THE SECOND CENTURY

HENRY STREET SETTLEMENT AFTER-SCHOOL PROGRAM
at PS. 134

After-School Registration Information
for School Year 2017-2018

Henry Street Settlement will be offering 200 free slots in the PS 134 after-
school program for the 2017-2018 school year. These free slots are being
offered on a first-come, first-served basis, with on-going registration
throughout the summer and into September.

o This upcoming year the program will be operating for 36 weeks, including13 school holidays.
The program will run from September 11® through June 22™ .

e Applications are available here on-line, and in the main office at PS 134 with the Parent
Coordinator, Miriam Petrovitch. Please complete the attached Application, and submit it to
the Henry Street Settlement After- School Office at PS 134 or at 301 Henry Street.

e A Complete Registration Packet includes:
-A Completed Application,

-A Current Physical, recorded on DOE/DOH Medical Form with current Immunization
Records,

-A complete Asthma Action Plan, if necessary,
-A copy of Insurance Card,
-A copy of child’s most current [EP, if applicable.

® To assure that your child is provided with the best care possible during the after-school hours,
please provide any information regarding any other concerns that may need to be addressed.

Once all 200 allotted slots have been filled,
any remaining applicants will be placed on our waiting list.



FREE PROGRAM

pe———————

ST Nl

After-School at P.S. 134
Application: School Year 2017-2018




FPARTICIPANT BACKGROUND

PROGRAM INFORAMTION.

The Henry Street Settlement After-School Department is thrilled to operate an after-school program
for 200 Students at P.S.134 Henry Street for the 2017-18 School Year. Henry Street’s After-
School team has over 100 years of collective experience providing outstanding after-school services.

HSS offers an array of quality-driven educational, enrichment and recreational activities, and also strives t

enhance academic success through parent programs and referrals to other supportive services. We
reinforce family relationships and the social values of self-confidence, self-expression, positive peer
relationships, responsible behavior and a social commitment to contribute to one's community.

This upcoming year we will be operating program for 36 weeks including 13 School Holidays.

Program will begin September 11, 2017 —June 22, 2018.
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participant contact information

N

gragh]

demao

Primary Parent / Guardian of Participant:

Phone number;

Secondary Parent/ Guardian of Participant

Phone number (2):
Email Address:

Program ..

Advisor

Date 2ol B 2017-18
“Year

“Last Name First Name - -

Home Apartment

Address Number

City State .~ "

Zip Code Borough 7.

‘Home S

Phone

Email

Gender . [ Famale ClMale T NoResponse =

Date of

Birth

s aee, L Hispanic/Latino  [1 Not Hispanic/Latino
Ethnicity . T No Response -
.Rarcé 7- Ll American tndian or Alaskan Native {J Asian [0 Black/African American
- LI Native Hawalian/Pacific Islander Ciwhite T Other T No Response

Country . Primary .~

of Origin ‘language

Englf;h - Hdyes [INo —-Add-".c-'?n_al

Proficient - Language(s)

Student. . )

i - ing? : v Oy

Status. Interested in half-day programming? Y_es_g_r n(?: es [INo
-Student D/
OSIS#

School School .-

Name Address: - .

Teacher/ Current .

Grade Leve}
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Section 1. Participant Background {continued)}

: ,_: The participant lives in housing that is: (Check ail that apply) [l Rental [ Family Owned [J NYCHA housing
2 _ ORTheparticipantis: [l Homeless  [iother,
123
=8 s or has the participant ever been in foster care: EJ Yes CINo
=¥ Has the participant been enrolled in programs operated by the Administration for LT T
£ Myes [lno
wef Children’s Services (ACS)? - L B o 7
=B s the participant or any member of the hausehold (O 64 years old) covered by CIves [Na
§ _Medicaid, Child Health Plus, Family Health Plus, or private health insurance? -
=8 If you answered no to the previous question, would you like to be contacted by
. £ ves Do
g=8 someone for assistance with health insurance?
C R e . e N —
Nd Number of mdlwduals in your household
E * |s the parhmpant or any member ofyour household recelvmg publlc assistance? D Yes [ No
_4—‘03:_ * ls the partnmpant or any member ofyour household receiving food stamps? EZ} Yes [ No
= I e . e e e
* Gross Yearly Household Income S
'_ﬁq_e_'partrelpant lives in a household {1 self, Single, [1Single Female Parent Ll Two Parents
§ that is headed by: __hochildren [ Single Male Parent . LITwo Adulis, no chiidren o
l * Sources of household income:
B | Employment LI TANF [ Social Security LT Unemployment insurance
B ] Pension 7 ssi [ General Assistance [.I Other

ggg % % SAFETYPlease place parent info in the emergency contact boxes if

applicable.

