
 
 

 
 
We are elated that your scholar will be joining us this year at our KidSpace program.  To register for KidSpace, 
complete this form and return with a $50 non-refundable registration fee to: 
 

Springfield Jewish Community Center 
1160 Dickinson Street, Springfield, MA 01108 
ATTN: Elementary Programs Director 

 
Student Profile: 
Child’s Full Name: ___________________________________________________________________________ 
Birthday: ___________________________________________ Gender: _______________________________ 
Start Date: ____________    School: _____________________________________ Grade (2021): ___________ 
 
My child will attend on the following days during the school year (3-day minimum): 
_____ Monday          _____ Tuesday          _____ Wednesday         _____ Thursday          _____ Friday 
 
My child will attend the: 
_____ 5-day plan with transport    _____ 5-day plan without transport  
 
_____ 4-day plan with transpot    _____ 4-day plan without transport 
 
_____ 3-day plan with transport    _____ 3-day plan without transport  
 
_____ per diem with transport    _____ per diem without transport 
 
Guardian Profile: 
Guardian 1 Name: ___________________________________________________________________________ 
Work Number: ____________________________________ Cell: _____________________________________ 
Email Address: _____________________________________________________________________________  
   
Guardian 2 Name: ___________________________________________________________________________ 
Work Number: ____________________________________ Cell: _____________________________________ 
Email Address: _____________________________________________________________________________  
 
Street Address: _____________________________________________________________________________  
City, State, and Zip Code: _____________________________________________________________________ 
Home Phone Number: _______________________________________________________________________ 
 
Emergency Contact (In case we cannot reach caregivers listed above): _________________________________ 
Work Number: ____________________________________ Cell: _____________________________________ 
 
If you have individual limitations or concerns (i.e., allergies, dietary restrictions, chronic health conditions), 
please complete the attached Department of Early Education and Care Individual Health Care Plan form. 



 
KidSpace 

Program Registration Form 
2021 - 2022 

 
Please review the following KidSpace policies: 
 
1. I understand that program tuition is billed monthly, and that payment will be deducted on the 15th 

of each month for the following month for as long as the program runs. I understand that credit card 
or automatic bank charge payments are required and that all payments must be made on an 
automatic payment plan. 

2. I understand that extra days (other than original days and hours) may be added so long as there is 
room in the KidSpace program and that I must contact the Elementary office to discuss my child 
coming for that day before my child is added to the school pick-up list. I understand that fees for 
these days are not included in the tuition and the additional charge will be reflected on my monthly 
bill. If the program closes for severe weather, I understand the tuition for that day is non-
refundable. 

3. I understand that the after-school program staff day ends at 6:00 PM.  If I do not pick up my child by 
6:00 PM, I will be charged $5.00 beginning at 6:05 PM and $1.00 per minute for additional time and 
this charge will be applied to my monthly bill. I realize that the child will be occupied and secure 
while waiting for an authorized pick-up person. I understand that after 30 minutes of attempts to 
locate me or the emergency contact, the Springfield JCC reserves the right to call the local police 
department and claim my child as abandoned. I understand that after a third incident, the child's 
enrollment at KidSpace will be in jeopardy of termination. 

4. I understand that vacation days, non-school days, and summer care programs are available and that 
these programs take place at the Springfield Jewish Community Center. I realize that fees for these 
days are not included in the KidSpace annual tuition, and that the monthly payment plan remains 
the same, regardless of if I choose to drop off late or pick my child up early. I understand that there 
are no refunds for missed time due to absences and no substitution of days. 

5. If I choose to withdraw my child from the program, I understand that I will be charged for all the 
time used, plus one additional month. This refers to a full month past the month in which notice is 
given. I realize that a grace period of 7 days applies for notifications of cancellation/change of 
program. For example, if I withdraw from the program on April 8, I understand that payment must 
still be rendered for May. If I send notice by April 7, however, then no payment for May would be 
required. I understand that if enrollment does not reach the required number of children per day or 
drops below a set number of children per day, the Springfield JCC reserves the right to cancel the 
program. If this does occur, a refund will be given for all available time. 

