SONYC FREE NYC-FUNDED PROGRAM FOR
MIDDLE SCHOOLERS IN 6TH - 8TH GRADE

« Fully i.icensed, trained a.nd certified staff ) REGISTER ONLINE
« Vacation Programs available for school holidays
« Private pay and vouchers accepted E K,

Our Program provides:
« Bus pick-up from local schools s
« Homework support 2
« Academic enrichment and NYC test prep [w]es
« Fun-filled activities
« Daily nutritious dinner
All packet documents, DYCD CONNECT & online registration

must be completed prior to starting the program
Contact us at 718-241-3000 ext. 122 or registration@thehes.org

HES. O UJA feetr

TOUR Covnmssnity Cindtrl

HEBREW EDUCATIONAL SOCIETY | 9502 SEAVIEW AVENUE, BROOKLYN, N.Y. 11236 | 718.241.3000




HES..

YOUR Cowwnienidy Cender!

H.E.S SONYC Registration Checklist

Please submit the following supporting documentation as applicable to your child’s
enrollment:

[] Create membership with H.E.S online portal and register with SONYC After School
Program.

Copy of Birth Certificate

[

Complete H.E.S paper application

]

M Medical Examination completed within the last year (see form included in H.E.S paper
application)

[[] Complete 8 page DYCD paper application

] Register with DYCD Connect in the link below or scan the QR code E
https://discoverdycd.dycdconnect.nyc/home

HEBREW EDUCATIONAL SOCIETY ~ TULA Federation
L N RN WWW.THEHES.ORG E] 7182413000 AN

BROOKLYN, N.Y. 11236



THE H.E.S. AFTER SCHOOL REGISTRATION FORM

PARTICIPANT INFORMATION

First Name: Last Name:
Gender: DOB: Grade in the Fall:
School Attending in the Fall:
Does your child have an IEP?: Yes / No
PARENT/GUARDIAN INFORMATION

First Name: Last Name:
Phone: Email:
Address: Apt/Fl:
City: State: Zip Code:
AUTHORIZED PICK-UP AND EMERGENCY CONTACT INFORMATION
Full Name: Relationship:
Role: Emergency Contact | Pick-up Cell Phone Number
Full Name: Relationship:
Role: Emergency Contact | Pick-up Cell Phone Number
Full Name: Relationship:
Role: Emergency Contact | Pick-up Cell Phone Number
Child Care Program (Please Circle Program) Child Care Add-ons (Please Circle Program)
O Public School ASP (O Vacation Program
O Charter School ASP (O Extended Day
(O SONYC (Grades 6th-8th)
() R.A.P. Room Billing Cycle (Please Circle)
Fee Category (Please fill bubble) O Eel
O Private Pay O Bi-Weekly
O 1199 (O Monthly
(O Voucher O Other
(O OPWDD Fee Amount
O Other Payments/Discounts

CONSENT FOR EMERGENCY MEDICAL TREATMENT AND TRANSPORTATION:

J I hereby give authority to the Hebrew Educational Society Year-Round After School and Staff to obtain
necessary emergency medical treatment for my child/ren with the understanding that the family will be notified
as soon as possible.

D | give permission for my children to use the HES bus as transportation for the After-School programs.

Signature: Date:

'_,- PROUD PARTNER -
H E S HEBREW EDUCATIONAL SOCIETY | 9502 SEAVIEW AVENUE, BROOKLYN, N.Y. 11236 ()UjAﬁﬁ{‘ﬁ%‘l{a"
LU L THEHES.ORG | 718.241.3000 —_—



Office Use Only
Date Application Received:
Enrollment Start Date:

Search for and apply to DYCD Programs Online! Intake Specialist/Staff.
https://discoverdycd.dycdconnect.nyc/home Additional Information:
WTW | COMPASS | SN | Heacon 11
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DYCD Universal Participant Intake: Youth & Adult Application (ages 13 & voungen

Welcome to the Department of Youth and Community Development (DYCD)! DYCD is a New York City agency
that funds programs for youth and families. These programs are operated by Community Based Organizations
(CBOs). This form will allow you or your child to apply to a DYCD Comprehensive Afterschool System (COMPASS),
Beacon, or Cornerstone youth or adult program. Please complete this form fully and return to the CBO that
operates the program. One application will be accepted per person per site. Submission of an application does
not guarantee enrollment in the program. Further paperwork and information may be required to determine
program eligibility. If accepted, program will be at no cost to the participant. The following application items are
collected for informational and program planning purposes only: Income, Gender, Race, Ethnicity, Language,
Population Type, Household Information and Health Insurance Status. Responses to these questions will not
impact your eligibility to receive services and will not be shared outside of DYCD without the applicant’s permission.

