
Mini Camp
Columbus Day Grades K-6

"To Inspire an Active Life"
2902 US Rt 9w

New Windsor NY 12553
845-565-7600

child's Name:_______________________________________
Age :___________  DOB: _______________________________
Email: _______________________________________________
Address: ____________________________________________
______________________________________________________
Parent Name: _______________________________________
Home Phone:  ____________ Cell Phone: _____________

Pre- registration including immunizations 
and up to date physical is required

Date:
Time:

Extended Care (Circle if Needed):

9:00am - 4:00pm
Monday, October 14th

4:00pm - 6:00pm8:00am - 9:00Am

Fees: Member Non-Member
$70 $80

Extended Care: 
am - $12 pm - $15



Registration Form

Emergency contacts

1, Name ________________  Phone Number______________________________

Relationship to child _____________________

1, Name ________________  Phone Number______________________________

Relationship to child_______________________________________________

Does your child have any physical restrictions?
_______________________________________________________________
Is your child on any current medications?
______________________________________________________
Does your child have any allergies that we need to be aware of?
____________________________________

Agreements- Please read and respond to questions: 
I consent to the enrollment of the child listed above in this facility
and have been advised of the policies regarding administration of
medications, fees, transportation and the services provided by the
facility, and the Office of Children and Family services regulation
under which it operates 

In case of accident or injury, I authorize any and all emergency medical,
dental, and/or surgical care and hospitalization advised by the
physicians, surgeon or hospital necessary for the proper health and
well being of my child  yes or no ( Please circle one) . 

I agree ti review and update this information whenever a change occurs
and at least once every six months. yes or no ( Please circle one) .

I have provided information on my child's special needs 9 allergies, diet,
disabilities, and/ or medical information) to the provider, as may be
necessary to assist the facility in properly caring for my child in case of
an emergency yes or no ( Please circle one) .

Parents signature ___________________________________ Date________________ 


