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Registration 

2010  -  2011 

  

 Child’s First Name, Last Name 
 

# Years 
In Kids Orbit 

Sex DOB 
 

Age Grade Class School 
Child 
Attends   

 
  

 
 

 Address (including apartment #) Zip Code Child Lives With... 

   
 Allergies and/or Special Diet 

 
Parent or Guardian’s Full Name Relationship to Child  Home Phone 

  Email Address                    Pager and/or Cellular Phone 
 

Business or Other Daytime Phone 

 
 Parent or Guardian’s Full Name Relationship to Child Home Phone 

  
 Email Address Pager and/or Cellular Phone Business or Other Daytime Phone 

  
 

  
 The following individuals are authorized to call for my child at the end of the day.  Include yourself & any other authorized parent/guardian. If your child will 

walk home unescorted, write the child’s name and “self”. Please do not exceed four names. 

 1. Name of Individual  Relationship to Camper 3. Name of Individual Relationship to Camper 

     
 2. Name of Individual  Relationship to Camper 4. Name of Individual Relationship to Camper 

     
 EMERGENCY 

CONTACT 

Provide the name & phone # of an emergency contact, other than parent/guardian, who is likely to be available 
during program hours. 

 

 
REGISTRATION 
TYPE 

 Entire Year 
 10 Weeks 
 
 

 Mon   Tue   Wed  Thu  Fri 
# of 
Days/Wk 

  10 Partial Afternoons  20 Partial Afternoons 

  Club Only 
Name 
of Club 

First 
Day 

Last 
Day 

 
DATES 

Child’s First Day 
 Sept 13        ________________( other after 9/14) 

Child’s Last Day 
 June 24      ________________________ (other before 6/24) 

 
HALF DAYS   Automatically enroll my child in Half Days – Public Schools Only      

 PAYMENT 

 
 

  Check       Credit Card       __________________________________________       __________       ________ 

    Card Number   Expiry  CVC code 
 
________________________________________ _________________________________________ _____________ 
Cardholder’s Name    Billing Address    Billing Zip Code 
 
 
 
 
 
 
 
 

 CONTINUED ON OTHER SIDE 
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Kids Orbit Application 
 

Agreement 
 
 

THIS SECTION SPECIFICALLY APPLIES TO “ENTIRE YEAR” REGISTRATIONS 
 I agree to pay a non-refundable $75.00 registration fee and a non-refundable deposit of 10% of the yearly fee upon filing this application.  The 
deposit will cover the June 1, 2011 installment.  A non-refundable installment of 10% of the yearly fee will be due on the first of each month. Fees 
are based on 38 weeks of After School. For children who start on a later date then September 13

h
, fees will be prorated. 

 I understand that I will forfeit my deposit and be charged “Weekly Coverage” fees if payments are not made when due according to the fee 
schedule. 

 I understand that any change in my child’s schedule, including reduction of days or withdrawing earlier than June 24, 2011 will result in the loss of 
my deposit. 

 I understand that my credit card will be charged on (or shortly after) the first of every month for that month’s fee and/or charges and on the last 
day of Kids Orbit for any other balance due. 
 

THIS SECTION APPLIES TO “10 WEEK PACK” & “PARTIAL AFTERNOON” REGISTRATIONS 
 I understand that “partial afternoons” and “10 Week Packs” purchased are non-refundable and must be used by June 24, 2011.  I understand that 
by using an 11

th
 or 21

st
 or 31

st
 (etc) “partial afternoon” or “10 Week Pack,” I authorize Kids Orbit to charge another unit of “10” to my card. 

 

THIS SECTION APPLIES TO CLUB REGISTRATIONS 
 I understand that “partial afternoons” purchased for clubs can be used only for club dates listed from 3:00-4:30. 

 I understand that if my child is picked up after 4:30 I will be charged for an additional “partial afternoon”.  I authorize Kids Orbit to charge any 
additional “partial afternoons” used to my card. 

 I understand that any additional “partial afternoons” purchased are non-refundable and must be used by June 24, 2011. 

 
THIS SECTION APPLIES TO ALL REGISTRATIONS 

 I represent that I am a custodial parent or legal guardian of the child I am enrolling.  I hereby give authority to Kids Orbit to obtain emergency 
medical treatment for my child with the understanding that the family will be notified as soon as possible. 

 I understand that the City of New York requires that I submit a properly completed medical form for my child prior to attending the program, and 
that no refund or tuition adjustment will be made for time missed due to my failure to provide said form.  I understand that I will be fined $50 
should my child come to Kids Orbit before I submit a medical form to the Kids Orbit office. 