Part I: Applicant Information

For the purposes of this application, applicant refers to the person applying to receive services. Select one:
O | am completing this application for myself O | am a parent or guardian completing this application for my child
O | am a relative/non-relative, completing this application on behalf of the applicant
Applicant’s First Name: Applicant’'s Last Name: Mi:
Applicant’s Date of Birth (MM/DD/YEAR): Applicant’s Primary Address (Number and Streetf):
Applicant’s Apt. Number: Applicant’s City: Zip Code:
Applicant’s Sex at Birth Applicant’s Race (Select all that Apply): Applicant’s Ethnicity
(Select One): (Select One):
[ American Indian and Alaskan Native
] Female O Asian [J Hispanic or Latinx
L Male [ Black or African-American O] Not Hispanic or Latinx
0J X (not female or male) OJ Middle Eastern/North African
[J Not sure L] Native Hawaiian and Other Pacific Islander
] White or Caucasian
] Other
[J Applicant lives in a NYCHA Development (please provide name)

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application |/ Page 1 of 10
1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021
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Part ll: Applicant’s (or Parent/Guardian’s) Contact Information

Applicant’s Contact Information
For youth without contact information, skip to the next section to provide parent/guardian contact information

Write down phone numbers for the applicant and check the preferred method of contact:
[ Home O Cell O No Email

O Work O Email O Us Mail

Parent/Guardian Information
This section is required for Applicants under 18

Parent/Guardian Name:
Write down all phone numbers and check the best number to call in case of an emergency:

O Home O Cell
[0 No Email
O Work O Email
Address: City: State: Zip Code:

[0 Same as Applicant

Emergency Contact Information
At least one emergency contact must be identified
Emergency Contact #1 Name: Relationship to Participant:

O Emergency contacl is parent/guardian of participant
Write down all phone numbers and check the best number to call in case of an emergency:

o [0 Home O Cell
0 No Email
0 Work O Email
Address: City: State: Zip Code:

[ Same as Applicant
Emergency Contact #2 Name: Relationship to Participant:

O Emergency contact is parent/guardian of participant
Write down all phone numbers and check the best number to call in case of an emergency:

e O Home O Cell
O No Email
O Work O Email
Address: City: State: Zip Code:

O Same as Applicant

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application | Page 2 of 10

1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021
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This section is for parents/quardians enrolling their children
Emergency contacts listed in Section Il are authorized to pick up the child unless otherwise noted.
The following additional people are authorized to pick up my child:

Name: Phone #: Relationship:
Name: Phone #: Relationship:
Name: Phone #: Relationship:

The following people MAY NOT pick up my child:

Name: Name: Name:

Part lll: Applicant’s Education/Work Status

Applicant’s Education Status (Select One):
O Full-Time Student*** O Part-Time Student*** O Not in School****

***If applicant is a Part-Time Student or Full-Time Student: Select applicant’s current grade (Select One):
****If applicant is Not in School: Select the last grade completed by the applicant (Select One):

Elementary School: OPre-K OK O 1t O 2™ O 3¢ Community College: [ 1%'year [ 2™ Year O 3 year
O4n0Os" O 4 Year + O Obtained Associate's Degree

Middle School: O 6th O 7th 8" Master’s Degree:

High School: 0 9" O 10 O 11t O 12® O Some Master's Degree credits, but no degree attained
O Obtained High School Diploma O Obtained Master's Degree

O Obtained High School Equivalency Professional Degree:

O Some Professional Degree credits (e.g. MD, DDS, DVM,
LLB, JD), but no degree attained

O Obtained Professional Degree (e.g. MD, DDS, DVM, LLB,
Doctorate Degree: JD)

0O Some Doctorate degree credits, but no degree attained
O Obtained Doctorate Degree

4-Year College/University: O Freshman O Sophomore
O Junior O Senior 0 Obtained Bachelor's Degree