6. I understand that only adults authorized by me may pick up my child at the JCC and that it is 
imperative that the office and classroom teacher is notified in writing (if possible) when an adult 
other than the custodial guardian will pick up my child. I will inform the authorized adult that the 
Springfield JCC will ask for picture identification. I realize that all children must be signed in and out 
by an authorized adult and that these sign-in and sign-out sheets are legal documents and must 
have the time of drop-off and pick-up and must be initialed daily. I understand that this is a mandate 
by the State of Massachusetts and that this is for the safety of my child. 

7. I understand that due to COVID-19 restrictions, the J will not be allowing parents or unofficial visits 
into the J. I understand that there will be a designated drop-off and pick-up spot in the parking lot 
and that the KidSpace staff will be responsible for bringing my child to their appointed rooms for the 
day. I understand that if I’m planning on dropping off late or picking up early, I need to call Maureen 
Marchacos or Fran Eisenberg with the name of my child, the person who will be picking them 
up/dropping them off, and the exact time of my arrival. 

8. I understand that there are no refunds for missed time due to absences and there are no 
substitutions days. I realize that if the J is ordered to close by city, county, state, or federal officials 
at any time, families will be required to meet their financial commitment for that calendar month so 
that the J can continue to compensate their teachers through the end of the month. I understand 



 
that after that time, no further charges will be made until KidSpace is able to reopen. For example, if 
KidSpace was ordered to close from December 12 through February 10, families would be required 
to pay their tuition through December 31, and teachers would be compensated through December 
31. In this example, there would not be charges for January and fees for February would be pro-
rated. If KidSpace is required to close for a short period (14 days or less) in the event of a positive 
case of COVID-19 in our community, I understand that no refunds will be granted. 

9. I understand that the behavior contract included in the parent handbook must be signed by both 
the student and guardians before starting the program. If a concerning behavior arises, I understand 
that attempts will be made between the staff and myself to rectify the situation. If after these 
attempts the situation continues, I realize that my child may, at the center's sole discretion, be 
temporarily or permanently suspended from the program. I understand that if this situation arises, I 
will pay for all the time my child attended the program. 

10. I understand that daily checks (including temperature, exposure, and symptoms screening) will be 
conducted and that KidSpace staff will abide by all CDC, Heath Department, and EEC guidelines. I 
realize that social distancing within classrooms and public spaces will be enforced. 

11. I understand that face coverings will be required by students and stff at all times, except while 
eating and drinking. I realize that classrooms, surfaces, bathrooms, and hallways will be sanitized 
throughout the day and nightly. 

12. I will address all questions, concerns, and correspondence relating to KidSpace to the Springfield 
JCC, KidSpace and CAP Director. 

13. I understand that enrolling my child in KidSpace is a service to members of the Springfield Jewish 
Communty Center and that my membership should be up to date and current. 

14. I agree to complete all DEEC required registration forms and return them to the Springfield JCC 
along with 1st-month’s tuition or credit card/bank account information before September 7th and 
that a parent/guardian's manual with additional information will be emailed to me. 

15. I remit the registration fee of $50, which is non-refundable; this reserves a space in the program. I 
will contact the Springfield JCC Elementary Department directly if I decide not to enroll my child. 

16. If my child is not attending KidSpace on his/her regular day(s), I will email Maureen Marchacos 
(MMarchacos@SpringfieldJCC.org) and Fran Eisenberg (FEisenberg@SpringfieldJCC.org) or call the J 
at (413) 739-4715 before 1:00 PM. 

17. I agree to sign the additional COVID-19 participant waiver in the section below. 
 
I have read and acknowledge the policies outlined above and am excited to agree to them in partnership 
with the Springfield JCC. 
 
Signature: _________________________________________________Date: ______________________ 
 
Print Name: ___________________________________________________________________________ 
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Small Group, Large Group and School Age Child Care Licensing  
 
POLICYSTATEMENT:         Individual Health Care Plans 
 
_____________________________________________________________________________________
_ 
 
All programs must maintain as part of a child's record, an Individual Health Care Plan (IHCP) for each 
child with a chronic medical condition which has been diagnosed by a licensed health care provider as 
required by 606 CMR 7.11(3)(a)-(c). An IHCP ensures that a child with a chronic medical condition 
receives health care services they may need while attending the program. 
 
