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FIRST BAPTIST CHURCH OF FLUSHING (FBCF)

142-10 Sanford Avenue, Flushing, NY 11355
Phone: (718) 539-6822 - Fax: (929) 264-7311 - fbcflushing.org/camp
KIDZCONNECT SUMMER DAY CAMP (SDC) REGISTRATION FORM

2024

O Registration Form 0 Health Form

STUDENT INFORMATION/E2 &%

1.First Name/%3 2.Last Name/#tE 3.Date of Birth (mm/dd/yy) 4 Age/TEES
HERRB/B/5)
5.Address/itttiE
6.Sex/14ERl 7.Native Language/E FH:ES 8.Grade in Sep. 2024 9. T-shirt size/T IR
2024 FFH B B! YXS YS YM YL S M L XL XXL
10.Medical Conditions/{EEEART 11.Allergies/iBf
12.ChildhasanlEP? oY aoN 13.0ther information/Efth &%}
Submit a copy of IEP diagnosis/assessment.
BEERE2INMEARRBERRIEP? 0B 0i8E
[BIREZBEASHMB A R/HRE]
PARENT/GUARDIAN - 53E3/B558 A (Pick-up/Emergency/Billing — &%/ B2 /1E)
14.Full Name/¥4 15.Relationship to Child/EEE2S-FIRE&R 16.Email /EBEB
17.Home Phone/ZR- &5 18.Work Phone/ T{FE&5E 19.Cell Phone/FIRES
SECONDARY CONTACT/SE _{RIHit&& A (Pick-up/Emergency — i/ BS)
20.Full Name/%¥ 21.Relationship to Child/EAZ24-ROEEE 22.Email/EE
23.Home Phone/ZR &5 24.Work Phone/ T3 25.Cell Phone/FIRES
ADDITIONAL CONTACTS/EL{thER&Z A (Pick-up/Emergency - &%/ BR)
26.Full Name/#%5 27.Relationship to Child/ERZ24-RIBEER 28.Tel. /B4R ES
29.Full Name/#4% 30.Relationship to Child/ERER 4 AUREE 31 Tel. #/Bf4R B
32. CHESS ELECTIVE FOR GRADES 2-6: O Yes o No 33. ROBOTICS FOR GRADES 6-8: o Yes o No
TENHRBATRIEE BT OZI o A~2m NE\FRBEMBEMMAIL: o201 o 720
OTHER COMMENTS / El{thi#:5%

This camp is licensed by the New York City Department of Health and Mental Hygiene, is inspected twice yearly and includes the address where inspection reports are filed.

HESEEMINTEERER, LEFMAESRE, CRIESRERS.
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REGISTRATION AGREEMENT

By signing this form, | agree to the following terms and conditions:

1.

b

7.

NAME (PLEASE PRINT)
RELATIONSHIP TO CHILD: o0 MOTHER o FATHER 0 OTHER

My child has permission to participate in all the Summer Day Camp activities sponsored by FBCF. | agree to
release, indemnify and hold harmless FBCF and its staff from all claims of liability, injury or damage to any
person occurring in connection with said Summer Day Camp activities.

All fees must be paid in full by May 31 for the discount or the first day of Camp for regular pricing.

Health forms must be submitted by June 26, 2024.

FBCF has permission to treat my child for minor injuries, such as scrapes and bruises. In the event of an
emergency, FBCF has permission to have my child treated at a local emergency room if no authorized contact is
reached.

FBCF has permission to produce and publish photographs, videos or recordings of my child for lawful purposes at
its discretion. | waive all rights, interest or claim for payment for these materials.

REFUND POLICY: Administrative fee of $30 to process refund. No tuition fees will be refunded if cancelling after
7/19/2024. 50% refund if cancelling between 7/8/2024 and 7/19/2024.