Vocational/Trade School:
O Some Vocational or Trade School credits, but no certificate

Other: or degree attained
[ Obtained Foreign Degree O Obtained a certificate or degree from a Vocational or Trade
0 No Formal Schooling Attained school
Applicant’s Current Work Status (Select One):
O Employed Full-Time O Employed Part-Time [0 Retired
O Unemployed (Short-Term, 6 months or O Unemployed (Long-term, more
less) than 6 months)

NGt appikcable fapolicart s O Unemployed (Not in labor force)

under 14 years of age)
Required for Full-Time Students

O Migrant Seasonal Farm Worker

Student ID/OSIS: School Type:

O Public O Charter O Private [0 Other

School Name:

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application | Page 3 of 10
1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021
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School Address:

City: Zip Code:

Part IV: Health Information

Applicant's Health Information
Please answer the questions below and provide additional details in the space provided.
Many needs or health challenges can be accommodated and may not limit enrollment in the program.

Does the applicant have any allergies? (food, medication, etc.)

O No O Yes

Does the applicant have asthma?

O No O Yes

Does the applicant have special health care needs?

O No O Yes

Does the applicant take medication for any condition or illness?

O No O Yes

Are there activities the applicant cannot participate in?

O No O Yes

Please provide any additional health information details:

O N/A

O N/A

Please list any accommodation(s) you are requesting for yourself/the applicant:

Applicant’s Health Insurance Status

Does the applicant have health .
insurance? (Select One): (Checi all that Applyk:

If yes, what kind of health insurance does the applicant have?

[J State Children’s Health

O Yes O No 0O Decline to Answer

O Medicaid [0 Medicare Insurancs Broaram
CJYes [ONo RUIEnoS Fiug
[0 Employment-Based [J Direct-Purchase [J State Children’s Health
| Becing o) Answen () Military Health Care [ Decline to Answer  Insurance for Adults
If you do not have health insurance, do you want to be If you would like to be contacted about signing up for
contacted by someone else with information about public health insurance, what is your preferred method
signing up for public health insurance? (Select One): of contact? (Select One):

O Email O Phone O US Mail
O Via provider L[] Decline to Answer

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application | Page 4 of 10
1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021
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Part V: Additional Applicant Information

H 1 H s
How well does the applicant speak English? Appgc;nt I'.s : SRy Lalgg;lllzge‘ {SHaTOna): O Arabi
(Select One]: nglisi ‘ -anlﬂn rapic
O Bengali O Chinese* O French
O Fluent/Very well U Fulani [0 German U Gujarati
0 Well [l Haitian Crecle [ Hebrew O Hindi
0 Not well O Hungarian O Italian O Japanese
1 Not well at all O Korean O Kruy, Ibo, or Yoruba U Mande
O Punjabi [ Persian O Polish
O Portuguese 00 Romanian O Russian
O Spanish O Tagalog O Turkish
O Urdu [ Viethamese 01 Yiddish
O Other:
*including Cantonese and Mandarin
Other L::mguagas Spoken h? Applicant (Selact all tha’f Apply): Would the applicant like to receive information/
O English O Albanian O Arabic be contacted about registering to vote?**
O Bengali O Chinese O French (Select One):
O Fulani 0O German O Gujarati
O Haitian Creole [ Hebrew O Hindi O0Yes ONo
O Hungarian O Italian O Japanese
. . - L O Poli 1) You are a U.S. citizen;
Punjabi F‘erS!an. 0"5{1 2) You meet your state’s residency requirements;
O Portuguese O Romanian O Russian 3) You are 18 years old. Some states allow 17-year-olds to
O Spanish [ Tagalog O Turkish vote in primaries and/or register to vote if they will be 18
0] Urdu O Viethamese 0 Yiddish before the gen}aral gJ&ction. Chgck your state’s voter
registration age requirements.
O Other:
0 Not applicable (only one language spoken by applicant)
*including Cantonese and Mandarin
If the applicant is an individual with a
Is the applicant any of the following: disability, please select disability type(s)
(Select all that Apply):
Parent/Legal Guardian? OYes ONo O Cognitive impairment
Offender/Justice Involved? OYes O No O Hearing-related
Foster Care Participant? OYes ONo O Learning disability
Runaway Youth? OYes ONo O Mental or Psychiatric
Veteran? OYes O No O Physical/Chronic Health Condition
Active Military Personnel? OYes ONo O Physical/Mobility Impairment
O Vision-related
An Individual with a Disability? OYes O No [ Declinetoanswer | O Other:

O Decline to Answer

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application | Page 5 of 10
1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021
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Part VI: Household Information

For all the next set of questions, HOUSEHOLD is defined as any individual or group of individuals (family or non-family
members) who are living together as one economic unit. INCOME is defined as the total annual gross income of all family
and non-family members 18+years old living within the household.

