
 

 
All students must be registered for the Beacon program prior to enrollment.  Staff shall review 
the forms with the parent/guardian to ensure that they are filled out completely, signed in the 
appropriate places and that they understand the contents thoroughly.  Participants must not 
be permitted to participate in the program until all of the forms are completed.  

 
Once the forms are completed, information must be entered on the Beacon online system at 
www.beacononline.org.  These forms and other documents that are a part of the registration 
packet are to be placed in an individual folder that is prepared for each participant.  This file is to 
be kept in a locked file drawer at the Beacon location and made accessible to DYCD staff. 

 
The registration packet must consist of the following sections: 

  
1. Participant Information 
2. Pick Up Information 
3. Parent/Guardian Information 
4. Photo/Video Consent Form 
5. Evaluation Form 
6. Health Record 

 
Please take note of the following when registering participants: 
 
• No student will be permitted to attend the program prior to completing all registration 

materials. 
• A copy of a current physical examination must be obtained from the parent/guardian and 

placed in the child’s individual file.  The medical form should be provided to the 
parent/guardian to be completed by the participants’ health physician. 

• All participants must be entered on the Beacon online system. 
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Participant Information 
 
 1.  Last Name                        2. First Name                                                     3. Middle 

                               

 
 4.  Social Security Number                5. Gender            6. Birth Date  

   -   -        Male  Female           
 

Month         Day             Year  
 
 7.      Street Address  (number and street)                   8. Apt #                        9.  Zip Code 

                                
 
      

10. Borough Code   1. Bronx 2. Brooklyn 3. Manhattan 4. Queens 5. Staten Island 
 
 
                      (Area code)                                          (Area code) 

11. Home Phone Number    -    -     12. Cell / Pager    -    -     
 
 

13. Email Address:                                
 
 

14.   Ethnicity  1. American Indian  2. Asian (Non-Hispanic) 3. Black (Non-Hispanic) 4. Hispanic/Latino 
  5. Pacific Islander 6. White (Non – Hispanic) 7.  Other  

 

 

                                                                                     Last Name                                  First Name 

15. Emergency  
Contact Name                                

 
                      (Area code)                 

16. Home Phone Number    -    -     17. Relationship 
to applicant             

                                                                                      

        Last Name                                  First Name 

18. Emergency  
Contact 2 Name                                

 
                      (Area code)                 

19. Home Phone Number    -    -     20. Relationship 
to applicant             

 

 

21.   School 
Attending: 

           
  

  
22. Grade: 

  

 

23.   Public School 
Student ID# (OSIS): 

 
   

     
   

 
 
 

24.   Primary Language 
Spoken 

                 

                   

25.   English Proficient   Yes   No            

 
 
 
 
 

26.   Are you or any member of your household (0-64 years of age) covered by Medicaid, Child Health Plus, Family Health Plus or    
private medical insurance? Yes 

 
No 

 
            

 

 
 
 
 

28. 
Are you or any member of your household receiving Public 
Assistance? Yes

 
No 

 
 

If Yes, 
HRA 
Code #: 

     
    

 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Please continue on the following page 
 
 
 
 

27.   If NO, do you want to be contacted with information about public health insurance programs?     Yes  No  

School Type: 
□ Public School   □ Private School  
           □ Charter School 
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29.   Has the participant been enrolled in any of the following programs?   1. ACS 2. OST 3. TASC 4. Service Learning 
 

30. Do you have other children registered in this 
program? Yes  

 
No 

 
  

 If yes, please list additional children below:             
                                                                                     Last Name                                  First Name 

31. Additional Child                                

                                                                                     Last Name                                  First Name 

32. Additional Child                                
 
 
 
 
 
 

 
 

Pick-Up Permissions 
 
33.  I give permission for my child to walk home alone at dismissal. 

 
Child may be picked up by: 
 
34.  Last Name                       35. First Name                                   36. Middle 

                               
                     

      (Area code)                 

37. Home Phone Number    -    -     38. Relationship to 
applicant           

 

 
 

39.  Last Name                      40. First Name                                                      41. Middle 

                               
                      