Programs must develop an IHCP in collaboration with the parents/guardians, school age child who is 
nine years or older (when appropriate), program educators, and the child's licensed health care 
practitioner, who must authorize the IHCP.  
 
The IHCP 
* Description of the chronic condition which has been diagnosed by a licensed health care practitioner  
* Description of the symptoms of the condition  
* outline of any medical treatment that may be necessary while the child is in care  
* Description of the potential side effects of the treatment  
* outline of the potential consequences to the child's health if the treatment is not administered 
 

An educator must have successfully completed training relative to a child's ICHP. This training must be 
given by the child's health care practitioner or, with the child's health care practitioner's written consent, 
by the child's parent or the program's health care consultant. The training must specifically address the 
child's medical condition, medication, and other treatment needs. Some examples of an ICHP would 
include children with asthmatic conditions, allergic reactions, ADHD, or diabetic conditions. IHCP's are not 
required for children without chronic conditions needing oral or topical medications. 
 

In the event of an unanticipated, non-life-threatening condition requiring treatment (as specified in the 
IHCP), the educator must make a reasonable attempt to contact the parents/guardians prior to 
administering the unanticipated medication or beginning the unanticipated treatment. If parent/ 
guardians cannot be reached immediately, they should be notified as soon as possible after the 
medication or treatment has been administered to the child. 
 
Educators must ensure that they document the administration of all medications and medical 
treatments in the child's medication/treatment log. 
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Written parental and licensed health care practitioner authorization shall be valid for one year, unless 
withdrawn sooner and must be renewed annually, or when the child's condition changes, for the 
administration of medication and/or treatment to continue. 
 
Additional information regarding Individual Health Care Plans: 
 

▪ Educators with written parental consent and authorization of a licensed health care practitioner 
may    develop and implement an Individual Health Care Plan that permits older school age 
children who are nine years or older to carry their own inhalers and epinephrine auto-injectors 
and use them as needed, without the direct supervision of an educator. All educators must be 
aware of how the inhaler or epinephrine auto-injector will be kept secure from access by other 
children in the program. Whenever an IHCP provides for a child to carry their own medication, 
the licensee must maintain an on-site back-up supply of the medication for use as needed. 

▪ A copy of the IHCP must be maintained in the child's file. It is recommended that a copy of the 
IHCP also be located in the classroom. 

▪ There must be one person trained in the implementation of a child's IHCP whenever the child is 
in      the care of the program. 

▪ In addition to a licensed health care practitioner, training to implement an IHCP may also be 
given by the child's parent or the program's health care consultant with the licensed health care 
practitioner's written consent. 

 
Additional medication requirements to consider: 
 

▪ Emergency medication such as Epipens must be immediately available for use. For example, 
Epipens must be brought with children for outdoor play or walks as required by 7.11(2)(f). 
Training by a licensed health care practitioner for the specific administration of an EpiPen is 
highly recommended but not required.  

▪ All staff who administer medication of any kind must be trained in medication administration as 
required by 7.11(1)(b)2.  
 
The COVID-19 Handbook policies will supersede all other KidSpace policies until further notice. 

Please refer to our COVID-19 Handbook to review these policies further. 
 
OVERVIEW 
 It is our goal to provide a safe and nurturing environment where children can grow emotionally, socially, 
intellectually, physically, and spiritually. Our program may look slightly different as a result of COVID-19. Still, we 
are very much committed to providing a creative learning space that will stimulate and challenge your children's 
natural curiosity and inquiring minds.  
The HANDBOOK IS FLUID AND MAY BE UPDATED 
This handbook is meant to be used along with the general KidSpace Handbook 
 If guidelines from local, state, or national Health Officials are updated, this handbook will be revised to comply 
with the new guidelines. If and when guidelines change, we will notify you promptly and implement those changes 
at the J immediately.  
 
