NCS School Age Programs Eligibility Form - Participant Information

Child’s Full Name:

Nickname:

Birth Date:

Gender:

Home Address:

Home Phone:

Primary Language Spoken in Home:

Base School:

Current Grade:

Other Schools and Programs Child Currently Attends:

Previous Child Care Programs and Schools Attended:

Child's Race: ~ []American Indian or Alaska Native [JAsian []Black or African American

I Native Hawaiian or Other Pacific Islander [JWhite [Other:

Child’s Ethnicity: L] Hispanic, Latino or Spanish Origin ] Not Hispanic, Latino or Spanish Origin

[ Decline to Answer [10ther:

PARENT/GUARDIAN
Custodial Parent’s Full Name:* Home Phone:
Custodial Parent’s Address: (if different from child's)
Email: Cell Phone:
Employer: Work Phone:
Employer Address:
Additional Custodial Parent’s Full Name:* Home Phone:
Additional Custodial Parent’s Address: (if different from child’s)
Email: Cell Phone:
Employer: Work Phone:
Employer Address:
Other Guardian or Custodial Agency: (full name or title) Home Phone:
Other Guardian or Custodial Agency Address: (if different from child's)
Email: Cell Phone:
Employer: Work Phone:
Employer Address:

*Appropriate legal paperwork must be on file when the custodial parent requests the center not to release the child to the other parent.

Neighborhood and
1 F‘ Community Services



EMERGENCY CONTACTS

Provide two locally available emergency contacts who may be contacted in an emergency if the parents
cannot be reached and who are also authorized to pick up the participant from the program.

1. Name: Home Phone:
House Number and Street: Work Phone:
City and Zip Code: Cell Phone:
Relationship:
2.Name: Home Phone:
House Number and Street: Work Phone:
City and Zip Code: Cell Phone:
Relationship:
AUTHORIZED PICK-UP PERSONS
Provide additional contacts who are authorized to pick up the participant.
1. Name: Home Phone:
Relationship: Work Phone:
Cell Phone:
2. Name: Home Phone:
Relationship: Work Phone:
Cell Phone:
3. Name: Home Phone:
Relationship: Work Phone:
Cell Phone:
4.Name: Home Phone:
Relationship: Work Phone:
Cell Phone:
5.Name: Home Phone:
Relationship: Work Phone:
Cell Phone:
6. Name: Home Phone:
Relationship: Work Phone:

Cell Phone:




HEALTH AND MEDICAL INFORMATION

If you mark YES to any of the below questions, please explain in area provided.

Does your child have any allergies? O Yes O No If yes, list allergen and route of exposure:

Symptoms:

Action to take in the event of a suspected or confirmed allergic reaction:*
*A written allergy care plan signed by a physician is required for any diagnosed food allergy and must include instructions from a physician regarding the food to which
the child is allergic and the steps to take in the event of a suspected or confirmed allergic reaction.

Does your child have a history of seizures? O Yes O No  If yes, type: Frequency:

Does your child have any dietary restrictions? O Yes O No  If yes, type:

Does your child have an intolerance to any medication, food or other substance? O Yes O No

If yes, type of symptoms and action to take in an emergency situation:

Does your child take medication? O Yes O No If yes, type:

Does your child need medication during program hours? OYes O No If yes, type*:

Behaviors before/after medication administration O Yes O No  If yes, please explain:

Does your child need a medical procedure during program hours? OYes O No  If yes, please describe*:

Does your child have any other health conditions, chronic physical or medical conditions, medical needs, medical
diagnosis, pertinent developmental information, special care instructions, and/or special accommodations needed that
are relevant to their child care participation? O Yes O No I yes, please explain:

*Additional forms may be required based on the medication and/or procedure.

Child’s Physician’s Name:

Office Number:

Medication, Special Needs, and Medical Release: | understand that NCS staff will be instructed in the prescribed procedure(s)

by a qualified designee. | understand that | will be asked to demonstrate the procedure on the first day the participant attends the
program. | understand that individuals administering this medication or special procedure are not licensed healthcare providers.
Should the administration of medication or a specific medical procedure be required of staff during program hours, a Physician Order
for the Administration of Medication and/or Specific Medical Procedures must be completed and signed by the child’s physician.

