Youth Summer participant checklist

Information form

Case manager information

Billing paperwork

Schedule dates form

Physical form (signed by doctor) *7B test required
Medication form (if applicable)

Transportation request form (if applicable)

My seizure response (if applicable)

Verify with case manager your participant is ready to start
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Registration fee ($75 non-member/ $0 member)

Parent signature Date:




2021 Information Form

Please keep a copy of this form for your records

Participant Name:

Address:

City, St, Zip:

Phone (daytime): E-Mail:

DOB: Age: “egative TB Test date

Diagnosis: Physical release date

Takes Medication at Program? Yes No T-shirt ADULT:

Has an Epi Pen Yes No S8 vED @ x @ xx. @ xxx. @

Name

Home Phone #

Cell #

E-mail

Release and Hold Harmless Agreement
As a participant in the program of the RecPlex, owned and operated by the Village of Pleasant Prairie, I recognize and

acknowledge that there are certain risks of physical injury, and I agree to assume the full risk of any injuries, damages, or losses,

which I may sustain as a result of participating in all activities connected with or associated with such program. | agree to relieve and
relinquish all claims: 1 have as a result of participating in the program, against the Village of Pleasant Prairie and its officers, agents

Coronavirus/COVID-19 Warning & Disclaimer

Coronavirus, COVID-19 is an extremely contagious virus that spreads easily through person-to-person contact and air
particles. Federal and state authorities recommend social distancing as a mean to prevent the spread of the virus, COVID-19 can lead
to severe illness, personal injury, permanent disability, and death. Participating in RecPlex programs or accessing RecPlex/Village of
Pleasant Prairie facilities could increase the risk of contracting COVID-19. RecPlex in no way warrants that COVID-19 infection will
not occur through participation in RecPlex programs or accessing RecPlex facilities. As a condition of my participation or my child’s

I have read and understand the Release and Hold Harmless Agreement and the COVID-19 Warning and Disclaimer. |
understand that my signature is required to take part in RecPlex programs. [f the participant is under the age of 18, a parent or
guardian signature is required.

IN CASE OF MEDICAL EMERGENCY,
Froedert Aurora Kenosha Campus Other

Photq Release: | do hereby consent and agree to allow the RecPlex to use my camper’s image or likeness in photos, videos, or
audio for educational or promotional purposes, including posting on the internet, | agree that the use herein is done so without
compensation. Plea#e initial I DO NOT grant permission to take photos of my camper

Field "[rip: I DO authorize my camper to travel to and from program events via program transportation. Please initial
I DO NOT authorize my camper to travel offsite for program events or field trips: Please initial



My student will be attending 5 half days or a minimum of 3 or more full
received at least a week in advance. Absences due to illness or medic
missed attendance can result in termination of care.

MONDAY | AM RESPITE HALF  AM PM FULL PM RESPITE  AM/PM TRANS

days per week. Absences for excused absences should be
al will be excused along with planned vacations. Excessive

TUESDAY | AM RESPITE HALF  AM PM FULL PMRESPITE  AM/PM TRANS
WEDNSDAY AM RESPITE HALF  AM PM FULL PMRESPITE  AM/PM TRANS
THURSDAY | AM RESPITE HALF  AM PM FULL PMRESPITE  AM/PM TRANS
FRIDAY ' AM RESPITE HALF  AM PM FULL PM RESPITE  AM/PM TRANS
SATURDAY RESPITE TIME TRANSP — 15t & 3" Sat of the month

ITEMS REQUIRED AT REGISTRATION:

Information form - 2021

Medical release — valid for 1 year

TB test results, must be negative — valid for 2 years

Paid registration fee — FREE if a RP member, otherwise $75 for school year, $75 for summer
Dates of Attendance form — Fall 2020, Spring 2021 or Summer 2021
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BEHAVIOR GUIDELINES/EXPECTATIONS: Safety of all our participants and staff is our first concern. Our camp is set up to support
campers who may need assistance in participating. We do not condone aggression towards other campers or staff. Our ratio is

4:1, therefore this/camp may not be appropriate for every camper. Please keep that in mind when choosing the summer camp for
your|camper.