WE ALL PLAY OUR PART  
Safety is a Partnership: To maximize everyone's health and safety, it is essential to create a partnership with our 
members and staff, understanding that everyone will play a critical role in maintaining a safe and healthy 
environment. We cannot do this without your committed partnership to ensure the health and safety of our 
students and staff. We thank you for your support and patience as we work to address needs as they may arise. 
 



 7 

Individual Health Care Plan Form 
Plan must be renewed annually or when the child's condition changes 

 

Check all that apply 
Plan was created by:                                                                  Plan is maintained by:  
__ Parent                                                                                    __ Director  
__ Doctor or Licensed Practitioner                                             __ Assistant Director  
__ Program's Health Care Consultant                                         __ Child's Educator  
__Older school age child (9+ yrs. of age)                                  __ Other: ________________  
__Other: __________________________ 

 
Name of child: Date:  

Any change to the child's Health Care Plan?  
                     YES (indicate changes below)        NO (updated physician/parental signatures required)  

Name of chronic health care condition:  

Description of chronic health care condition:  

Symptoms:  

Medical treatment necessary while at the program:  

Potential side effects of treatment:  

Potential consequences if treatment is not administered:  

Name of educators that received training addressing the medical condition:  

Person who trained the educator (child's Health Care Practitioner, child's parent, program's Health Care 
Consultant: 

 
Name of Licensed Health Care Practitioner (please print):_______________________________________________  
 
Licensed Health Care Practitioner authorization: _____________________________________ Date: _____________  
 
Parental/Guardian consent: _____________________________________________________ Date: _____________ 
 
For Older Children ONLY (9+ years of age)  
With written parental consent and authorization of a licensed health care practitioner, this Individual Health Care Plan 
permits older school age children to carry their own inhaler and/or epinephrine auto-injector and use them as needed 
without the direct supervision of an educator.  
 
The educator is aware of the contents and requirements of the child's Individual Health Care Plan specifying how the 
inhaler or epinephrine auto-injector will be kept secure from access by other children in the program. Whenever an 
Individual Health Care Plan provides for a child to carry their own medication, the licensee must maintain on-site  
a back-up supply of the medication for use as needed.  
 
Age of child: _______________ Date of birth: _____________________ Back-up medication received? YES NO  
 
Parent signature: _________________________Date: ________________________________  
 
Administrator’s signature: _________________________Date: ________________________________ 
 



 8 

Commonwealth of Massachusetts 
Department of Early Education and Care 

MEDICATION CONSENT FORM 606 CMR 7.11(2)(b)  

Name of child: ______________________________________________________________ 

Name of medication: _________________________________________________________ 

Please one of the following: Prescription: _____ Oral/Non-Prescription: _____ 

Unanticipated Non-Prescription for mild symptoms______ 

Topical Non-Prescription (applied to open wound/ broken skin)______ 

My child has previously taken this medication________ 

My child has not previously taken this medication, but this is an emergency medication, and I give 
permission for staff to give this medication to my child in accordance with their individual health care 
plan_______ 

 

Dosage: ___________________________________________________________________ 

Date(s) medication to be given: _________________________________________________ 

Times medication to be given: __________________________________________________ 

Reasons for medication: _______________________________________________________ 

Possible side effects: _________________________________________________________ 

Directions for storage: ________________________________________________________ 

Name and phone number of the prescribing health care practitioner: 

___________________________________________________________________________ 

Child’s Health Care Practitioner Signature ___________________Date_______________ 

I, __________________________________________, (parent or guardian) gives permission to 
authorize educator(s) to administer medication to my child as indicated above. 

Parent/Guardian Signature ______________________________ Date_______________ 

For topical, non-prescription NOT applied to open wound / broken skin (parent signature only) 
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Date: __________________ 

Name: _______________________________________________________ Membership #: _______________ 

Address: _________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For Office Use Only:  
Year initiated: _____________________    Membership Exp. Date: _____________________ 

 

 
Monthly payments: $ __________________ 
 
Begin: ________________________  End: __________________________ 
 

Staff Initials: ____________________ 

Springfield JCC PAYMENT 
OPTIONS 

 
❑ Credit Card – Authorizes charges to your credit card listed below. 

