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ASPIRE AfterSchool & Summer Programs 
Check the club(s) in which your child group fits (the grade they are in now):

___Rainbowkids Pre-Kinder & Kindergarten     ___Intermediate 1st   ____Superkids 2nd       ___Voyagers 3rd & 4th          ___Challengers 5th & 6th     ___Pre-S.A.L.T. 7th & 8th    
___S.A.L.T. 9th – 12th  (Out of Boundz)





Check all that apply:  (Fall 20____    ( Spring 20____    (Summer Day Camp 20____   (Ready to Read 20____





Date of Admission ____________
How long has your child been involved with Voice of Hope ______________
Students/Camper’s First Name __________________________   Last Name _________________________      ___Male   ___Female


Address ________________________________ City __________________ Zip code __________ camper lives with ___________________

Ethnicity___________     Birthdate ______/______/_______    Age _______Grade ________  Name of School ________________________
    Parents/Guardians

	1st  Parent/Guardian
	
	2nd   Parent/Guardian
	

	Relationship
	
	Relationship
	

	Home phone
	
	Home phone
	

	Work phone
	
	Work phone
	

	Cell phone
	
	Cell phone
	

	Email
	
	Email
	


Family Church

Church Name __________________________________________________    Pastor’s Name _____________________________________

Address __________________________________________________________ Phone number ___________________________________

Emergency & Approved pick-up Contact Information 
   Emergency Contacts

	                           1st 

Emergency Contact
	
	                       2nd 

Emergency Contact
	

	Relationship
	
	Relationship
	

	Home phone
	
	Home phone
	

	Work phone
	
	Work phone
	

	Cell phone
	
	Cell phone
	

	Email
	
	Email
	


Approved pick-up

	Name
	Relation to Student/Camper
	Name
	Relation to Student/Camper

	1.
	
	4.
	

	2.
	
	5.
	

	3.
	
	6
	


I understand that enrollment at Voice Of Hope Ministries is a privilege, not a Right.
Signature _______________________________________________________________ Date ________________________________________________

Signature _______________________________________________________________ Date _________________________________________________
Medical Release

Student/Camper Name ________________________________________

Has your child been diagnosed with or suffered with any of the following: If the answer is yes to any of these, please indicate what treatment was received or what medications are regularly taken. 

Asthma

____
_____________________________________________________________________________________________________

Diabetes

____
_____________________________________________________________________________________________________

Sickle Cell Anemia
____
_____________________________________________________________________________________________________

Ear Infections
____
_____________________________________________________________________________________________________

List Other
____
_____________________________________________________________________________________________________

Has your child ever had a seizure?_____ When ________________________________ Cause _________________________________________________

Allergies (drugs or food) _________________________________________________________________________________________________________

List any physical, mental or emotional disorders or any serious accidents or surgery your child currently has or has had. Indicate the year of occurrence.

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

In case of the services of a physician is required and neither parent can be reached, Voice of Hope Ministries is hereby authorized to call:
Doctor:______________________________________ Office Phone: _______________ Office Address: ________________________________________

For hospital information, this child is covered by medical insurance: 
Insurance Company:_____________________________________________Policy No:________________________________________________________ 

These medications may be administered to my child:
___ 
DO NOT ADMINITER ANY MEDICATION

___
Acetaminophen (Tylenol)

___
Neosporin


___
Throat lozenges/cough droops

___
Ibuprofen (Advil)


___
Pepto Bismol


___
Tums

___
Benadryl capsules


___
Pseodoephedrine (Sudafed)

___
Calamine Lotion

___
Benadryl gel/spray


___
Robitussin

I do hereby verify that my child, to the best of my knowledge, is free from contagious disease, is fully immunized and is able to participate fully in

Voice of Hope Ministries, Inc.
I release the camp and its personnel of any liability related to the administration of the over-the-counter medication listed.

SCHOOL AGE CHILDREN

(  My child attends following school: ______________________________   School Phone # ___________________

(  His/her immunization records are on file at the school and all required immunization and/or tuberculosis are current. 
      Vision and Hearing screening records are also on file.  
My child has permission to:  ( walk to or form school or home   (  be released to the care of his/her sibling(s) under  18 years old.
Name of sibling (s) ______________________________________________________________________________________________________

 Immunization Record

(  I have provided VOH with a copy of my child’s most current immunization record. 