Keep your hands to yourself.

Show appropriate social behavior with peers & staff. (No spitting, hitting, kicking, scratching, pinching, etc)
Use appropriate language. (no swearing, yelling at others)

Respect your friends, your staff and yourself!

Participate in activities and have fun.

[ SR i e s e

Clients who have difficulty following the rules will be warned about their behavior. Clients who are physical or aggressive towards
other campers or staff will be sent home for the first occurrence, out for a week for the second occurrence and removed completely
for the third occurrence. We reserve the right to remove a client at any time if deemed a danger to self or others.

Parenit/Guardian Si;gnature Date




HEALTH INFORAMTION & BACKGROUND
Disability(s):

Check or list any ¢ondition a staff member should know about:
Heart Condition Seizures - ALLERGIES:

Diaﬂ?etic 1 Eye Infections Food Allergies:
Glasses/contacts Medication Allergies:
Headaches o
Dietary restrictions ____
_JiE Participation limits ____

Allergic to bee stings
Allergic to medication
Allergic to latex
Food Allergy

Other

Ambulatory |

Typical Attention span

Record of immunizations and date of last tetanus shot:

Toilets independently

Uses Wheelchair

Needs transition assistance

Needs prompting/reminders

Wears braces

Runs/Wanders

Needs assistance/supervision

Needs assistahce walking/stairs

Is easily distracted

Needs assistance with wiping

Ne:reds assistance in pool

Needs to be active

Uses toilet schedule (please supply)

Ne@eds assistal:lce in bathroom

Needs frequent rests

Uses briefs (please supply 1 week at a time)

“We@ have both fen'nale and male staff. We t
gender staff may assist with toileting.

an dress independently

ypically have the same gender staff assist with toileti

Able eater

ng but if needed, an opposite

Communicates verbally

Needs some assistance

Needs some help/prompting

Uses communication aid

Needs complete assistance

Drinks with a straw

Uses sign language

Needs help with shoes/tying

Takes food from others

Needs 1-2 step directions

N{eeds help with shower/soap

Uses special utensils (piease iabel)

Unable to communicate needs

Needs help with deodorant

Difficulty chewing/swallowing

Non-verbal but can make needs
known

*If g-tube fed, pleaise attach a written feeding schedule including times and amounts.

* Any medically prescribed meals we should know about or food restrictions?

Best way to transition

Best way to redirect

Best way to calm

Behaviors when upset

Fealrs/triggers/é)hobias

Behavior Plan | YES  NO

If yes, please provide behavior plan.

Please list if there are any activities specifically not liked/enjoyed.

T

Other information not asked but we should know




— NO bphavior concerns

self—abusivg Runs away/wanders
Abusive towards others Difficulty with transitions
Bites (self or others) Does not like loud noises
Scratches/pinches self or others Does not like to be touched
Grabs others Enjoys social time
Uses inappropriate language Prefers activities alone
Uses inappropriate touch Inappropriate sexual behavior

Please do not be offended if we ask for photo identification from you or others who pick-up your child.
This is for the safety of all participants in our care.

Relationship Daytime Phone Number

Relationship Daytime Phone Number

GOALS: Please ]ist 1-3 goals that can be worked on during the year.




Youth Case Manager Information form

Child’'s Member ID number:

Case manager name:

Case manager e-mail:

Case manager phone number:

“authorization must be on file prior to starting program*

CONTACT INFORMATION
Contact information for any youth billing questions, respite information or adult program questions:

Bethany: Bpfeiffer@pleasantprairiewi.gov OR 262-947-3661

Contact information for any 3 party membership or adult billing or program questions:

Maggie: Mkent@pleasantprairiewi.gov OR 262-925-6753

Contact information for any program questions, respite information, availability

Erin: Ewinch@pleasantprairiewi.gov OR 262-925-6747



DISCOVERY ADULT & YOUTH St

Payment Form / Automatic Enrollment/Payment Options Rl

RecPPLEX

Please fill out completely to avoid delays in reserving space!