 
  ❑ Visa   ❑ Mastercard   ❑ Discover ❑ American Express 

 
Card # __________________________________________________ Exp. Date _____________ 

If credit card is on file, please confirm last 4 digits of credit card number and expiration date. 
 
❑ Checking Account – Authorizes your bank to deduct your payment directly from your account. 

 
Name(s) on account: _________________________ Type of account:  ❑ Checking ❑ Savings 

 
Name of Bank _______________________________ Account #: __________________________ 

 
Address of Bank _____________________________ Routing #: __________________________ 

 
Please attach a voided check to this agreement. 

 
Payments to be applied to: ❑ Membership  ❑ Preschool ❑ KS/CAP  ❑ Camp  ❑ Other ________ 
 
 

Payment Amount: ________________  Number of Payments: __________ 
 

Payment Dates (if applicable): ____________________________________________________________ 
 
I authorize the Springfield Jewish Community Center to receive payments for my fees. This authorization will remain 
in effect and is automatically renewable until the Springfield Jewish Community Center receives my written 
cancellation dated 30 days before it takes effect. If my payment plan should not be honored for any reason, I 
understand and agree that I will be obligated to immediately pay for the balance of my fees, plus a $15 service 
charge. Payments will be deducted automatically on the 15th of each month. I authorize my bank (indicated above) 
to automatically deduct from my account. 
 
Signature: ___________________________________________   Date: __________________________ 
 
Print Full name: _________________________________ 



 10 

 

KidSpace Registration Form  
2021 - 2022 

 
 

In order to have your child enrolled in Springfield JCC youth programs, the following form must be completed 
and returned to the Elementary Department. 

 
Child's Name ___________________________________________    Date of Birth_____________  
 
Parent/Guardian Name ____________________________________Relationship to child__________  
 
Parent/Guardian Name ____________________________________Relationship to child__________  
 
MARITAL STATUS: Married__ Partnered__ Divorced__ Separated __ Widowed __  Single__ 
 
HOME ADDRESS _______________________________________________________________________ 
 
HOME TELEPHONE#_________________________   ENTERING GRADE ______   AS OF SEPT. 2021 
 
NAME OF SCHOOL CHILD WILL BE ATTENDING______________________________________________  
 
BUSINESS INFORMATION: 
PARENT/GUARDIAN _________________________________CELL PHONE#_______________ 
 
BUSINESS NAME & ADDRESS _____________________________________________________ 
 
    TELEPHONE#___________________________ HOURS AT WORK ___________________ 
 
PARENT/GUARDIAN _________________________________CELL PHONE#_______________ 
 
BUSINESS NAME & ADDRESS______________________________________________________  
 
   TELEPHONE #___________________________ HOURS AT WORK __________________ 
 
 
If Parent/Guardian cannot be contacted, NOTIFY: 
 
NAME _____________________________________RELATIONSHIP ______________________ 
 
ADDRESS __________________________________TELEPHONE# _______________________ 
 
NAME _____________________________________RELATIONSHIP ______________________ 
 
ADDRESS __________________________________TELEPHONE # ______________________ 
 
CHILD'S PHYSICIAN/CLINIC _____________________TELEPHONE # ______________________ 
 
ADDRESS____________________________________________________________________ 
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We need the current physical exam, immunization records, flu shot, and lead screening on file at 
KidSpace All Day________Yes _______ No If no, you must present a copy before the first day of the 
program. 
                                                                                                                                                             
Please provide identifying information (required by the Office for Child Care regulations) and the current 
picture (if available). 
 
Eye Color____________ Hair Color____________ Sex ________ Height________ Weight__________  

 
Skin Color __________Identifying Marks__________________________________________________ 
 
_____________________________________________________________________________________ 
 
Particular limitations or concerns, i.e., ALLERGIES, dietary restrictions, chronic health conditions: 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
Additional information about your child that will help provides the best experiences for him/her. 
 
_____________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
 
I give my consent to the _____________________________________________________________ 

  Name of Program 
to release my child to the following persons (other than parents/guardians) authorized to take my child from 

the program or receive my child at the end of the day (NOTE: Your child will not be dismissed with anyone 
other than those listed below, nor will your child be permitted to leave the building without an adult to walk 

home or meet someone, unless we have written permission for such). 
 