COMPASS | SCNYC ‘ Beacon | grER

The applicant lives in a household that is headed by (Select One):| Applicant’s Housing Type (Select One):
O Single Parent - Female O Two Adults — No Children O Own O Rent O NYCHA
O Single Parent - Male O Two Parent Household O Shelter O Homeless O Other
O Single Person - No children O Multigenerational Household Permanent
O Non-related adults with children [ Other: Hausng
O Other:

Applicant’s Household Size (Seléct One): | Total Household Income in the last 12 Months (Select One):
O One O Two O Three 0O $0 0O $1 to $12,060 0O $12,061 to $16,240
O Four O Five O Six 0$16,241 to $20,420 [ $20,421 10 $24,600 [ $24,601 to $28,780
O Seven O Eight O Nine

0O $28,781t0 $32,960 [0 $32,961 to $37,140 [ $37,141 to $41,320
O Ten O Eleven O Twelve
O Thiteen O Fourteen O Fifteen ] $41,321 to $50,000 (] $50,001 to $60,000 [ $60,001 to $70,000
0 Sixteen O Seventeen [ Eighteen | 00 $70,001 to $80,000 [ $80,001 to $90,000 [ $90,001 to $100,000
O Ninsteen EoTr‘:e"tY or O] $100,000+ O Decline to Answer

O Employment Wages

O Childcare Voucher

O Housing Choice Voucher
O Permanent Supportive
Housing

O Retirement Income from
Social Security

O Temporary Assistance
for Needy Families (TANF)
O WIC

O Earned Income Tax Credit

(EITC)

O HUD-VASH
O Private Disability Insurance

O Social Security Disability
Income (SSDI)

O Unemployment Insurance
O Worker's Compensation

Sources of Applicant’s Household Income (Select all that Apply):
O Affordable Care Act Subsidy

O Alimony or other Spousal
Support

O Employment Tax Credit

O LIEHEAP

O Public Housing

O Supplemental Security
Income (SSI)

O VA Non-Service
Connected Disability Pension
O Other:

O Child Support

O General Assistance

O Pension

O Safety Net/Home Relief
0 Supplemental Nutrition

Assistance Program
(SNAP)

O VA Service-Connected
Disability Compensation
O Decline to Answer

Questions? Call Community Connect:

1-800-246-4646 www.nyc.gov/dycd

Universal Participant Intake: Youth & Adult Application | Page 6 of 10

For Applicants Ages 13 and Younger | Updated April 2021
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Part VII: Consents and Signatures

Pick-up/Dismissal Information
This question must be answered for parents/guardians enrolling their children
My child has permission to travel home alone at dismissal:

L] Yes LI No
Consent to Participate

COMPASS |$M‘ Beacon ‘ GRER

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 and access to those services, and to access additional funding.

If participant is 18 and over:

| acknowledge that | am 18 years of age or older and am authorized to give consent.
[J Yes OO No

Participant's Signature Participant: Print Name Date

If participant is under 18 years old:

Parent/Guardian’s Signature Parent/Guardian: Print Name Date

Consent for Emergency Medical Treatment

If participant is 18 and over

| am enrolled as a participant in a DYCD-funded program. In the event of a medical emergency, | hereby give
consent for necessary emergency medical treatment to be obtained on my behalf. | further authorize the
emergency contact(s) listed to be contacted.

O Yes, | give my permission [ No, | do not give permission

Participant’s Signature Participant: Print Name Date

If participant is under 18 years old:

My child is enrolled as a participant in a DYCD-funded program. In the event of a medical emergency, | hereby
give consent for necessary emergency medical treatment for my child to be obtained, with the understanding that
| will be notified as soon as possible. | understand that every effort will be made to contact me, or, if | am
unavailable, the emergency contact(s) listed, before and after medical care is provided.

