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SCHOOL AGE CHILD CARE PROGRAM SACCP
REGISTRATION FORM 2025-2026

Print Child’s Last Name:

A Registration Fee of $50.00 per family must accompany this completed Registration Form.
Child’s Name

(First) (Last)

Mailing Address

(City) (Zip)

Home Phone

Date of Birth Male/Female Grade

Email Address:
(This email is used for billing purposes and Extended Care communication only.)

Father/Guardian’s Name

Mother/Guardian’s Name

Address
Address
Home Phone Cell Phone
Home Phone Cell Phone
Employer Work Phone
Employer Work Phone
SACCP RATES AND HOURS:

Hours: SACCP is available on STVP Calendar School Days ONLY, 7am-5:30pm
Rates: Families will be charged an hourly rate of $7 per student *Pricing is subject to change

SACCP attendance and billing is managed through FACTS Management Company. SACCP charges are processed monthly and all payments
must be made through your FACTS Management account via checking or savings account or credit card (fees may apply). Prompt and timely
payment of SACCP charges is mandatory and any late or delinquent accounts will result in suspension or termination of SACCP services.

Approximate days of intended use: (please circle all thatapply) ™M T W TH F

Approximate pick up time:

Emergency/as needed use ONLY: (please circle one) ~ YES NO

Acknowledgement of Extended Care Handbook

I , parent/guardian of registered child, state that the information provided is correct. I have read the contents
of the 2025-2026 Extended Care Handbook. The child(ren) and parents/guardians listed in this registration form agree to follow the policies
according to the Extended Care Handbook for the 2025-2026 school year.

Parent/Guardian Signature

Date

Student Name (Last, First)




Please complete all portions of this form, front and back
In the event this student becomes ill at school but does not need medical attention, name three people, i.e. relative, neighbor,
childcare provider, to be contacted if you cannot be reached.

1. Relationship: Phone:
2. Relationship: Phone:
3. Relationship: Phone:

Please list any other persons that you will allow to pick up your child from Extended Care. Remember they must be on this list to
pick up your child.

Relationship: Phone:
Relationship: Phone:
Relationship: Phone:
Relationship: Phone:

Medical or Health HiStOI‘y: Facts concerning the child’s medical history, including allergies, medications being taken, and any physical
impairments to which a physician should be alerted:

Emergency Medical Authorization (state of Ohio Revised Code Section 3313.712)
Purpose: To enable parents and guardians to authorize the provision of emergency treatment for children who become ill or injured while under school authority
when parents or guardians can’t be reached.

PART I or PART I MUST BE COMPLETED / DO NOT COMPLETE PART IT IF YOU COMPLETE PART 1

PART I: TO GRANT CONSENT

I hereby give consent for the following medical care providers and local hospital to be called

Physician: Phone:

Dentist: Phone:

Medical Specialist: Phone:

Local Hospital: Emergency Room Phone:

In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration or any treatment deemed necessary by

above named doctors, or, in the event the designated preferred practitioner is not available by another licensed physician, dentist, and (2) the transfer of the child to

any hospital reasonably accessible.

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists concurring on the necessity for such surgery are
obtained prior to the performance of such surgery.

Parent/Guardian Signature

Date

PART II: REFUSAL TO CONSENT
I do NOT give my consent for emergency medical treatment of my child. In the event of illness or injury requiring emergency treatment, I wish school authorities to
take the following action.

Parent/Guardian Signature

Date

Please complete all portions of this form, front and back