No medication or procedure will be administered without authorization from the physician or if the medication is not packaged
according to procedures outlined in the Parent Handbook.

1] parent, O guardian of hereby request that an NCS staff member instructed on the
prescribed procedures by a qualified designee be caretakers of the participant’s medication and administer any medication or
procedures as prescribed by the participant’s physician.



https://www.fcps.edu/services/families-and-caregivers/family-academy/school-health-services

PARTICIPANT INFORMATION

Participant’s Strengths: Please list what you consider to be your child’s strengths.

1:

2:

Participant’s Leisure Interests: Please list what activities your child enjoys participating in (e.g., sports, art, outdoor play, music, sensory play, reading, dancing).

1:

2:

3:

My child is able to stay with a group with minimal prompting. (Does not wander/run) O Always O Sometimes O Never
My child is able to communicate their needs, wants and interests. O Always O Sometimes O Never
My child is able to participate in a majority of activities with minimal prompting. O Always O Sometimes O Never

My child is able to regulate their emotions/behaviors when they become frustrated/upset. O Always O Sometimes O Never

ACCESSIBILITY NEEDS

Are there any accessibility needs or supports that would help your child fully participate in the program?
You may select any and all that apply and/or add your own.

I:l Mobility support (e.g. physical accessibility, adaptive equipment, rest breaks)

Cvision su pport (e.q. large print, high-contrast materials)

I:l Heari ng support (e.g., written instructions, seating near speaker)

I:l Sensory support (e.g., calm corner, noise management)

[ Cognitive/learning support (e.g, visual schedule, time reminders, step-by-step instructions)
] Communication su pport (e.g, visual cues, picture symbols)

I:l Personal care support (e.g., bathroom schedule, verbal prompts, cutting up food)
[1Behavior support (e.qg., reward chart, rules reminder, positive reinforcement)

[INone

[lother:

Please provide additional information on any support area identified relevant to child’s safety and well-being at child care:



ACCESSIBILITY AND SUPPORT NEEDS

Please share anything we should know about how to best support your child emotionally or behaviorally.
You may select any and all that apply and/or add your own. Sharing is optional but helps us create a safe and supportive experience for your child.

O My child benefits from time to warm up to new people or situations.

1My child benefits from advanced warnings regarding changes in routine and/or transitions.

[l My child benefits from support with handling peer conflict (e.g, sharing, taking turns, handling disagreements)
1My child benefits from clear, simple instructions.

1My child benefits from extra reminders or repetition.

LI My child benefits from frequent breaks or quiet time.

[l My child can become anxious or worried (e.g, new situations, separation from home).

O My child sometimes has big reactions (e.g. big emotions, outbursts).

LI My child sometimes has difficulty following directions.

LI My child sometimes has difficulty sitting still or staying focused.

| My child can be sensitive to noise, crowds or busy environments.

LI My child enjoys trying new things and participating in new experiences.

1My child enjoys being a helper or a leader.

[CINone
[ other:

[Jother:

Please share anything else that helps us support your child: (for example, what helps them calm down, what rewards or encouragement work
well, or triggers to avoid):

WELCOMING AND BELONGING

What makes your child feel safe and welcome in a new group?

Is there anything that might make the program feel uncomfortable or stressful for your child that you'd like us to know?

Is there anything else you'd like us to know to make this program experience positive for your child?



CONSENTS

Photographic Release: | give permission for my child to be photographed, videotaped or quoted by Fairfax County Government
representatives, or the media, while participating in NCS program activities, for use in print, electronic, Web, broadcast, or County
social media. My child’s name/photos/videos/quotes may be used in whole or in part, and may be edited, produced, duplicated,
or distributed for informational or promotional purposes. County photos/videos are the property of Fairfax County Government
without compensation to me, and may be subject to the Virginia Freedom of Information Act. OYesONo

Consent to Exchange Information: Additional information is sometimes required to adequately serve the participant, to identify
strategies to better serve the participant, to provide appropriate program accommodations/adaptations, to coordinate with other
agencies and/or to verify eligibility for services. | give permission for NCS staff and staff at the organizations | indicate below to
exchange information about my child as needed to help provide services to them. This includes exchanging copies of any records
relating to my child including emergency care information, medical records, allergy action plans, medication authorization forms
and academic records. O Yes O No Ifanswering “Yes” at least one must be answered below.