 I understand that no medications will be administered by Kids Orbit, unless provided to the Camp by a parent/guardian with an original order to 
dispense said medication from the prescribing physician. 

 I understand that Kids Orbit sites close at 6pm, unless an agreement is made with an individual school for another closing time.  There is a late fee 
of $10 per 30 minutes payable directly to the counselor who stays with your child.  No child will be permitted to remain in the school building later 
than 6pm. 

 I understand that I will be charged $50 if a check that I submit for payment is refused by my bank. 

 I understand that if my payments are made by credit card and I am due a refund for any reason, a 5% charge will be deducted from the amount. 

 If my child attends an “off site” school, permission is hereby granted to pick up my child from school, or from his or her bus stop.  An “off site” 
school is one other than the school in which Kids Orbit operates. 

  I give permission for my child to participate in all Kids Orbit activities in or outside the program’s base. 

 I understand that half-day programs require advance registration and bear an additional charge, but I hereby request that if my child is left in the 
school office on a half day, Kids Orbit will accept my child and I agree to pay for the half-day program.  I give permission to take my child on half-
day trips and that travel, if any, will be on foot, by school bus, or by public transportation. 

 I give permission for Kids Orbit to photograph or video tape my child and to use any either in promotional literature or displays or any other 
format representing the Kids Orbit to the community including its website and video. 

 I understand that no refunds will be made for incidental absences, including, but not limited to illness or vacation. 

I understand that Kids Orbit reserves the right to withdraw my child for any reason. 

I have read and understand the above three sections, and agree to comply. 
 
 

   
________________________________ _ ____________________________________  __________ 
Please print your name   Signature     Date 
 
 
________________________________ 
Relationship to child 
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Health Record for Children in Day Camps    COMPLETE 

and After School & Youth Centers      BOTH SIDES AND 

This side to be completed by parent/guardian before presentation to physician.   SIGN BELOW. 
 

 

Name of Program:  The Park Slope Day Camp and/or Kids Orbit 
 
 

_________________________________ _________________________________       DOB   ____/____/____ □ Male □ Female 
Child’s Last Name Child’s First Name 
 

Home Address________________________________________________________ Phone__________________________________ 

 

Parent or Guardian_____________________________________________________ Phone__________________________________ 

Place of Employment 

 Parent/Guardian 1______________________________________________       Phone___________________________________ 

  

Parent/Guardian 2______________________________________________       Phone___________________________________ 

If Parent, Guardian are not available in an emergency, notify:  

1___________________________________________________________ Phone___________________________________ 

  

2___________________________________________________________ Phone___________________________________ 

 

Important:   Has this camper been exposed to any communicable disease during the three weeks prior to camp attendance: 

  □ Yes   □ No If yes, state type exposure __________________________________________________________ 

 

Health History    Check, giving approximate dates.  Write “N/A” for all that does not apply.  DO NOT LEAVE BLANK.  
     Allergies     Diseases 

□ Ear Infections ____________  □ Hay Fever ____________  □ Chicken Pox ____________ 

□ Rheumatic Fever ____________  □ Ivy Poisoning etc____________  □ Measles ____________ 

□ Convulsion ____________  □ Insect Stings ____________  □ German Measles ____________ 

□ Diabetes ____________  □ Penicillin ____________  □ Mumps  ____________ 

□ Behavior ____________  □ Other Drugs ____________  □ Asthma  ____________ 

 
Past Illnesses_________________________________________Contagious Illnesses___________________________________________ 

 

Operations or Serious Injuries (Dates)_________________________________________________________________________________ 

 

Hospitalization (Dates)_____________________________________________________________________________________________ 

 

Chronic or Recurring Illness_________________________________________________________________________________________ 

 

Any specific activities to be encouraged?_______________________________________________________________________________ 

 

To be restricted?__________________________________________________________________________________________________ 

 

Permission for all program activities unless otherwise noted by Dr.__________________________________________________________ 

 

Suggestion from Parent/Guardian_____________________________________________________________________________________ 

 

Significant Health History/Current Conditions  Please List 
 

Medications Taken________________________________________________________________________________________________ 
 

Appliances Worn (Glasses, etc.)______________________________________________________________________________________ 
 

Conditions which modify activity (Seizures, Amnesia, Heart Conditions, etc.)_________________________________________________ 
 

 

 

Consent for Emergency Medical Treatment 
I do hereby give authority to the Day Camp & Year Round After School and Youth Center Program staff to obtain necessary 

emergency medical treatment for my child with the understanding that the family will be notified as soon as possible. 
 