ONTACTS. Ifthere is an emergency, please contact the following individuals:

Relationship to Participant:

ickUp -~ [ This pe ay pick hild.
Plck..Up ' his person may plrupmycu Write down all numbers and circle the bast

Add’réés o " number to call in case of an emergensy:
N " ereeeteeLAE AR AR b 1 11 A8 8 8 A8 0 e R0 . _ {3 Home

Apartment - Contact - [ celf

City, State LT Dl work

Zip Code . - O Email

| NAVE | ~ Relationship to Participant: o

P.iCk Up LI This person may pick up my child. ‘ ., ' Write down all numbers and circle the best
Address U number to call in case of an emergency:
e ————— e B ~ HHome

Apartment -Contact - 3 (el

City, State . Owork

leCode - - < [ Email
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 PARTICIPANT SAFETY

tion 2. Participant Safety {continued)

ec

PARTICIPANT HEALTH INFORMATION. Please attach a copy of recent/valid insurance card.

Please check any of the following that pertain to the participant. Many needs or health challenges can be accommodated and
rnay not Hmit enrollment in the program.

(3 Allergies to food [ Behaviorai/Emotional Issues [ Diabetes L1 Obesity

[J Allergies to medications ) Convulsions/Seizures Ll ivedication [} Physical Disabilities

[ Asthma®* L1 Congestive iliness (e.g., heart [ Corrective Devices (e.g., [ Pregrancy
murmur/disease, blood pressure) crutches, hearing aid, eye glasses)

tf you have checked any of the above OR there are other important health needs that may affect participation in the program,
including activities that the participant MAY NOT do, please provide details:

*Please attach updated Asthma Action Plan. {Can bhe obtained by Child's Primary Care Provider.)

PICK UP/DISMISSAL INFORMATION.
My child MAY NOT be picked up by:

The following individuals are authorized to pick up my child:

| NAM Rela_fclo_n?hl p
to Participant

Write down ali phone numbers and circle the best number to call in case of an emergency:

Phone_ 3 Home 3 Cefi

1 work [ 0Other

Email Address:

Relationship
to Participant
. Write down alf phone numbers and circle the best number to call in case of an emergency:
-Ph-ohe. 1 Home 0 Cel
| F Work {1 Other

Email Address:

Place parent information abcve only if it was not aiready placed in emergency contact info.
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PARTICIPANT INTERESTS.

Interests/Activities (7 Likes/Strengths i < Dislikes/Challenges

Reading

Math

Media (digital art, photography, videography)
Writing{poetry, short fiction, journaling)

Art (painting, drawing, sculpturing)
Performance (music, dance, drama)

Science Technology Engineering Math/STEM
Sports (team, individual)

Video Games

Board Games

Cooking & Nutrition
Gardening

How we can be helpful to you/your child? Are there are other services or activities that would be interesting and or
helpful to you/your child?
Does your child have an Individualized Education Plan and/or Special Needs? [ Yes O No

Please use the space below or on the back of the page to provide details or list goals you would like to share with us.

OTHER SE_RVICES.’

*Please check any other DYCD services you or your family might be interested in learning more about?
AEducation/Literacy/High AHousingAssistance A SeniorServices _
ASchool Equivalency AlmmigrantServices ASummerYouthEmployment
AAdolescentliteracy ALGBTQSupportServices AYoungAdultinternships

A FatherhoodServices ARunaway/Homeless Youth AWorkshops/Fairs

SIGNATURES.

To the best of my knowledge the information above is true. | agree to its verification and understand that
falsification may be grounds for termination of service. Information provided may be used by the City of New York
to improve City services or to access additional funding.

| have completed this application for my child,
Parent/Guardian:

(Print) : {Sign) {Date)
I have completed this application for myself.
Applicant: {18 and older) N/A N/A N/A
{Print) (Sign) {Date)

Henry Street Settlement

Organization:
Intake Specialist/Staff: Date:
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HENRY STREET
SETTLEMENT

HENRY STREET SETTLEMENT
Division of Youth Services
301 Henry Street

New York, NY 10002

(P} 212-254-3100

(F) 212-777-1445

Henry Street Settlement
After-School and Camp Services
Additional Pick-up/Emergency Contacts List {not required)

Participants Name: Date of Birth:

Name: Relationship:

Phone Number: ( ] - Type: [} Home [ Work [ Cellphone [ Other
Phone Number: ( ] - Type: 0 Home O Work [J Cellphone [J Other
Is this person an Emergency Contact: (1 YES [1 NO | Is this person authorized to pick up: ] YES [ NO
Email Address:

Language Spoken: o FEnglish oSpanish ocMandarin o Cantonese 3 Other - Please Specify:

Name: Relationship:

Phone Number: ( ] - Type: 0 Home [ Work [ Cellphone [ Other
Phone Number: ( ) - 7 Type: [0 Home [1 Work [ Cellphone [ Other
Is this person an Emergency Contact: [0 YES [ NO | Is this person authorized to pickup: 1 YES [ NO
Email Address:

Language Spoken: « English oSpanish oMandarin oCantonese n Other - Please Specify:

Name: Relationship:

Phone Number: ( ) - Type: [J Home [] Work [J Cellphone [ Other
Phone Number: ( ) - Type: [1 Home [1 Work {1 Cellphone [J Other

Is this person an Emergency Contact: [ 1 YES [J NO

Is this person authorized to pickup: 0 YES [ NO

Email Address:

Language Spoken: o English o0 Spanish o Mandarin.

o Cantonese 01 Other - Please Specify:

CHILD MAY NOT BE PICKED UP BY

RELATIONSHIP OF THE PERSON NOT ALLOWED
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i et HENRY STREET SETTLEMENT

FALUNH DivisionofYouthServices
%EE@E%E”* 301 Henry Street

HENRY STREE New York, NY 10002
SETTLEMENT (P) 212-254-3100

(F) 212-777-1445
Walking Permission

[ give my permission for Henry Street Settlement staff to take my child on walking field trips as a part of their
After-School / Summer Day Camp activities. This includes, but is not limited to: neighborhood parks, Abrons

Arts Center, events at other public places, after- school programs-Manhattan Charter School 1 & 11, 301 Henry
Street, PS110, PS134, PS20, and BGR- etc. [ understand that for any field trip involving transportation, I will

receive a permission slip specific to that particular trip.

{Check One¢) Yes No

Parent/ Legal Guardian Signature Date
Lducational Fvaluation Permigsi

I give consent for staff from Henry Street Settlement to contact my child’s school and obtain records showing their
progress, including information about grades, citywide and state test scores, attendance, and behavior.

{Check One) Yes No
Parent/ Legal Guardian Signature Date

Life Skills/ Therapeutic Services Permissign

Occasionally Henry Street is fortunate to have Social Work interns to assist children through individual crisis management
sessions, counseling sessions or group “Life Skills” sessions. By signing below, I do hereby give my child permission to
participate in these sessions.

“Life Skills” is a series of gronp session that will be facilitated by a Henry Street Settlement Masters Level Social
Worlk intern. The curriculum is designed to help your child build personal strengths and self- esteem, work through
conflicts and learn how to resist pressures to engage in risky behaviors. This is a prevention program in which all
students are strongly encouraged to participate.

Your child may be a member of a group of 8-10 girls or boys that may meet on a weekly basis. The sessions
may address the following topic

Media Messages Health and Nutrition
Conflict Resolution Identifying & Avoiding Risky Behavior
Peer Pressure & Refusat Self-Esteem & Establishing a Positive Mindset

In the event that your child is selected for “Life Skills” you will be reminded again through a letter and you have
the right to review all of the materials used in the “Life Skills” curriculum and that I have the right to revoke this
permission at any time.

My child has my permission to participate. YES NO  (circle one)
Parent/Guardian signature Date
Ph ideo/Interview Permission

T'understand that this after-school/camp program features special events both in-school and away from school. Media
representatives, newspaper and television reporters, photographers, and public-relations persotnel 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/camp program. 1 give permission
for my child to be photographed or otherwise recorded during after-school/camp events and activities, and Tor any and all
such photographs to be displayed by Henry Street Settlement in any medium (books, newsletters, web sites, etc.), whether
now ot hercafter known or developed.

(Check One) Yes No

Parent/Guardian signature Date
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HENRY STREET SETTLEMENT
DivisionofYouthServices

: 1 ﬁ‘r«zsﬁvr‘
HUTEEE 301 Henry Street

1 ry
;ﬂ%ﬁﬁgg ; New York, NY 10002
ENRY SIREET P) 212-254-3100
HENRY STREET {
SETTLEMENT (F) 212-777-1445

Henry Street Settlement
After-School and Camp Services
Code of Conduct and Homework Agreement

As a member of the Henry Street Settlement After-School Programs, I pledge that | will:

ook wN

Follow the rules as stated in the handbook; as well as the rules set by program staff.

Be prepared each day with my homework, pencils, notebooks and at least 1 book to read.
Respect the rights and property of other students.

Resolve conflicts peacefully without fighting or name-calling.

Be respectful and courteous to all staff, parents and children of the program.