Parent/Guardian Fll Name:

Email Address:

May RecPlex contact email for promotions?

YES NO

Summer/Fall Registration Fee: $75.00 per participant (Non-refundable).
Field Trips and Misc.: You will be informed of any field trips or other special occasions via email or flyers.
Registration and any associated fees will be added fo your weekly billing. Additional forms (i.e.: field #ri

P permission slip) may also need to be submitted in
conjunction with each event. An email address is required fo complete this form.

SELECT ONE OPTION BELOW (Your payment option will be sued for all listed participants.)

Option 1: Weekly Bank Draft

Checking Account #]

Routing #:

Percentage paid by guardian: Percentage paid by 3rd party agency: ”
% Yo

* Funds will be withdrawn from your checking account each Friday.
If selecting a checking account, a voided check is required to start this option.
* You must note what percentage you are paying if you have a 3rd party agency paying a portion of your bill.

Option 2: Weekly Credit Card Payment

Cardheolders Name {print):

C.C Financial Instituation [bank name on credit card):

Card Type [circle): Credit Card #:
VISA  MASTERCARD DISCOVER AMEX

Expiration Date:

Billing Address:

Per;:anloge paid by glardian: . Percentage paid by 3rd party agency:
Yo %

* Funds will be charged o your credit card each Friday.
* You must note what percentage you are paying if you have a 3rd party agency paying a portion of your bill.

I hereby authorize the RecHlex and the financial institufion designated fo begin automatic deductions from the account designated for

Discovery Program pariicipants listed on this form. 1 understand
I will be charged weekly. Ilhave provided the type of payment (credit card or checking account). | understand that

my monthly bank statement will typically show the amount and the date payment
ly auto withdrawal has sufficient funds to cover my payment. | understand that if there

Date:




Option 3: 3rd Party Billing

3rd Party Agency Auto Enrollment/Payment

|___| Check Here

I, registrant, understand that my child’s care is being billed to @ 3rd party agency. |, registrant, understand that if at any time the 3rd party agency no longer pays my
child’s care | am responsible for any outstanding balance due. |, registrant, understand that I am required to nolify the RecPlex Discovery Program of any changes to my
child’s 3rd party payment coverage.

: Initial Hare

Percentage paid by guardian:
% %

< This option allows you fo select from one of the 2 payment options and note the percentage to be billed, to you each Friday, using the
checking account or credit card provided in opfion 1 or 2,

* If your child’s care is covered 100% by a 3rd party agency you must initial this opfion and sign the registration agreement section.

'Noting 100% paid by a 3rd party agency.

Registration Agreement

| agree to the pplicies and procedures set forth in the RecPlex Discovery Program. | give permission for my child to take field trips and
be transported fo and from RecPlex in buses and Village vehicles. | will be nofified in advance when any field trips take place. RecPlex
has my permission to use any photographs of my child taken during the program or during any activity the pragram sponsors for the
purpose of display or publicity.

Emergency Treatment: | grant RecPlex permission to administer emergency treatment to my child. This may include, but is not limited
to, emergency first aid, local rescue or local hospital /trauma center.

Agreement: | understand this registration form is a contract for child care on specific days and weeks and that | am liable for the cost
regardless of whether or not my child attends. | agree fo pay RecPlex my weekly tuifion in advance. | understand that there is no credit
given for absences, vacations or holidays. Further, | am responsible for payment of all days and weeks that | have indicated or added.
One (1) week's advance nofice is required in writing to change my child’s schedule or withdrawal from the program. | understand | am
liable for charges billed if one week’s notice is not given for any changes in scheduled attendance or withdrawal from the program.