O Yes, | give my permission [ No, | do not give permission

Parent/Guardian’s Signature Parent/Guardian: Print Name Date

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application | Page 7 of 10
1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021
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Consent for Photography/Videotaping and Use of Original Work

As a participant enrolled in a DYCD-funded program, please be aware that from time to time DYCD
and the City of New York, its contracted providers, authorized agents, third-party organizations with
which it collaborates, or other government, representatives (collectively, "Authorized Parties”) may
be present during program activities and special events associated with program services, both at
the usual program location and at off-site events. In some cases, they may photograph, videotape,
interview or otherwise record participants and their families and friends in these programs. The
resulting images, videos, and interviews may be used, with or without the participant's name, in
printed and electronic media such as brochures, books, print and email newsletters, DVDs and
videos, websites, social media and blogs (collectively, “Media”).

| hereby authorize and permit the Authorized Parties, without compensation and without further
approval, to photograph and/or record my and my child's image, name, likeness, and the sound of
my and my child's voice during DYCD-funded program activities and special events, and | hereby
consent to the resulting images, videos and interviews being used, without compensation and
without further approval by the Authorized Parties solely for non-profit, non-commercial purposes
in any and all Media.

0 Yes [ No

If, in the course of participating in DYCD-funded program activities and special events, any original
work such as art, music, choreography, poetry, or prose (collectively, “Original Work”) is created by
me or my child, | hereby consent to such Original Work being used by the Authorized Parties,
without compensation and without further approval, solely for non-profit, non-commercial purposes
in any and all Media.

O Yes O No

If participant is 18 and over:

| acknowledge that | am 18 years of age or older and am authorized to give consent.
J Yes O No

Full Name of Participant Participant’s Signature Date

If participant is under 18 years old:

Full Name of Participant Parent/Guardian’s Signature Date

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application | Page 8 of 10
1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021
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Parent/Guardian Consent to Collect and Share Student Information

The Department of Youth and Community Development (DYCD) provides funding for this program as
part of its mission to help you assist your child reach his or her full potential. Many of our programs are
run by community based organizations. We work to make sure the services you and your children receive
are of the highest quality. DYCD is requesting your permission to allow us to collect information we need
on your child, their participation and the quality of the services provided.

What information from your child’s student records is DYCD requesting?

We are requesting your permission for the NYC Department of Education (DOE) to share personally
identifiable information from your child’s student records with DYCD. The information we would like to
collect consists of biographical and enrollment information (specifically consisting of your child’'s name,
address, date of birth, student identification number, grade, school(s) attended and transfer, discharge, and
graduation data about your child); data concerning your child’s school attendance (including number of
days attended and absences); and academic performance data (including your child’s results on state and
national exams, credits earned, grades, promotion and retention status, and fitnessgram score); and data
related to any disciplinary actions taken against your child (including number and type of suspensions).

We are requesting to collect the information listed above about your child on a past, present and
future (i.e., ongoing) basis.

We are also requesting your permission for DYCD to share information we collect on the enrollment form
from you and/or your child with DOE staff. The information includes registration information, student's
interests and challenges, type of program enrolled-in and frequency of participation. This information will
be used to help the school and community organization work together to meet you and your child's needs.

Who will see my child’s information and how will it be safeguarded?

The only people who will see your child’s individual information are DYCD and DOE staff who manage
the data systems and prepare research reports and program analyses. The limited number of DYCD staff
identified to receive personal information is screened, and provided extensive training to follow strict
guidelines on protecting the confidentiality of information that would personally identify you or your child.
Personally identifiable information collected from student records will only be shared electronically
between DOE and DYCD and will be secured and protected in the DYCD data base. Personally
identifiable information will not be shared with any community based organizations or their staff members.
We will not use your name or your child’'s name in any published report. While we request your
consent, your responses to the below requests will not affect your child’s participation in DYCD sponsored
programs.

Please check Yes or No to each of the following statements:

| understand why DYCD is asking my permission to access the information listed above from my child's
student records, and | give permission to DOE to share that information with DYCD on an ongoing basis.