Parent’s/Guardian’s

Signature _____________________________________________________________  Date ___________________________________________________

Signature _____________________________________________________________  Date ___________________________________________________

Admission Requirement:  If your child does not attend pre-kinder or school away from the child-care operation, one of the following must be presented when
 your child is admitted to the VOH or within one week of admission.  
Please check only one option:

1. (  Health-Care Professional’s Statement:  I have examined the above named child within the past year and find that he/she is able o take parent in day care program.  


        Health Care Professional’s Signature ____________________________________      Date ___________________________

2. (  A signed and dated copy of a health care professional’s statement is attached. 

3. (  Medical diagnose and treatment conflict with the tenets and practices of a recognized religious organization, which I adhere to or am a member of; I have attached a signed and dated affidavit stating this.

4. (  My child has been examined within the past year by a health care professional and is able to participate in the day care program.  Within 12 months of admission, I will obtain a health care professional’s signed statement and will submit it to the child-care operation.


Name and address of health care professional:   ____________________________________________________________________________________
Please Check All That Apply:

1. (  Transportation:
I herby  ( give   (  do not give   - consent for my child to be transported and supervised by 









the VOH’s  employees:





      ( for emergency care     (  on field trips   (  to and from home  (  to and from school 

2.  (  Field Trips:

I herby  ( give   (  do not give   - consent for my child to participate in Field Trips:


Parent’s comments: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________
3.  (  Water Activities:
I herby  ( give   (  do not give   - consent for my child to participate in Water Activities:
 




( sprinkler play       ( splashing/wading pools   (  water table play
4.  (  Receipt of Written Operational Policies:


I acknowledge receipt of VOH’s operational policies including those for discipline and guidance.

5. I understand that the following meals will be served to my child while in ASPIRE Afterschool Program.

( PM Meal
6. I understand that the following meals will be served to my child while in Summer Day Camp.

(  None
(  Breakfast
     (  Am Snack
( Lunch
(  Pm Snack 

7. My child is normally in care on the following days and times during the ASPIRE AfterSchool Program :


( Monday

from:


To:

( Tuesday
 from:


To:


( Wednesday

from:


To:

( Thursday
from:


To:


( Friday

from:


To:

8. My child is normally in care on the following days and times during the Summer Day Camp:


( Monday

from:


To:

( Tuesday
 from:


To:


( Wednesday

from:


To:

( Thursday
from:


To:


( Friday

from:


To:

Parent’s/Guardian’s

Signature _____________________________________________________________  Date ___________________________________________________

Signature _____________________________________________________________  Date ___________________________________________________

Permission Form
Student/Camper’s Name ___________________________________________

My child has my permission to participate in activities with Voice of Hope Ministries, Inc.  I give permission for him/her to ride in the vehicles to be used for transportation as a participant in Voice of Hope Ministries, Inc., programs and activities.  I give permission to Voice of Hope and a third party to use photographs or video images of myself and or my child/teen.

I also authorize Voice of Hope Ministries, Inc., staff and volunteers to consent to emergency medical treatment for my child if I cannot be contacted.

I hereby relieve and release the ministry, its Directors, Officers, Employees and Volunteers, and all persons assisting in the activities, from any and all liability from an accident or injury of the child/teen while taking part in these activities. I agree to indemnify all of the parties described above from all claims made by or asserted on behalf of the child/teen.

Parents/Guardians

Signature _____________________________________________________________  Date ___________________________________________________

Signature _____________________________________________________________  Date ___________________________________________________

Disciplinary Action System

Attention Parents & Campers:  PLEASE READ CAREFULLY.  Parents will be required to acknowledge understanding and agreement with the discipline system of VOH.  Further parents agree to inform their child of this system.