Payment: Payments are due no later than the Friday prior to the first day of attendance for the payment period. The registrant, (parent
ar guardian wha signs form) agree to make payments to Village of Pleasant Prairie /RecPlex no later than the due date or pay an addi-
fional $ 10 weekly per late payment. Returned checks or declined credit card payments will incur a $25 fee, plus you will be required

to make payment in full for past due amounts in addition to one week’s tuition in advance before readmitting your child to the program.

By completing and signing the Registration forms, |, the registrant, understand and agree to the terms, policies and guidelines set forth
in the RecPlex Discovery Policies flyer and Registration forms. | agree to be responsible for all costs incurred with collecting debts more
than 30 days past due, including but not limited to, fees for late payments, uncollected payments, filing fees, court costs, and attorney’s
fees.

By signing below you understand and agree to Village of Pleasant Prairie/RecPlex’ payment terms and authorize Village
of Pleasant Prairie/RecPlex to process your payments weekly prior to your child’s participation in the program. Village
of Pleasant Prairie/RecPlex will securely maintain your financial information. Parents/Guardians are responsible for
updating with RecPlex any changes to their payment information, including credit card number, expiration date, card veri-
fication number, and billing address changes.

I: Check Here - 1 have read and agree fo Discovery Program Policies and Registration Forms.

Account Holder Signafure: Date:




DISCOVERY ADULT & YOUTH jiiacs oo

_ PLEASANT
Participant Information L
RecPLEX
CHILD #1 INFORMATION:
Full Name: Age: Circle One:
Adult  Youth
Program Options (Full Days - choose program option and circle days, Half Days - choose fime)
5-Day Full Day M TU w TH F
3-Day Full Day M TU w TH F
2-Day Full Day M TU w TH F
5-Day Half Day AM PM
CHILD #2 INFORMATION:
Full Name: ! Age: Circle One:
Adult  Youth

Program Options (Full Days - choose program opfion and circle days, Half Days - choose time)

5-Day Full Day M TU W TH F
3-Day Full Day M U W TH F
2-Day Full Day M TU \i4 TH F

5-Day Half Day AM PM




Third Party Billing ~ SUMMER 2021 Client Name:

Funder Contact & Number:

Third party clients must have an authorization or proof of funding prior to registering for the summer session. This documentation can
be sent via e-mail to ewinch@plprairiewi.com or bpfeiffer@plprairiewi.com. we require and bill based on 3 full days per week or 5
half days per week (AM or PM) Please select your times (AM, PM or FULL) and then your dates of attendance. We do grant 2 weeks of
vacation over the summer for those attending regularly. All others are scheduled in based on availability from regular campers.

Program times are from 8am -5pm. Arrival or departure after those times will result in additional respite charges. Those needing
transportation must submit a transportation request.

_—‘ Monday Tuesday Wednesday | Thursday Friday Saturday
Week: 0 Respite
May 24-28
Week 1: NO PROGRAM Respite
June 1-4 HOLIDAY
Week 2: Last day Respite
June 7-11 of school Soft camp start
Week 3: FIRST OFFICIAL Respite
June 14-18 DAY OF CAMP
Week 4: ' Respite
June 21-25
Week 5: NO RESPITE
June 28 - July2 HoLRaY
Week 6: NO PROGRAM Respite
July 5-9 | HOLIDAY
Week 5: . Respite
July 12-16
Week 6: ' Respite
July 19-23
Week 7: Respite
July 26-30
Week 8: Respite
Aug 2-6 |
Week 9: Respite
Aug 9-13
Week 10: Respite
Aug 16-20
Week 11: Respite
Aug 23-27
Week 12: Before and Before and :g&;ﬂm
Aug 30- Sept 3 KUSD Starts Afterschool Afterschool