O Yes, | give my permission O No, | do not give my permission
| understand why DYCD is asking my permission to share information about my child collected by DYCD
with DOE staff and | give my permission to DYCD to share information with DOE on an ongoing basis.
O Yes, | give my permission O No, I do not give my permission

Student/Applicant Name:

Parent/Guardian Name:

Parent/Guardian Signature: Date:

Additional Parent/Guardian Name (optional):

Additional Parent/Guardian Signature (optional):

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application | Page 9 of 10
1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021
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Consent to Make Referrals and Share Information

The New York City Department of Youth and Community (DYCD) invests in programs and services to help our
communities and the people who live here. We want to make sure you know about them and make it easy for

you to apply.

cORNER
STONE

COMPASS | SO | Deacon

Why we need your permission

With it, we can:
« send you information about DY CD-funded programs and services you can apply for, and
* share information from your DYCD Participant Application each time you apply.

What we share
We’ll only give information to show you qualify or help you enroll in DYCD-funded programs.

Who sees your information and how we protect it

Only authorized DYCD and funded program staff can see it. We don’t share it with others except to:
« decide if you’re eligible for services,
« enroll you in programs and services, and
« track the results of the services you receive

Please read below, check one of the boxes, and fill in the rest.

I understand why DYCD needs my consent to:
+ send me information about programs and services I can apply for,
+ refer me to DYCD-funded programs, and/or
+ share information from my DYCD Participant Application with the programs I apply for

0 Yes, I give my permission O No, I do not give my permission

Full Name of Participant (please print)

Signature of Participant (or Parent/Guardian for participants under 18 years old)

Date

Questions? Call Community Connect: Universal Participant Intake: Youth & Adult Application | Page 10 of 10

1-800-246-4646 www.nyc.gov/dycd For Applicants Ages 13 and Younger | Updated April 2021




HES..

YOUR Comwnidy Cender!

PARENT TO SCHOOL OFFICE PERMISSION LETTER

Dear Sir or Madam,

This is to inform you that my child, of class
will be attending the After School Program at the Hebrew Educational
Society for the 2025-2026 school term.

Please dismiss this child with the regular bus children at the end of the
school day to the H.E.S. bus counselor.

Thank you for your attention to this matter. If you have any questions,
please call the H.E.S. at 718-241-3000 and ask fFor our After School
Program Staff.

Parent’s Signature:

Date:

9502 SEAVIEW AVENUE
BROOKLYN, N.Y. 11236
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HES..

YOUR Covwmunity Center!

PARENT TO TEACHER PERMISSION LETTER

Dear Sir or Madam,

This is to inform you that my child, of class
will be attending the After School Program at the Hebrew Educational
Society for the 2025 - 2026 school term.

Please dismiss this child with the regular bus children at the end of the
school day to the H.E.S. bus counselor.

Thank you for your attention to this matter. If you have any questions,
please call the H.E.S. at 718-241-3000 and ask for our After School
Program Staff.

Parent’s Signature:

Date:

PR PR
HEBREW EDUCATIOMNAL SOCIETY - Federation
ﬂ R E e e o WWW.THEHES.ORG E 718.241.3000 OUJA et

BROOKLYN, N.Y. 11236



HES..

YOUR Cowmmunity Center!

Consent to Walk Home

FOR GRADES 6TH-8TH ONLY
To H.E.S.,

l, give my child,

permission to walk home alone

from the H.E.S. After School Program without being signed out by a

parent / guardian.

This will be in effect from September 4, 2025 through June 26, 2026.

Parent’s Print Name :

Parent’s Signature:
Date:

i T

HEBREW EDUCATIONAL SOCIETY o Federation
ﬂ ety e WWW.THEHES.ORG E 718.241.3000 OUJA et

BROOKLYN, MN.Y. 11236
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HES..

YOUR Community Cenfer!

Dear Parents and Guardians,

While attending programs at the Hebrew Educational Society, we want to provide a safe environment
that promotes appropriate social growth and interactions. In order to do this, we have established the
behavior policy below:

1. Self-Respect: We expect students to follow rules and directions.

2. Mutual Respect: We expect students to express their feelings and thoughts to others with
appropriate words.

3. Respect for Materials and Property: Materials and equipment are to be used with care.

* Please Note- Immediate removal from the program will occur if a student exhibits physical behaviors
that risks the safety of his/her self, peers or staff members.