     (Area code)                

42. Home Phone Number    -    -     43. Relationship to 
applicant           

 

 
 

44.  Last Name                       45. First Name                                                   46. Middle 

                               
                      (Area code)                 

47. Home Phone Number    -    -     48. Relationship to 
applicant           

 
 
 

Child may not be picked up by: 
49.  Last Name                       50. First Name                                    51. Middle 

                               
                      (Area code)                 

52. Relationship to 
applicant           

 
 

 
 

52.  Last Name        53. First Name                                                  54. Middle 

                               
                      (Area code)                 

55. Relationship to 
applicant           

 
 
 

Please continue on the following page 
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Parent / Guardian Information 
 

56.  Last Name        57. First Name                                                  58. Middle 

                               

 
59.      Street Address  (number and street)                 60. Apt #                       61.  Zip Code 

                                
 
                   63. Birth Date:                      

62. Borough Code   1. Bronx 2. Brooklyn 3. Manhattan 4. Queens 5. Staten Island             

            Month       Day           Year 
 
                      (Area code)                                          (Area code) 

64. Home Phone Number    -    -     65. Work Phone    -    -     
 

66. Cell / Pager Number    -    -                  
 
 

67. Email Address:                                
 
 

68.   Ethnicity  1. American Indian  2. Asian (Non-Hispanic) 3. Black (Non-Hispanic) 4. Hispanic/Latino 
  5. Pacific Islander 6. White (Non – Hispanic) 7.  Other  

 
                 

69. Relationship 
to applicant                             

 
 

70.   Primary Language 
Spoken 

                 

                   

71.   English Proficient   Yes   No            

 
 
 
 

 
 

Additional Parent / Guardian Information 
72.  Last Name                       73. First Name                                    74. Middle 

                               

 
75.      Street Address  (number and street)                  76. Apt #                        77.  Zip Code 

                                
 
         79. Birth Date:                      

78. Borough Code   1. Bronx 2. Brooklyn 3. Manhattan 4. Queens 5. Staten Island             

            Month       Day           Year 
 
                      (Area code)                                          (Area code) 

80. Home Phone Number    -    -     81. Work Phone    -    -     
 

82. Cell / Pager Number    -    -                  
 
 

83. Email Address:                                
 
 

84.   Ethnicity  1. American Indian  2. Asian (Non-Hispanic) 3. Black (Non-Hispanic) 4. Hispanic/Latino 
  5. Pacific Islander 6. White (Non – Hispanic) 7.  Other  

 
 
 
 
 
 
 

Please continue on the following page 
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85. Relationship 
to applicant                             

 
 

86.   Primary Language 
Spoken 

                 

                   

87. English Proficient   Yes   No            

 
 
 
 
 
 
 
 
 
 
 

Program Enrollments (check all that apply): 
 
Power Academy  
 
Summer Power Academy  
 
African Dance  
 
Salsa Dance   
 
Art Club  
 
Drums Corps  
 
Stepping  
 
Hip Hop Dance  
 
Wadleigh Scholars  
 
Teen Leadership  
 
Girls Basketball  
 
Boys Basketball  
 
Other  _________________________________ 
 
Other  _________________________________ 
 
Other  _________________________________ 
 
 
 
 

 
 

Please continue on the following page 

Intake Officer Signature           Date    
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Photo/Video Consent Form   (To be completed by the parent or guardian) 
 
 
 
 

I certify that I am the parent or legal guardian of ____________________________, whose date of birth 
is ___________________.                             name of child 
                month/day/year 

 
I understand that this after-school program features special events both in-school and away from school.  
Media representatives, newspaper and television reporters, photographers, and public-relations personnel 
may be present at these special events to record them.   In some cases they may interview and/or 
photograph children who participate in these events.  These photographs, videos, and interviews will only 
be used to promote this after-school program.  
 
I give permission for my child to be photographed or otherwise recorded during after-school events and activities, and for any and 
all such photographs to be displayed by [NAME OF AGENCY, NAME OF AFTER-SCHOOL PROGRAM, SCHOOL] or The 
Department of Youth and Community Development in any medium (books, newsletters, web sites, etc.), whether now or hereafter 
known or developed.  
 