NO RESPITE
HOLIDAY

Parent/Guardian Signature Date



DERARTMENT OF CHILDREN AND FAMILIES dcf.wisconsin.gov/
Division of Early Care and Education

CHILD HEALTH REPORT - CHILD CARE CENTERS

Use of form: Uselof this form is voluntary; however, completion of this form meets the requirements of DCF 202.08(4), DCF 250.07(6)(L)3.,
and DCF 251.07(6)(k)3. Failure to comply with these rules may result in issuance of a noncompliance statement. Personal information
you provide may |be used for secondary purposes [Privacy Law, s.1 5.04(1)(m), Wisconsin Statutes].

Instructions: Each child under 2 years of age shall have an initial health examination not more than 6 months prior to nor later than 3
months after being admitted to the center and a follow-up health examination at least once every 6 months after admission. Except for a
school-aged child, each child 2 years of age or older shall have an initial health examination not more than one year prior to nor later than 3
months after being admitted to a center and a follow-up health examination at least once every 2 years after admission.

PARENT OR GUARDIAN — Complete this section.

Name — Child (Last, First, M) Birthdate — Child (mm/ddlyyyy)

Address - Child (Street, City, State, Zip Code)

Name — Parent or Guardian (Last, First, Ml)

Address — Parent of Guardian (Street, City, State, Zip Code)

HEALTH PROFESSIONAL — Complete this section.

Instructions for feeding and care of child with special problems, including allergies — Specify (attach information as necessary).

[ Yes [INo Does the child have a milk allergy? If “Yes”, identify the recommended milk substitute.

Date of most recent blood lead test: (mm/dd/yyyy). Note: Children on Medicaid are required to be tested at

around ages 12 months and 24 months or once between the ages of 3and 5 years if no previous test is documented. Lead testing is optional
for children who are not on Medicaid.

Immunization(s) not to be administered to child due to medical reason(s) — Specify.

AUTHORIZATION

| certify that | have examined the above child on this date and that he / she is able to participate in child care activities.

Name ~ MD, PA or HealthCheck Provider (type or print) Address (Street, City, State, Zip Code)

SIGNATURE - MD, PA or HealthCheck Provider Date of Examination

DCF-F-CFS0060-E (R. 05/2010)



STATE OF WISCONSIN

DEPARTMENT OF OI__-U._»mz .bZU FAMILIES
Page 1 of 2

Division of Early Care and Education
DCF-F (CFS-0059) (R. 02/2009)

>C._.IOI_,N,>4._OZ TO ADMINISTER MEDICATION — CHILD CARE CENTERS

Use of form: This form is mandatory for family child care centers to comply with DCF mmo.oimxa‘_.m‘ Failure to comply may result in issuance of a noncompliance statement. This form
is voluntary for group child care centers, day camps and certified providers; however, completion of this form meets the requirements of DCF 251 -07(8)(f1.a., DCF 252 .44 (6)(e)1.a. and
DCF 202.08(4)(f) and 202.09(5)(c)., Wis. Admin. Codes. Personal information you provide may be used for secondary purposes [Privacy Law, s.1 5.04(1)(m), Wisconsin Slatutes].

Instructions: When a parent is requesting prescription or non-prescription medication be administered to a child in care, this form shall be completed and signed by the parent or
guardian before any medication is administered. A separate form shall be used for each medication. Place form in child's file when medicalion is no longer required / authorized.
Licensed Child Care Centers: Log the dates and times med ication was administered in the center medical log. Blanket authorizations that exceed the length of time specified on the
label are prohibited; no medication intended for use by a child in the care of the center may be kept at the center without a current medication administration authorization from the parent,

.>. FACILITY AND CHILD _z_uﬂ._.u.ﬂsb,_._o.z g "
Name - Child Care Center

) Birthdate (mmiddlyyyy)

Name — Child
B. MEDICATION INFORMATION: Medication shall be in the original container and labeled with the child’s name. The label shall include dosage and directions for administration. o
o —— Time(s) of Day to be How to be Dates — Medication Time Period -