 

Signature_______________________________________________ Relationship_____________________________________________ 
 

 

Date___________________________________________________ Phone__________________________________________________ 
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Physical Examination 
To be filled out by Physician – please note information on reverse side. 

The purpose of this health record is to provide the staff with pertinent information which will help to serve the needs of this child in Day Camps and 

After School and Youth Center programs. 

 

Child’s Last Name________________________    First Name______________________ 

 
Immunization History  This is a record of dates of basic immunizations and most recent booster doses. 

 
DPaP, DTP or TD Date __________ Date __________ Date __________ Date __________ Date __________  

 

Polio  Date __________ Date __________ Date __________ Date __________ Date __________ 
 

MMR  Date __________ Date __________ Date __________ Date __________ Date __________ 

 
Hemophilus Influenzae Type B Date __________ Date __________ Date __________ Date __________ 

 

Hepatitis B Date __________ Date __________ Date __________  
 

Varicella  Date __________ Date __________  

 
Other__________________________________________________________ Date __________ Date __________  
 

Medical Examination - To be filled out by licensed physician 

Examination is acceptable when performed no more than 12 months prior to arrival at camp. 
Code: S = Satisfactory X = Not Satisfactory (Explain) O = Not Examined 

 
General Appearance ______________________________________________________________________________________________ 
 

Height _________________ Weight ______________________ Blood Pressure _______________   HGB Test (Date)_____________ 
 

Urinalysis (Date) ______________ Posture & Spine _______________ Throat/Tonsils ________________ 
 

Eyes ____________       Vision ____________       Glasses _____________       Extremities _____________       Heart ________________ 
 

Ears ____________        Hearing ___________       Feet _______________        Lungs _________________       Skin _________________ 
 

Nose _________________ Teeth ______________________ Abdomen ___________________ Hernia__________________ 
 

Genitalia ______________________________________________________________________________________________________________________ 
 

Neurological Findings____________________________________________________________________________________________________________ 
 

Describe Abnormal Findings and/or Handicapping Conditions ___________________________________________________________________________ 

______________________________________________________________________________________________________________________________ 

 

Has child ever received products containing horse serum? _______________________________________________________________________________ 
 

Allergies (Please specify) ________________________________________________________________________________________________________ 
 

Recommendations and restrictions while in camp 
  

 Special Diet___________________________________________________________________________________________________________ 
 

 Special Medicine (name it) ______________________________________________________________________________________________ 
 

 Is parent/guardian sending special medicine? ________________________________________________________________________________ 
 

 Swimming ____________________________________________________ Diving _________________________________________________ 
 

 Activity Restrictions ___________________________________________________________________________________________________ 
 

General Appraisal ______________________________________________________________________________________________________________ 
 

______________________________________________________________________________________________________________________________ 

 

______________________________________________________________________________________________________________________________ 
 

 

 

I have examined the person herein described, reviewed his/her health history and it is my opinion that he/she is physically 

able to engage in Day Camp/Year Round After School and Youth Center activities, except as noted above. 
 

_____________________________________________M.D.  ________________________________________________ 

Examining Physician (Signature)     Physicians Name (Please Print)   

 

___________________      ________________________________________________  

Date of Examination      Address 

 

________________________________________________ 

                                                                                                                    Phone 
DCR 7 (Rev. 2/00)   Department of Health  The City of New York   Office of Field Operations/Inspections 
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Homework Agreement for  
 

_________________________ 
Je^Zl^ Jkbgm =abe]Äl HZf^ 

 
 

 We agree that AL L homework assignments will be completed at the After School Center.  

 
 We agree that MOST homework assignments will be completed at the After School Center  

 except:  
 

  1)  ________________________  2) _______________________ 
 

 Other _________________________________________________________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 
______________________________________________________________________________ 
Is there any thing else that we should know about rhnk \abe]Äl learning style, or approach  

to homework?  
______________________________________________________________________________ 

______________________________________________________________________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 
 

 
Parent's Signature _____________________________ Date Signed ______________________ 

 
 

I agree to complete my homework  according to this agreement, to request assistance whenever 

needed, and to sign-out with the homework supervisor when my work is completed.  

 
 

 
Child's Signature __________________________________ Date Signed ______________________ 

 

 

 