 
SIGNATURE OF PARENT OR GUARDIAN      DATE 
 
 
 
 
 
 
 
 
 
If you do not wish for your child to participate in the activities described above, please review this 
section of this form. 
 
I DO NOT give permission for my child to be photographed or otherwise recorded during after-school 
events and activities.  As a result, my child may not be able to participate in these events and activities. 
 
 
SIGNATURE OF  PARENT OR GUARDIAN      DATE 
 
 
 

 

DEPARTMENT OF YOUTH AND COMMUNITY DEVELOPMENT 
BEACON PROGRAM    

 

Agency: ______________________ 
 

School: _______________________ 
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Parent Consent to Participate in the Evaluation of the  
Beacon Program 

 
Dear Parent, 
 
Your child, _________________________, is enrolled in the after school program at __________________, which is 
supported by Department of Youth and Community Development (DYCD).   In order to monitor the effectiveness of 
the after school program and ensure its future success, DYCD is conducting an ongoing evaluation. It is the intention 
of the evaluation to learn how these services help students and how they can be improved in order to meet the grant 
requirements.  
 
Specifically we ask permission from parents to: 
 

• Contact their children’s school and obtain records showing their progress, including information about 
enrollment, grades, citywide and statewide test scores, and attendance. 

 
• Talk to teachers and after-school staff about children’s progress and participation in the after-school program, 

and review program records on participation in the after-school program. 
 

• Survey and/or interview parents and children about the after-school program and its effects. 
 
Any information we collect will be used only to assess the after-school program and will not be made public.  
Participating in the evaluation will not affect your child in school, in the after-school program, or in any other 
way.  We will not use your name or your child's name in any report.  At the end of the evaluation, we will destroy all 
records that include personal information. Participation in the study is completely voluntary and participants may 
withdraw at any time with no consequences.  
 
Please select one of the options below and return this form to the program coordinator/director. 
 

 YES, I GIVE PERMISSION FOR MY CHILD TO PARTICIPATE. I have read the above information and I give 
permission for my child to participate in the evaluation of the after-school program.  I also consent for DYCD to obtain my child's records 
and to interview program and school staff for evaluation purposes. 
 
 
________________________________________________________________________ 
Signature       Date 

 
 NO, I DO NOT WANT MY CHILD TO PARTICIPATE. I have read the above information and I DO NOT give 

permission for my child to participate in the evaluation of the after-school program.   
 
 
________________________________________________________________________ 
Signature       Date 
 
If you have any questions about the evaluation contact the after school site coordinator. 

 

DEPARTMENT OF YOUTH AND COMMUNITY DEVELOPMENT 
BEACON PROGRAM    

 

Agency: ______________________ 
 

School: _______________________ 
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Health Record Information 
 

This side to be filled in by parent before presentation to a physician. 
 

Name of program:                                                                                         Beacon ____________________________ 

Name of child:                                                                                                           /             /                          M              F 

                                           Birthdate         Sex 

Child’s address:                                                                                                 Phone: ___________________________________ 

Name of Parent/guardian:                                                                                   Phone: ___________________________________  

Place of Employment: Father (Guardian)                                                            Phone: ___________________________________  

     Mother (Guardian)                                                           Phone: ___________________________________  

In case of emergency, notify:                                                                               Phone: ___________________________________ 

If parent or guardian are not available in an emergency, notify:         

1.                                                                                                                    Phone: __________________________________ 

2.                                                                                                                 Phone:  ___________________________________ 

Important: Has this child been exposed to any communicable disease during the three weeks prior to beginning program? 