_— Name — Medication _ 2 Administered Administered From To
. Llam [Ipm
e Llam CIPm
—— Llam CIPm

; CIAM [ Pm

_IYes [[]No ' Does the n_<m_1=mloo==nm.. (OTC) medication label indicate the child’s physician should be consulted? If “Yes" I have consulted with my child’s physician, and |
. Am authorizing a dosage consistent with the physician's recommendation. -

v Name — OTC Medication Parent Initials
Additional information / special instructions / conlraindications — Specify.
>. AUTHORIZATION , _ -
hereby authorize administration of the above medication to my child by staff of the child care center fisted above.
SIGNATURE - Parent or Guardian Date Signed







TR Transportation Request

Please print and fill this form out completely.

Information about person needing transportation:

Last Name: First Name:

Address: Apt #:
City: State: Zip Code:
Home Phone; Work Phone:

Cell Phone: _ E-mail:

Emergency Contact other than home within in 30 miles:

Name Phone Number
Special Handling — Check all that apply:
___ Wheelchair ___ Physical Disability ___Behavior ___Visually Impaired
___Harness ___Hearing Impaired ___ Seizures Other

Transportation Schedule Information: Please allow a minimum of 3 days for processing:

Requested start date for transportation:

Month Day Year
Requested end date for transportation:

Days requested for transportation (please circle): Monday Tuesday Wednesday Thursday Friday

Is there a specific time that you need to be picked up by? Please specify AM or PM

Transportation Schedule:

Do you need transportation from home to RecPlex? YES or NO
Pick up time at home: AM or PM

Do you need transportation from RecPlex to home? YES or NO
Pick up time at RecPlex: AM or PM

Office Use Only:

Pick-up Time: AM or PM Location:

Drop-off Time: AM or PM Location:

Date Service Began: / /

Date Service Ended: / /

Transportation Request Received On:




SEIZURE RESPONSE PLAN

My Seizure Response Plan EPILEPSY

FOUNDATION
Name: Birth Date:
Address: Phone:
Ist Emergency Contact /Relation: Phone:
2nd Emergency Contact / Relation: Phone:

Seizure Information

How Long It
Lasts

Seizure Type/Nickname

What Happens How Often

Triggers

Daily Seizure Medicine

Medicine N Total Daily Amount of How Taken
gdicine Name Amount Tab/Liquid (time of each dose and how much)

Other Seizure Treatments

Device Type: Model: ——— Serjalgg— Date Implanted

Dietary Therapy: Date Begun:

Special Instructions:

Other Therapy:

1 continued on back



Seizure Response Plan continued

Seizure First Aid

D Keep calm, provide reassurance, remove bystanders

[ Keep airway clear, turn on side if possible, nothing in mouth
E] Keep safe, remove objects, do not restrain

[0 Time, observe, record what happens

|_:| Stay with person until recovered from seizure

[ Other care needed:

Call 911 if...

[ Generalized seizure longer than 5 minutes

[ Two or more seizures without recovering between seizures
[ “As needed” treatments don’t work

O Injury occurs or is suspected, or seizure occurs in water
[ Breathing, heart rate or behavior doesn’t return to normal
O Unexplained fever or pain, hours or few days after a seizure
[0 Other care needed:

When Seizures Require Additional Help

Type of Emergency e
(long, clusters or repeated events) Description What Io Do

“As Needed” Treatments (VNS magnet, medicines)

| e -

When to Give How to Give

Health Care Contact

Epilepsy Doctor; — Phone:
Nurse/Other Health Care Provider: Phone:
Preferred Hospital: Phone:
Primary Care: Phone:
Pharmacy: Phone:

Special Instructions:

My signature Date
Provider signature Date
FOUNDATION
©2017 Epilepsy Foundation 7 12/2016 130SRP/PABR1Z216