There will be no prorating or refund of fees for any missed days or for any other reason.
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FIRST BAPTIST CHURCH OF FLUSHING (FBCF)
142-10 Sanford Avenue, Flushing, NY 11355

Phone: (718) 539-6822 - Fax: (718) 939-9136 - FBCFlushing.org/camp
KIDZCONNECT SUMMER DAY CAMP (SDC)

TRIP ITINERARY & PARENT CONSENT FORM

Camis #: 40583434
Borough: Queens

STUDENT NAME GRADE AGE
NOMBRE DEL ESTUDIANTE GRADO EDAD
Bauz FIR Fife
(V) Select DATE TRIP DESCRIPTION TRANSPORTATION
Seleccione FECHA | DESCRIPCION DEL PASEO TRANSPORTE
=R B8 | bt REIR
7/12 | Movie - Pelicula - &5 (Despicable Me 4) School bus and/or van
AMC Bay Terrace 6 Bus escolar y/o camioneta
211-01 26 Avenue, Bayside, NY 11360 wE / HE)E
7/19 Queens County Farm School bus and/or church van
73-50 Little Neck Parkway, Queens, NY 11004 Bus escolar y/o camioneta
BRE /#HE/)E
7/26 Improv 4 Kids N/A
142-10 Sanford Ave., Flushing, NY 11355
8/2 Laser Bounce (Grades PreK-3) School bus and/or church van
80-28 Cooper Ave., Glendale, NY 11385 Bus escolar y/o camioneta
BE /#HE/NE
Bowling - Bolos (Grades 4-8) - T {Rifis School bus
JIB Lanes Bus escolar
67-19 Parsons Blvd., Flushing, NY 11365 BE
8/9 Carnival - Feria - EFE® N/A
142-10 Sanford Ave., Flushing, NY 11355
8/16 Pizza Party - Fiesta de Pizza - IlLRER N/A

142-10 Sanford Ave., Flushing, NY 11355
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FIRST BAPTIST CHURCH OF FLUSHING (FBCF)

142-10 Sanford Avenue, Flushing, NY 11355
Phone: (718) 539-6822 - Fax: (718) 939-9136 - FBCFlushing.org/zh-tw/camp/

KIDZCONNECT SUMMER DAY CAMP (SDC)
CODE OF CONDUCT — NORMAS DE CONDUCTA
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CHILD & ADOLESCENT HEALTH EXAMINATION FORM
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE — DEPARTMENT OF EDUCATION

TO BE COMPLETED BY THE PARENT OR GUARDIAN

Please
Print Clearly

NYC ID (0SIS)

Child’s Last Name First Name Middle Name Sex [J] Female |Date of Birth (Month/Day/Year)
{71 Male / /
Child’s Address Hispanic/Latino? (Race (Check AL thatapply) [ American Indian ] Asian [J Black [J White
OYes ONo ) Native HawaiiarvPacific Islander J Other
City/Borough State Zip Code School/Center/Camp Name District ____ | Phone Numbers
Number ____ __| Home
Health insurance (] Yes |[] Parent/Guardian Last Name First Name Email Cell
(including Medicaid)? (] No |[J Foster Parent Work

TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER

Birth history (age 0-6 yrs) Does the child/adolescent have a past or present medical history of the following?
. . . (] Asthma (check severity and attach MAF): [ Intermittent [ Mild Persistent [ Moderate Persistent [ Severe Persistent
O Uncomplicated - (] Premature: Weeks gestation It persistont, check all current medication(s): (] Quick Reliof Medication [ Inhaled Corticaslerold (] Oral Sterold (] Other Controlfer [ None
[ Complicated by Aslhma Conlrol Stalus O well [ Poarly Cantrolled or Nol Controlled
. [J Anaphylaxis ([ Seizure disorder Medications (attach MAF if In-school medication needed)
Altergles [] None [J Epi pen prescribed CJ Behavioralmental health disorder [ Speech, hearing, or visual impairment - -
= A H & e (1 None [ Yes (st betow)
) [ Congenital or acquired heart disarder  [] Tuberculosis fiatent infection or disease)
[ Drugs fist) [”] Developmental/learning problem [T Hospitalization
O Foods (] Diabetes (attach MAF) [] Surgery
00ds (list) ] Orthopedic injury/disabllity {3 Other (specify)
[ Other gisy Explain all checked items above. [ Addendum attached.
Attach MAF in in-school medications needed
PHYSICAL EXAM Dateof Exam: __/ _/ _|General Appearance: .~~~
Height cm (__ %ilg) [ Physical Exam WNL
NI Abnl NI Abnl N Abnt NI Abnl M Abnl
Weight kg (—— __%Ile) |7 7 Psychosocial Development |7 [ HEENT 0 O Lymph nodes [J O] Abdomen OO Skin
BMI kg/m2 (___ ___ %ile) |01 O Language (1 O Dental 00O Lungs 0O Genitourinary [0 O Neurological
Head Circum %l 3 O3 Behavioral {1 (] Neck (J O Cardiovascular [ [J Extremities [0 O Back/sping
ead Circumference (age <2 yrs) cm (______ %ile) Describe abnormalities:
Blood Pressure (ago >3 yrs) /
DEVELOPMENTAL (age 0-6 yrs) Nufrition Hearing Date Done Results
Validated Screening Tool Used? Date Screened |< 1 year {J Breastfed (7] Formula (] Both < 4 years: gross hearing fJ iCm el DReferred
> 1 year (] Well-balanced (] Needs guidance (] Counseled (] Referred
- Yes‘ Ok e Dietary Restrictions (] None [] Yes flist below) OaE e D0 DAt ClRotorred
Screening Results: [ WNL 2 4 yrs: pure tone audiometry b/ 0O Dbl ClReferred
[ Delay or Concem Suspected/Confirmed (specify area(s) below): Vision Dato Done Resulls
(3] CagnitiveProblem Solving [ Adaptive/Seli-Help SCREENINGTESTS | DateDane =~~~ [JHesuts <3 years: Vision appears: — Owm O aal
[0 Communication/Language (7 Gross Motor/Fine Motor Blood Lead Level (BLL) / / pg/dL Acuity (required for new entrants Right /
[ saclal-Emotional or [ Other Area of Concern: (required at age 1 yr and 2 and children age 3-7 years) — et/
Personal-Soclal yrsand for those atrisk) | ___ [/ pg/dL [ Unable to test
Describe Suspected Delay or Concemn: Lead Risk Assessment , , (J At risk (do BLL) g;:;zre:u:v?im Glasses? g zz;s g :g
(annually, age 6 mo-6 yrs) | — '——"'—— [ Not at risk =
ey O CRIQ Oy —— ... Visible Tooth Decay i OYes ONo
Hemoglobin or / / @/dL | Urgent need for dental referral (pain, swelling, infection) i DOYes [N
Child Receives EVCPSE/CSE services [ Yes [ No | Hematocrit — %  |Dental Visit within the past 12 months OYes [INo

e s NER AN EEEN

Physician Confirmed History of Varicella infection (]

Report only positive immunity:

IMMUNIZATIONS - DATES . o 196 Titers | Date
LLLZLIE 1oL Y S A SUNY AN A AU SN SR SN RN S Tdap __/___/__  ___J__/___ |HepatitsB ___/___/
| R S S I S, S I S S MMR  __ /s i i Measles ___ /s
Polio __, 4 4 4 bl Varicella ___/  / i o Mumps __ 4 s
WepB __ o/ /. i/ 4 [/ MeningACWY __, /. g g Rubella __/__/
Wb __ o,/ 4 g 4 HepA __ /o 1 Varicella ___/_ ;
PV __ o Rotavirus /. /i __/__ I __ Poliot _ ;s
Influenza __, ,  __/ /44 4 g q MeningB  __ /7, N el Paio2 __ s s
WY o 4/ ___ 4 Other_________ __/__/i______ g Palio3 _ , /
ASSESSMENT [ Well Child (200.129) [ Diagnoses/Problems isy) ICD-10 Code | RECOMMENDATIONS  [] Full physical activity
’ [ Restrictions (specify)
Follow-up Needed [JNo [ Yes, for Appt.date: /. __ /...
Referral(s): [INone [JEarlyintervention (JIEP  [7]Dental [7]Vision
[ Other
Health Care Practitioner Signature Date Form Completed , m::mcrmm [:Dj:]:D
0.
Health Care Practitioner Name and Degree (oring) Practitioner License No. and State TYPE OF EXAM: []NAE Current [T] NAE Prior Year(s)
Comments:
Facility Name National Pravider Identifier (NPI)
Date Reviewed: 1.D. NUMBER
Address City State Zip lod
REVIEWER:
Telephone Fax Email
i FaMoe [TT T TT11]

CH205 Health Exam 2016_r4-16_FINAL.indd