 Yes    No (If yes, state type of exposure:                                                                                                                       ) 

 
 

Health history: (Check, giving approximate dates) 
Allergies 

 
Hay Fever _________________________ 
Ivy poisoning, etc. ___________________ 
Insect stings________________________ 
Penicillin__________________________ 
Other drugs ________________________ 
 

 
Diseases 

 
Chicken Pox _______________________ 
Measles___________________________ 
German Measles  ___________________ 
Mumps  __________________________ 
Other contagious illnesses _____________ 

 
 
 
Ear Infections _______________________ 
Rheumatic Fever ____________________ 
Convulsion _________________________  
Diabetes ___________________________ 
Behavior ___________________________ 
Asthma ____________________________

Other past illnesses______________________________________________________________________________________________ 
Operations of serious injuries (dates)_________________________________________________________________________________ 
Hospitalization (dates)____________________________________________________________________________________________ 
Chronic or recurring illness  ________________________________________________________________________________________ 
Conditions that require activity to be restricted?__________________________________________________________________________ 
Appliance worn (glasses, contacts, etc.)  _______________________________________________________________________________ 
Medication taken_________________________________________________________________________________________________ 
Insurance Carrier:                                                                   I.D.# / Medicaid #: ________________________________________ 
 

Providing this information will help us assist your child in the event of an emergency. 
 
 
 

Consent for Emergency Medical Treatment 
I do hereby give authority to the Beacon staff to obtain necessary emergency medical treatment for my child with the understanding that the family will be 
notified as soon as possible. 
___________________________________________ ___________________________________________________ ___________________________ 

 Signature                                                                                  Relationship                         Date 
 
 
 
 
 
 
 

Please continue on the following page 
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Physical Examination - To be filled out by Physician - please note information on reverse side 
Parent: This form must be renewed every 12 months.  If submitting a copy of the form already on file with the school, the exam date must be no older than 6 
months from the child’s start date of the Beacon Program.   The purpose of this health record is to provide the staff with pertinent information which will help to 
serve the needs of this child in the Beacon - an after school program.. 
 
  
 

Immunization history - this is a record of dates of basic immunization and most recent booster doses. 
DpaP, DTP or TD Date                                 Date                                Date                                Date __________________ 
Polio Date                                 Date                                Date                                Date __________________ 
MMR Date                                 Date                                Date                                Date __________________ 
Hemophilus Influenzae tybe b Date                                 Date                                Date                                Date __________________ 
Hepatitis B Date                                 Date                                Date                                Date __________________ 
Varicella Date                                 Date                                Date                                Date __________________ 
Other                                                 Date                                 Date                                Date                                Date __________________  
  

Medical Examination - To be filled out by a licensed physician - Examination is acceptable when performed no more than 6 months prior to enrollment in Beacon. 
Code: S = Satisfactory;  X = Not satisfactory (explain);  O = Not examined 

 
General Appearance __________________________________________________________________________________________________  
Height                                    Weight                                    Blood Pressure                                             Hgb. test (date) ______________________ 
Urinalysis (date)                                       Posture & spine                                         Throat – tonsils______________________________________ 
Eyes                            Vision                              w/glasses                            Extremities                                       Heart _______________________ 
Ears                      Hearing                                   Feet                                           Lungs                                      Skin _________________________ 
Nose                     Teeth                                            Abdomen                                                    Hernia____________________________________ 
Genitalia  _________________________________________________________________________________________________________ 
Neurological findings ________________________________________________________________________________________________ 
Describe abnormal findings and/or handicapping conditions____________________________________________________________________       
Has child ever received products containing horse serum?____________________________________________________________________ 
Allergy (please specify): ______________________________________________________________________________________________ 
Recommendations and restrictions: 

Special diet: _______________________________________________________________________________________________ 
 Special medicine (specify):____________________________________________________________________________________ 
Is parent sending special medicine?______________________________________________________________________________ 
Activity restrictions__________________________________________________________________________________________ 

General appraisal: ____________________________________________________________________________________________________  
__________________________________________________________________________________________________________________  
 
I have examined the person herein described, reviewed his/her health history and it is my opinion that he/she is physically able to engage in the 
Beacon after school program activities, except as noted above. 
 
 
                                                                                                                                                                                                              M.D.  

        Physician’s name (please print) Examining physician’s signature 
 
Address                                                                                              Telephone ______________________________________________________ 
 
                                                                                                            Date of examination _________________________________________ 
 

 