Name _____________________________________________Relationship_____________________  
 

Address ____________________________________________Telephone #____________________ 
 
 

Name _____________________________________________Relationship ____________________ 
 

Address ____________________________________________ Telephone #___________________  
 
 

Name _____________________________________________Relationship ____________________ 
 

Address ____________________________________________ Telephone #___________________  
 

______________________________________  _________________                
Parent/Guardian Signature     Date                                                                                                                                                                                                                                                                                                               
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KidSpace 

First Aid and Emergency Medical Care Consent Form 102 CMR 7.09(3) 
 
 

Child’s Name: _______________________________________ Date of Birth: ____________ 
 
I authorize staff in the childcare program that is trained in the basics of first aid to give my child first aid when 
appropriate. 
 
I understand that every effort will be made to contact me in the event of an emergency requiring medical 
attention for my child.  However, if I cannot be reached, I hereby authorize the program to transport my child 
to the nearest medical care facility and/or to ________________________, and to secure necessary medical 
treatment for my child. 
 

Child’s Physician Name: ____________________________________________________________ 

Address: __________________________________________________________________________ 

Phone Number: ______________________________ 

 
Child’s Allergies: ___________________________________________________________________ 
 
Chronic Health Conditions: ___________________________________________________________ 
 

 
EMERGENCY CONTACTS (In order to be contacted) 

1. Name: ________________________________ Address: ______________________________ 

Relationship to Child:___________________ Phone Number:________________________ 

Do you give permission for child to be released to this person?  Yes______ No__________  

2.   Name: ________________________________Address: ______________________________ 

Relationship to Child:___________________ Phone Number:________________________ 

Do you give permission for child to be released to this person?  Yes______ No__________ 

3.   Name: ________________________________Address: ______________________________ 

Relationship to Child:___________________ Phone Number:________________________ 

Do you give permission for child to be released to this person?  Yes______ No__________ 
 

Health Insurance Coverage:________________________ Policy#:_______________________ 

Parent(s) Name: _______________________Phone(w):________________(h)______________ 

Parent(s) Name:_______________________Phone(w):________________(h)______________  
 
______________________________________  _________________ 

Parent/Guardian Signature    Date  
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KidSpace General Permission Form 
 

 

I. I give permission for my child, _______________________________________________, to be 
photographed or and the use of these photographs and/or recordings singularly or in conjunction with other 
photographs and/or recordings for advertising, publicity, commercial such as Facebook, JCC Website and 
Instagram or other business purposes Such as Newspapers, Brochures and Ads in both the print and 
electronic media. I understand that the term "photograph" as used herein encompasses both still 
photographs and video footage. 
_____________________________________________                 ____________________ 
          (Parent/Guardian Signature)                                                            (Date) 
 

II. I give permission for my child, _______________________________________________, to attend any 
KidSpace/JCC field trips away from the Jewish Community Center. 

_____________________________________________                 ____________________ 
          (Parent/Guardian Signature)                                                            (Date) 

 
III. I give permission for my child, _______________________________________________,  to participate in 
any programs conducted for research and observation (i.e., college research studies). 
_____________________________________________                 ____________________ 
          (Parent/Guardian Signature)                                                            (Date) 
 
IV. I give permission to the Springfield Jewish Community Center to pick up/drop off my child, 
_______________________, to/from ____________________________________School and transport them 
in the Springfield JCC-sponsored vehicle to the J to participate in out of after-school child care and/or 
emergency evacuation. 
_____________________________________________                 ____________________ 
          (Parent/Guardian Signature)                                                            (Date) 
 

V. I give permission for my child, _______________________________________________, to participate in 
all the regularly scheduled classes/programs on the premises of the Springfield JCC.  A Springfield JCC 
employee or KidSpace staff will be working with the children for their scheduled activity. The program will 
provide in writing a list of scheduled activities. 
_____________________________________________                 ____________________ 
          (Parent/Guardian Signature)                                                            (Date) 
 

 

VI. I have received and read the parent manual and am aware of the policies of the Springfield JCC and the 
Department of Youth and Family Services. 
_____________________________________________                 ____________________ 
          (Parent/Guardian Signature)                                                            (Date) 
 
VII. I have received and read the COVID-19 handbook. I will follow and am aware of the policies that J has put 
forth for COVID-19 while my child(ren) attends the KidSpace program. 
 