Take proper care of all spaces we utilize, the contents of the room, and all property belonging to
the Henry Street Settlement.

Enjoy and appreciate the opportunity to be part of this program and to have fun and learn.

Participant Signhature: Date:

As a Parent/Guardian of a child in after-school, | agree to;

PrNeE

Check my child's homework with him/her to make sure it is completed.

Support my child with unfinished or difficult homework that may not have been completed.
Talk with the program staff about homework or other related issues if necessary.

Be on time every day to receive my child at dismissal time or designate another adult to do so.

Parent/Guardian Signature: | Date:

The After-School program staff agrees to:

Provide a safe, nurturing and comfortable are to grow and develop.

Guide and assist student with their homework and in their activities while allowing them space to
grow and mature

Communicate successes as well concerns about behavior and homework to families.

Engage the students in fun, creative activities that will have a positive impact on them.

Staff Signature: Date:
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Expandi=DSchools

Student Consent to Participate in the Evaluation of the 21st Century
Community Learning Center After-School or Summer Program

Dear Student,
Your name is . and you are enrolled in the after school/GED
program at . In order to monitor the effectiveness of the after

school program and ensure its future success, ExpandED Schools, Inc. 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 students/parents to:

e Contact schools you are currently or were previously enrolled in and the DOE to obtain
identifiable records, including information about enrollment, grades, citywide and
statewide test scores, and attendance.

+ Survey teachers and afterschool staff about your progress and participation in the
afterschool program, and review program records on participation in the afterschool
program,

* Survey and/or interview parents and students about the afterschool program and its
effects.

Any information we collect will be used only to assess the afterschool program and
will not be made public. Participating in the evaluation will not affect you in
school, in the afterschool program, or in any other way. We will not use your name in

any report. 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.

[l YES,IGIVE PERMISSICN TO PARTICIPATE. I have read the above information and I
give permission to participate in the evaluation of the afterschool program. I also consent
for ExpandED Schools to obtain my records and to interview program and school staff
for evaluation purposes.

['] NO,IDO NOT WANT TO PARTICIPATE. I have read the above information and I DO
NOT give permission to participate in the evaluation of the after-school program.

l f

L1

/ /

Child’s Name (Please Print First and Las t) Date

Student’s Signature Date

If you have any questions about the evaluation, contact the afterschool site coordinator.

Close the learning gap. Open the world. Student Assent Form -- EnghSh
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OLESCENT HEALTH EXAMINAT ON FORM,g

HEALTH & WENTAL HYGIENE — - DEPARFIAENT OF EQUGATION

First Name

T PR g VA e il
E

it

]

Middle Name Sex [ Fomale | Date of Birlh (ronthbaptear)
i | 't Male e
Child"s Address Hispanic/Latine? |Race (Check Ai thatapphy  [J American Indlan O] Asian [ Black [ White
OYes Qe 3 Native Hawallan/Paclilc Islander [ Dther
City/Borough State Zip Code School/Conter/Camp Name District __ | Phone Rumbers
| . Numbar __ _ | Home
Health Insurance [ Yes | [J Parent/Guardlan Last Nams Frst Name et
{including Medicaid)? (3 No

Pt

L2

PCV '