The Hebrew Educational Society uses a three-point system to encourage positive behavior in our

programs; students who exhibit positive behavior will be recognized.

The Following actions may be taken if rules are not followed:
1. A verbal warning to the student. His/her parent(s) or guardian(s) will be notified.

2. Suspension from the program for a designated number of days (at the discretion of the after

school director.)

3. Permanent Removal from the program with parent(s) or guardian(s) notification.

Ifyou have any questions, please call the After School Program Director (718) 241-3000.

Parent/Guardian (Print) Date
Parent/Guardian (Print) Date

HEBREW EDUCATIONAL SOCIETY = py TLIR Federation
n 9502 SEAVIEW AVENUE WEEIVATHEISESDIRG 718.241.3000 OUJA e

BROOKLYN, N.Y. 11236



2025-26 School Year
New York State Immunization Requirements

for School Entrance/Attendance’

NOTES:

Alichildren must be age-appropriately immunized to attend school in New York State. The number of doses depends on the schedule
recommended by the Advisory Committee on Immunization Practices (ACIP). Intervals between doses of vaccine must be in
accordance with the “ACIP-Recommended Child and Adolescent Immunization Schedule.” Doses received before the minimum age or
intervals shown on the schedule are not valid and do not count toward the number of doses listed below. See footnotes for specific
information for each vaccine. Children who are enrolling in gradeless classes must meet the immunization requirements of the grades
for which they are age equivalent.

Dose requirements MUST be read with the footnotes of this schedule

Vaccines Pre- Kindergarten and Grades Grades 6, Grade
Kindergarten 1.2, 3, 4and 5 7,8,9.10 12
(Day Care, and 11
Head Start,
Mursery or
Pre-K)
5 doses
or 4 doses
Diphtheria and Tetanus if the: 4th dose was received at 4 years
tonold-containing 4d or older and the series was started at 1 doszes
vaccine and Pertussis e less than 1 year of age or
vaccine 3 doses
(DTaP/DTPIT dap/Td)* if 7 years of older and the series was
started at 1 year or older
Tatanus and Diphtheria
tonold-containing 1 dose
vaccine and Pertussis Mot applicable :
vaccine adolescent st
booster (Tdap)®
4 doses
or 3 doses
Pollo vaccing (IPVROPV) 3 donay if the 3rd dose was received at 4 years or
older
Measles, Mumps and
Rubella vaccine 1 dosa 2 doses
(MMR)®
3 doses
or 2 doses of adult hepatitis B vaccine (Recombivax) for children who
Hepatitls B vaccine* A clcane received the doses at least 4 months apart and between the ages of 11 years
through 15 years
Varicella
{Chickenpox) 1 doze 2 doses
vaccine’
Grade 12:
Grades 2 doses or 1
Meningococeal 7.8,9, 10 dosze if the
conjugate vaccine Mok spplicatse and 11: dose was
(MenACWY)E 1 dose received at 16
years or older
Haemophilus
influenzae type b
conjugate vaccine 1 to 4 doses Mot applicable
(Hib)*
Pneumococcal
Conjugate vaccine 1 1o 4 dosos Mot applicable
{F-cl"-"m
YW | Department
STATE | of Health