Warning System

Verbal warning issued

(    Written warning-
Club Leader informed

(    Written warning-
Club Leader calls parent or guardian

Youth Leader receives documented response

(    Written warning-
Child is brought to the Youth Director


Club Leader schedules a Parent Conference (Parent Conference is MANDATORY)

Suspension*

(
If your child receives 3 written warnings, a Parent Conference will be scheduled to inform you of the suspension and the reason(s). Conference must include youth, Club leader, parent, and Youth Director and any involved party. If parent refuses to have a conference within 3 days of occurrence, the child will be suspended for TWO (2) days.

NOTE: Fighting and/or cursing will result in an automatic suspension.

Dismissal*

(
If a child is suspended two times, the child will be dismissed for the rest of the Semester.

Outings or Trips

(
If a child is suspended, they will not be allowed to go on the trip or outing scheduled during that Semester.

Attendance


(
Two tardies equals one absence


(
Two UNEXCUSED absences in a row will result in a parent conference. 


(
EXCUSED absences include the following:



Sickness:
If there is a fever or if the sickness or rash is contagious. 



Death:

Family member and/or a close friend

*
Youth Director will consult with Executive Director before anyone is dismissed. Before a child is dismissed, Club Leader & Youth Director must have had a Parent Conference. The outcome of Parent Conference must be documented and placed in child’s folder.

I have read and understand the Disciplinary Action System of VOH and agree to abide with the mandates found within.  I further state that I have or will speak to my child/ren regarding this system to ensure compliance.  I know that discipline is necessary both for the welfare of each student and for VOH.  I will support the disciplinary procedures of VOH.

Parents/Guardians

Signature _____________________________________________________________  Date ___________________________________________________

Signature _____________________________________________________________  Date ___________________________________________________

Personal Information/Informacion Personal
Date/Fecha ______________________________


Student Name __________________________________
Name/Nombre ________________________________________________________________________________________________________________

Address/ Domicilio  ____________________________________        City/Ciudad________________         Zip Code/Codigo Postal __________________ 
Ethnicity/Etnica  _________________    Age/Edad  _________    DOB/FDN ___________      Marital Status/Estatus Marital  ________________________

Hm Phone/Telefono-casa  _____________________________   Wk Phone/Telefono-trabajo   ____________________________




( Employed/Empleado 

( Unemployed/ Desempleado
Employer/Empleador___________________________________________________  Address/Domicilio________________________________________ 

City/Ciudad__________________________     Zip Code/Codigo Postal___________ Wk Phone/Telefono-Trabajo_________________________________

Income Amounts/Cantidad de Ingresos $______________________________       How Often/Que Tan Segido ____________________________________                                                  

Do you receive another Income/Recibe otros ingresos? ___________  Amount/Cantidad $________________How Often/Que tan segido _______________          

Spouse or Significant Other/ Esposo/Esposa o Pareja

Name/Nombre ________________________________________________________________________________________________________________

Address/ Domicilio  ____________________________________        City/Ciudad________________         Zip Code/Codigo Postal __________________ 

Ethnicity/Etnica  _________________    Age/Edad  _________    DOB/FDN ___________      Marital Status/Estatus Marital  ________________________

Hm Phone/Telefono-casa  _____________________________   Wk Phone/Telefono-trabajo   ____________________________

( Employed/Empleado 

( Unemployed/ Desempleado

Employer/Empleador___________________________________________________  Address/Domicilio________________________________________ 

City/Ciudad__________________________     Zip Code/Codigo Postal___________ Wk Phone/Telefono-Trabajo_________________________________

Income Amounts/Cantidad de Ingresos $______________________________       How Often/Que Tan Segido ____________________________________                                                  

Do you receive another Income/Recibe otros ingresos? ___________  Amount/Cantidad $________________How Often/Que tan segido _______________          

List all persons living in Home/Nombre todas las personas que viven en el hogar:

	Name/Nombre
	Date of Birth
	Age/Edad

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Does your child/teen receive one of the following? (Please circle):           Free Lunch 


Reduced Lunch
Please check all that apply:

 ( Yes, my family has a computer 
(  Yes, my family has DSL High Speed Internet

( No, my family does not have a computer 

			Voice of Hope Ministries, Inc.











