
               Parent Orientation Checklist 
 

Welcome to AYS: 
 
 ________ I have completed all of the paperwork needed to register my child, including all  
 Initial  special needs and medication forms. 
 
_________ AYS opens at ___________ and closes at 6:00PM.  There is $1.00 per minute late fee 
Initial after 6:00PM according to the AYS clock.  This is paid directly to the staff member, not 

included with regular fees.  
 
_________ I can consult my Parent Handbook, the site Director, or AYS administration with  
Initial  any questions or concerns about the program. 
 
_________ I will not send a sick child to the program.  Please consult the AYS Sick Policy handout. 
Initial  Any medication (prescription and non-prescription) given at the program requires
  written permission. 
  
_________ I will notify AYS if my child will not be attending the program on his/her regularly 
Initial   scheduled day. 

 
_________ My child will be signed in/out each day by an authorized person.  This is an individual 
Initial  who is listed on the registration form.  A picture ID will be required. 
 
_________ I will notify AYS of any changes such as:  address, phone, custody, pick-up list or  
Initial  something else that concerns my child. 
  
_________ I realize payments are due Friday for the following week and payments are  
Initial  due regardless of attendance. No cash please. Payments will NOT be adjusted due to illness  
  or holidays/school closings.  Winter, Spring, and Summer break fees are charged separately. 
 
_________ If applying for financial assistance, I understand that full rates must be paid until 
Initial                     the application is complete and approved by the AYS Finance Office. 
  
_________ I will give a two week written notice if withdrawing my child from the program. 
Initial 
 
_________ After Sept. 1, a $15 fee will be charged for each attendance plan change at time of 
Initial  request.  A two week notice is required if reducing number of days attended.  An    

increase in days attended can be made immediately (if space permits as approved 
by the Program Director).  

   
_________ Voucher Families Only:  I agree to swipe in and out daily and comply with all  
Initial  voucher requirements.   
 
_______ **Early Childhood only: I will provide a change of clothes for my child.  (Don’t forget 
**Initial       the child’s name on all items.) 
 
 
I HAVE READ AND AGREE TO THE POLICIES AND PROCEDURES LISTED ABOVE: 
 
 
___________________________                        _________________ 
Parent/Guardian Signature                           Date 
 
 
______________________________                 __________________   AYS, Inc. 
Director Signature                                         Date                      Revised July 2009                                   

 



 

 

AYS, INC 
              HEALTH RECORD 

Child’s Name __________________________________Birth Date: ______________________________ 
Program: _____________________________________ 

MEDICAL HISTORY 
Child’s Physician: ___________________________ 
Date of most recent physical: _________________ 
Date of last tetanus shot: _____________________ 
Local Hospital preference: ____________________ 
Health Insurance Company: __________________ 
Child’s Dentist: _____________________________ 
 

Phone #: _________________________________ 
Age of child at time of physical: ________________ 
Blood type, if known: ________________________ 
 
Membership #: _____________________________ 
Phone #: _________________________________ 
 

Does your child have any allergies:  YES / NO   Explain, if yes: __________________________________ 
____________________________________________________________________________________ 
Does your child have any diagnosed health conditions:  YES / NO   Explain, if yes: ___________________ 
____________________________________________________________________________________ 
Are there any special routines prescribed by your child’s doctor that should be included in AYS’ plans for 
your child’s activities?  YES / NO   Explain, if yes: _____________________________________________ 
____________________________________________________________________________________ 
Are there any modifications of normal activities that would be necessary to protect your child and his / her 
classmates?  YES / NO   Explain, if yes: ____________________________________________________ 
____________________________________________________________________________________ 
Does your child take any medication(s) every day?  YES / NO   If yes, list name and dosage of 
medication(s), time given, & purpose of medication(s).  ***See Below*** ___________________________ 
____________________________________________________________________________________ 
***A form must be on file each year for any medication, either prescription or non-prescription, to be 
administered during the AYS program.  Prescription medication requires a doctor’s signature to be 
administered by AYS personnel.*** 

(Over)                                                           Rev. 02/04  
© AYS, Inc. 

 

 



Child’s Name__________________________________________ Program _______________________ 
  HISTORY OF IMMUNIZATIONS & TEST (indicates month / day / year)  
          
 1 2 3       
Hepatitis B             
          
 1 2 3 4      
Hib              
          
 1 2 3 4 5     
DTP/DTaP               
          
 1 2 3 4      
Polio              
          
    1 2 3 4   
Pneumococcal Conjugate/ Prevnar/ PCV/ PCV 7           
          
 1 2        
Measles            
          
 1 2        
Mumps            
          
 1 2        
Rubella            
          
 1 2        
Varicella      **If your child has had chickenpox, he/she does not need the vaccine.  
Please provide us with the date (month & year) of the infection along with your signature:   
Date of chickenpox  infection:____________________ Parent Signature:_________________________________________ 
          
          
NOTE:  To be considered adequately immunized, a child of age twenty-four months should have received 3 Hepatitis B  
vaccinations, 4 DTP vaccinations, 3 Polio vaccinations, 3-4 Hib vaccinations, 4 PCV vaccinations, 1 vaccination against 
Measles, Mumps, and Rubella, and 1 Varicella vaccination.        
          
Parent / Guardian Signature ________________________________________________________________________ 
         
  
          
                       ADDITIONAL NOTES AND INSTRUCTIONS   
                    
  
  

  
                  ©  AYS, Inc. 




