name of Licensed health Care Practitioner (print name)________________________Date_____
Licensed Health Care Practitioner consent:	_________________________________Date_____
Parental/Guardian Consent:_____________________________________________Date_____

For Older Children ONLY (9+ years of age)
With written parental consent and authorization of a licensed health care practitioner, this individual Health Plan permits older school age children to carry their own inhaler and /or epinephrine auto-injector an use them as needed without the direct supervision of an educator.

The educator is aware of the contents and requirements of the child’s Individual Health Plan specifying how the inhaler or epinephrine auto-injector will be kept secure from access by the other children in the program. Whenever an Individual Health Care Plan provides for a child to carry his or her own medication. The licensee must maintain a back-up supply of the medication for use as needed.
Age of child:________ Date of birth:_______ Back-up medication received? Yes__ or No______
Parent Signature:_______________________________________________Date:____________
Administrator’s signature:________________________________________Date_____________

Lynch 
Transportation Plan and Authorization
2016-2017 School Year

Child’s Name:______________________________________________________ 
My child will arrive at the program by: (must check off)________ Right from Lynch School
My child will depart from the program by: (check all that apply) ________ UNSUPERVISED WALK (5th and 6th Graders only) ________ SUPERVISED WALK with ____________________________
I give permission for my child to be released from the program at the end of the day as stated above and/or I give permission to the following people to receive my child at the end of the day. (If no one is authorized, please indicate below by writing “NO ONE.”)
1. Name:____________________________________________________ Address:____________________________________________________
Relationship:______________________________ Phone #:________________________________________________

2. Name:____________________________________________________ Address:____________________________________________________
Relationship:______________________________Phone #:________________________________________________

3. Name:____________________________________________________ Address:____________________________________________________
Relationship:______________________________Phone #:________________________________________________

4. Name:____________________________________________________ Address:____________________________________________________
Relationship:______________________________Phone #:________________________________________________

5. Name:____________________________________________________ Address:____________________________________________________
Relationship:_____________________________Phone #:________________________________________________

6. Name:____________________________________________________ Address:____________________________________________________
Relationship:_______________________________Phone #:________________________________________________

Any other transportation requests must be stated in writing and maintained in the child’s file or the above plan must be implemented. This permission is valid for one program year from the date of Signature.


_______________________________________________________________________________________________________
Parent/Guardian Signature							Date






Lynch Off Site Activities, Media
& Special Services Form
2016-2017 School Year

Child’s Name:_____________________________________________________________________________

OFF SITE ACTIVITIES PERMISSION:
I ___________________________________________, give permission for my child to participate in all of the regularly scheduled on‐going activities located at the following off site facilities “please mark with an X” 
___Neighborhood Surrounding Lynch School   
___Winchester Public Library 
Parent/Guardian Signature_________________________________________Date:__________________

MEDIA RELEASE INFORMATION:
I give permission for Winchester Recreation After -School Program to use images and/or written articles that mention my child _________________________________________________ for the following purposes
 (Mark an “X” for all that apply):
________ In‐House (e.g. Holidays, classroom bulletin boards, newsletters) ________ 
Marketing material (e.g. Brochures & Winchester Recreation website) ‐ 
photo and name Marketing material ‐ photo only ____Newspaper ‐ photo and name
____ Newspaper ‐ photo only ______
All of the above _____
______None of the above 
(Note: your child will NOT be allowed to take part in ANY IN-HOUSE media if you choose this option)
Parent/Guardian Signature_________________________________________Date_________________
SPECIAL SERVICES:
Does your child receive special services?	   YES____________ NO_____________

If yes, explain what services _________________________________________________________________________________________________

Parent/Guardian Signature_________________________________________________________________

Date___________________________________________________________________________________________



Lynch After-School
Payment Authorization Form
2016-2017 SCHOOL YEAR

Date:____________________

Child’s Name:_________________________________________________
Address:______________________________________________________
Phone: Home_____________ work_______________ Cell_____________
E-mail:_______________________________________________________
Program: (W.R.A.P./ASK) Winchester Recreation After-School Program)
I/we understand that the above program is to be paid on an automatic monthly payment basis and that the initial payment, which covers the first month of the program. Returning students, first month payment is due 
July 31, 2016 new student’s first month payment is due at time of registration. If I withdraw my child from the program once it begins, the next month payment will be FORFEITED. Please Initials__________

I authorize automatic monthly payments to be made to:

Please circle: MasterCard or Visa
Credit card number:____________________________________________

Last 3 digits (Security Code) on the Back of the Card__________________

Expiration Date:_______________________________________________

Signature:____________________________________________________

Please Print Name:_____________________________________________

Thank you,
Winchester Recreation

Lynch Program
Winchester Recreation						
        263 Main Street
Winchester, MA 01890-3311
 Phone: (781) 721-7125
 Fax: (781) 721-7129