_____________________________________________                 ____________________ 
         (Parent/Guardian Signature)                                                            (Date) 
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TRANSPORTATION PLAN 11.05 (9)(b) 
AND ALTERNATIVE TRANSPORTATION PLAN 

(INCLUDING DESIGNATED ADULT) 11.05(9)(B) 
 
 

Child's Name: ____________________________________________________________  
 
My child will arrive at the program by: 
_______ Supervised walk (who _______________________________) 
_______ Parent Drop Off and sign in 
 _______ Other (Describe) 
 
My child will depart from the program by: 
_______     Parent Pick Up and sign out 
_______     Supervised Walk (who_________________________________)  
_______     Other (Describe) 
 
 
I give my permission for my child to be released from the program at the end of the day, as stated above, and 
I give my consent to the following people to receive my child at the end of the day. (If no one is authorized, 
please indicate below by writing "NO ONE") 
 
1. Name ___________________________________________Relationship _________________ 
 
Address __________________________________________ Telephone #_______________ 
 
  
2. Name ___________________________________________Relationship _________________ 
 
Address __________________________________________ Telephone #_______________ 
 
 
3. Name ___________________________________________Relationship _________________ 
 
Address __________________________________________ Telephone #_______________ 
 
Any other transportation requests must be stated in writing and maintained in the child's file, or the above 
plan must be implemented. This permission is valid for one program year from the date of signature. 
 
________________________________________________                  ______________________ 

Parent/Guardian Signature                                                                          Date  
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PERMISSION FOR USE OF ON-SITE SWIMMING POOL 
 

This form can be used by Eeducators who have a swimming pool on the program premises. 
 

I hereby give the Department of Youth and Family Services of the Springfield JCC permission to allow my 
child, ________________________________ who is ___________years old to use the on-site swimming pool 
at the program.  I understand that my child must be directly supervised by the educator(s) at all times, and 
that there will be a second adult on the premises to assist in case of an emergency whenever the pool is in 
use. 
 
________________________________________________                  ______________________ 
Parent/Guardian Signature                                                                          Date 
                                                                                                                          

 
SPRINGFIELD PUBLIC SCHOOLS DATA RELEASE CONSENT FORM 

Please fill out if your child attends Springfield public schools 
 
Springfield Public Schools Data Sharing Consent 
 
By signing below, I, _____________________ [PARENT/GUARDIAN NAME], the authorized parent/guardian 
of _____________________ [STUDENT NAME], authorize The Springfield Jewish Community Center to share 
written information on my child’s participation and performance in KidSpace with the Springfield Public 
Schools.  Further, I authorize the Springfield Public Schools to disclose information in my child's student 
record, including but not limited to my child's enrollment, attendance, behavior, and academic performance 
with The Springfield Jewish Community Center. 
 
I understand that the purpose of allowing this information to be between Springfield Public Schools and the 
Springfield Jewish Community Center is to enable both The Springfield Jewish Community Center and the 
Springfield Public Schools to improve the quality and alignment of services and education for my child.  I also 
understand that the shared information will be stored in a secure, password-protected electronic database 
maintained by the Springfield Public Schools and accessible only to those with authorized access. 
 
I understand that The Springfield Jewish Community Center may disclose non-identifiable aggregate student 
data that may include information regarding my child.   
 
I understand that in the event my child is no longer enrolled in the Springfield Public Schools or ceases 
participation in KidsSpace within a reasonable period, both organizations will terminate all information 
sharing about my child.  Both organizations will also terminate any information sharing about my child if I 
revoked this authorization in writing and delivered to The Springfield Jewish Community Center and 
Springfield Public Schools. 
 
______________________________   ______________________________ 
Student Name     Parent/Guardian Name (Printed) 
______________________________   ______________________________ 
Student ID Number (lunch number)  Parent/Guardian Signature 
       ______________________________ 
       Date 
 