CHILD & ADOLESCENT HEALTH EXAMINATION FORM STUDENT ID NUMBER
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE — DEPARTMENT OF EDUCATION 0sIs
Child's Last Name First Name Middle Name Sex [ Female |Date of Birth (MonthvDay/vear)
I I OMae |/ /
Child's Address Hispanic/Latino? |Race (Check ALL that apply) (] American Indian [ Asian [] Black [] White
COYes [No [C] Native Hawaiian/Pacific Islander [ Other
City/Borough State  Zip Code School/Center/Camp Name District __ | Phone Numbers
i I Number | Home
Health insurance [ Yes |[] Parent/Guardian Last Name First Name Cedl
(including Medicaid)? [] No | [] Foster Parent Work
Birth history jage 0-6 yrs) Does the child/adolescent have a past or present medical history of the following?
— . = . . [ Asthma (check severity and attach MAF/Asthma Action Plan): ] Intermittent [] Mild Persistent [] Moderate Persistent [] Severe Persistent
o "'"°°m_""°am [ From i weeks gestalion | ™ cictent check all current medicationss: 1) Inhaled corticosteriod L) Other controller [ Quick relief med () Oral steroid [ None
il Gory ks loy D) Attention Deficit Hyperactivity Disorder [ Orthopedic Injury/disabilty T T e ———
Allergies ] None (] Epi pen prescribed [C] Chronic or recurrent otitis media ] Seizure disorder ] None [ Yes flist below)
[ Congenital or acquired heart disorder [ Speech, hearing, or visual impairment
(] Drugs sty [ Developmentalileaming problem [ Tuberculosis tatent infection or disease)
[ Diabetes fattach MAF) (] Other (specify)
[l Foods gtist) Dietary Restrictions
O] Other g CINone [ Yes gist below)
er s Explain all checked items above or on addendum
PHYSIGAL EXAMINATION General Appearance:
p—— on - T e PO el el
Weight ( %) [0 O HEENT |0 O Lymphnodes [ [0 Abdomen O O Skin [J O Psychosocial Development
el kg —- - hie OO Dental |O O Lungs OO Genitovrinary ([0 [OJ Newrological |[J OJ Language
BMI kg/m? (— _ %ile) OO Meck | [0 Cardiovascular | ] [J Extremities [0 OO0 Backispine [0 0 Behavioral
Head Circumference (age <2 yrs) em (___ %ilg) |Describe abnormalities:
Blood Pressure jage =3 yrs) /
DEVELOPMENTAL (age 0-5 yrs) ] 'Within normal limits SCREENING TESTS Date Done Resuilts Date Done Results
If delay suspected, specify below Blood Lead Level (BLL) P ; pgrdL Tuberculosis Only required for students entering intermedte/middlejunior or high school
(required at age 1 yr and 2 yrs - 7 wiho Fiave nof previously attended any NYC public or private school
[ Cognitive fe.g, piay skills) and for those at risk) I R pg/dL . - T -
Lead Risk Assessment [] At risk do
O Communicat S aR G a L e :’iSkBUJ PPD/Mantoux read o f i | OONeg [ Pos
Hearing Interferon Test 4 | OONeg [ Pos
L] Social/Emational [] Pure tone audiometry [ Normal
[ oA It C) Abnormal Chest oy OM - L] Not
O) Adaptive/Self-Hel - {if FPD or interferon positive) " i [JAbnl  Indicated
§ —— Head Start Only — S
Hemoglobin or g/dL | Vision Acuity Right [
J Mator Hematoerit @age 9-12 ma) ) I [ bty [ Left___f__
==l==Tm== 0 chilekint 4% 4-T 1 [[] with glasses Strabismus [ No []Yes
IMMUNIZATIONS — DATES CIR Number |
of Child [ 1 1 1 1 & 1 | Influenza S [ S S [
HepB _ /1 _ —— e e . MMR Y A S SR S R S
Rotavirus NN Varicella —_——
DTP/DTaP/DT RN S [N N S S S Td T R R T R S
== i i Tdap _ _/__ __i____ HepA  _ v ___ 4 __i___i____
[+ | T S T T " R R —— Meningococcal I R S R A
<" Y Y (Y [N JU S S S — HPV e
Pollo _ _v__ v __4___ 4 . I _____ Other, Specify: I Y I Y
RECOMMENDATIONS (] Full physical activity [ Full diet ASSESSMENT [ Well Child (v20.2) [ Diagnoses/Problems (st ICD-9 Code
[] Restrictions (specify)
Follow-up Needed [INo [ Yes, for moptdate: _ |
Referral(s): [INone [ EaryIntervention [ Special Education (] Dentad OVG§on  \™777 77 —1F1 ——1 ——— — (" ~—~¥—/—7—/—=
oJoter __ o
Health Care Provider Signature Date DO PROVIDER | | | | | | |
I R 0 1.D.
Health Care Provider Name and Degree (print) Provider License No. and State TYPE OF EXAM: |:| NAE Current |:| NAE Prior Year(s)
Facility Name National Provider ldentifier (NPT)
Address City State  Zip Date 1.0. NUMBER
Telepho b : : et | | | | ] |
elephone ax
o - R REVIEWER:
CH-205 (5/08) Copiles: White School/Child Care/Early Intervention/Camp, Canary Health Care Provider, Pink Parent/Guardian