D e

Birth history (age 0-8 yrs) nt medical histary of ihe following?
" . (3 Asthma foheck severly and atiach MAS/Astima Astion Piary: [J Intermittent [") Mic Persistent () Moderale Persistent [ Severa Parslsteni
X ! { . . s
&) Uncomplicated £ Premature; weeks gestation U persistent, check alf curent madieationfs):  [J Inhaled corticosteriod {5 Other cantroller [ Duick rebiel med D) Oral steroid [ None
licatad b N ' N
T Complicatad by [ Attention Defict Hyper;.ar‘;tlvlty l?lsn{der [ Orthopedc Injury/disability Metications fstiaoh MAF If is-school medication needed)
Allergies [} None [3 Ept pen prescribed [ Chronle or recurrent ofiiis meda [0 Selzure disorder CiNone [ Ves st betaw)
[ Congenital or acquired heart disorder [J Spezch, hearing, or visual impalrment
[ Drugs ghsy (3 Developmental/laarning problem 0O Tubsreuicsls fatent Infection or dissass]
() Dizbetes fattach MAR) [ Other fpecity)
O Foods sy Dietary Restrictions
[0 Other (i Ol None [ Yas flist betow)
e fisy Explain all checked items above or on addendum
PHYSICAL EXAMINATION General Appearance:
Helght om (%l | Maw T ¥ I P B
Weloht X ( i} (30 HEENT [0 03 lymphnodss {CI0]1  Abdomen 00O Skin DO Psyehosocial Development
g g e 00 fental |0 O Lungs OO Genitewinary {0 O Neurological [ [0 Language
Bl kg/m2 (_ %ila) | I3 Meck 10N Cardiovascular {0 0 Extremities 0O O Backfspine 01 O Behavioral
Head Circumference age <2 yrs) em (__ __ iy | Descilbe ahnormalities:
Blaod Pressuire fage =3 yrs) /
DEVELOPMENTAL fage 0-6 yrs) CIwithin normal limits | SCREENING TESTS Pate Bone Resufls Date Deng Results
[f delay suspectad, specify below Blood Lead Level (BLL) ; ; pordl. | Tuberculosls onarrawrmﬁmmnm enlering ilermediale/middlequnior or high school
{requiiec gt age 1 yr and 2 yrs e B Wit have f0t previously atiended any NYC public or privale schoof
itive fe.q., play skil d for those af 1 Y Y /dL X
() Coquilve feg. ply skt o e ol nskl He PPD/Mantoux placed — 4 __ | Indurgtion______mm
Lead Rlsk Assessment :
L1 Atiisk (0 BLL) [ PPDMantour: read [N [1Pos
[] Communicationlanguage | fa<noaiy, e0e 6 mo-6 pry i Oetatrise &4 Y S S ag
- Hearing Imerferon Test b | ONeg 0 Pos
3 Social/Emotional [ Purs tone audiometry 0 Normal et T -
DAE i ! Apnormal 881 X-1ay o
01 Adantiverseli-tel H - - ——'=—— {0 el [FPPD o Interferon positive p / Dabnl  Indicated
" P —— Head Starl Only — S
Hemoglabin o ghdL. | Vislon Acuily Right _/__
] Motar Rematoorit fsge 5-12 mg) ” foguited for newe koot enleants) teft___ [
—f o | chitien age 4-7 ) O with glasses | Strabismus O Ne (3 Yes
IMMUNIZATIONS ~ DATES CIR Numhber
of Chiid
HepB __r._.._r__ li
RN o
DTP/OTar/DT !

/

—_——

R

R

I i

Meningocoszal

Othet, specify: ] '

RECOMMENDATIONS
1 Restriclions (speciy

1 Full physical activity [ Full dist

ASSESSMENT

O3 well Child (20.2) 3 Diagnoses/Problems st

Follow-up Needed ([ No [ Yes, for Apptdate: . __ T T T
Refarralfs):  OIMono ] Early ntervention 0 Speclal Edvcation [ Dental Ovsign — [————————m——— o
[7 Dther
Heatth Care Provider Signature Date
R U R
Health Care Provider Name and Degres goray Pravider Licanse No. and Stale
Facility Name Matienal Provider identitier (NP1}
Addrass Gily State Zip
i I |

Telephone Fax

S -

TH-205 {5/00}

Copies: While School/Child Care/Early Interventian/Camp, Canary Health Care Provider, Plnk Paren/Guardlian



Asthma Action Plan

Name

Date

Doctor

Medical Record #

Doctor's Office Phone #: Day

Night'Weskend

Emergency Contact

Doctor's Signafure

- GO

You have all of these:

+ Breathing is good

+ Nocough or wheeze

+ Sleepthroughthenight

* Canworkand play ...

CAUTION

You have any of these:

* First signs of a cold

* Exposure to known trigger

+ Gough + Mild wheeze

+ Tight chest « Coughing at night

Peakflowfrom
to

DANGER

Yourasthmais getting worse fast:
+ Medicine is nothelping

* Breathingishard and fast

+ Nose opens wide

The Colors of a traffic light will help you use
your asthma medicines.

Green means Go Zonel
Use preventive medicine.

Yellow Means Caution Zone!
Add quick-relief medicine.

Redmeans DangerZonel
Get help from a doctor.

Personal Best Peak Flow

Use these daily preventive anti-inflammatory medicines: =

MEDICINE

HOW MUCH

HOW OFTEN/WHEN

For asthma with exercise, take:

Continue with green zone medicine and add:

MEDICINE

HOW MUCH

HOW OFTEN/WHEN

CALL YOUR PRIMARY CARE PROVIDER.

Take these medicines and call yourdoctornow.

MEDICINE

HOW MUCH

HOW OFTEN/WHEN

GETHELP FROM A DOCTORNOW! Do not be afraid of causing afuss. Your doctorwill want to
seeyourightaway. It's important! If you cannot contactyour doctor, go directly to the emer-

gencyroom. DONOT WAIT.

Make an appointment with your primary care providerwithintwo days of an ER visit orhospitalization.
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