[ Fairfax County Public School/Private School

School Name:

Teacher’s Name: Teacher’s Email:

School Counselor/Social Worker/Other School Staff:

[ Fairfax County Department of Family Services [ Fairfax County Health Department

[J Community Services Board  Contact Name:

[Vocational Program:  Program Name: Program Contact:

[Jother:

Active IEP Coordination (Fairfax County Public Schools): Does the participant have an active Individualized Education Program
(IEP) and receive individualized special education services through FCPS? OYesONo

If answering “Yes’, your signature on this form serves as a formal request and parental/guardian consent to exchange confidential
evaluation, progress, and service data. This allows for necessary alignment, goal tracking, and service coordination between
Neighborhood and Community Services and the FCPS IEP team.

CONSENTS

Please initial after each line to indicate you have read the following statements.

Verification of Eligibility: NCS staff have my permission to complete those tasks necessary to determine the participant’s
eligibility for the requested program. | understand | may be contacted to provide additional information necessary to verify my
child’s eligibility.

FOIA/Release of Contact Information: | understand that by providing my email, | thereby agree to receive emails from Fairfax County. |
understand that my contact information is protected from release under the Virginia Freedom of Information Act (VFOIA) and will not be
shared. If | wish for my contact information to be released in response to a FOIA request, | will notify my center program manager.

Liability Waiver: In consideration of the services to be rendered in connection with NCS programes, |, for myself and the child(ren)
or adult for whom | am parent, legal guardian, or caretaker fully assume all of the risks associated with the participation of myself,
my child(ren), or adult in the NCS programs, including any and all risks of injury or illness. As such, | hereby agree to waive, release,
defend, indemnify, and hold harmless Fairfax County, and its current and former employees, servants, agents, directors, Board
members, departments, agencies, assigns and insurers, or all of them, from any and all liability, damages, property damage, and
actions brought by myself, by or on behalf of my child(ren), and/or by or on behalf of the adult for whom | am a caretaker, in
connection with their participation in NCS programs.



CONSENTS

Please initial after each line to indicate you have read the following statements.

Emergency Care: | understand and acknowledge that NCS staff will obtain emergency medical care for my child if any emergency
occurs and | cannot be reached immediately.

Emergency Relocation Transportation: At the discretion of the Division Director, and in urgent situations (for example, power
outages), it may be necessary to transport and relocate children from one NCS center to another to ensure safe accommodations.
Should this be necessary, parents will be notified of the situation as soon as possible.

Emergency Arrangements: | agree to pick-up my child or make arrangements for my child to be picked up in a timely manner in the
event of illness, behavior concerns, or other emergency needs by an authorized person as included in this form to include parent/
guardian, emergency contacts, or additional persons listed as authorized to pick up my child. I also understand appropriate legal
paperwork must be on file in the event | as the custodial parent request NCS staff not to release my child to their other parent.

Field Trip Consent: | give permission for my child to take field trips including but not limited to walking, biking, and swimming field
trips. 1 understand | will be notified of dates, destinations and times of trips, and understand that on occasion it may be necessary for an
alternate field trip destination to be used due to weather or other unforeseen circumstances. | understand and give permission for my
child to be transported on field trips using Fairfax County Public Schools transportation, public transportation, and/or by NCS staff using
authorized County vehicles. | understand that should | elect for my child not to participate in a field trip that the program will not be
available to provide care for my child during the time of the field trip.

Health Forms: | agree to provide the NCS staff a copy of my child’s Commonwealth of Virginia School Entrance Health Form and
Certification of Immunization and/or | give permission for the NCS staff to obtain a copy from my child’s school.

Health Agreement: | agree to keep my child home if they have a fever, are sick, or are experiencing symptoms of illness. | also agree
to keep my child home if they are awaiting the results of a COVID-19 test due to symptoms, or if my child has tested positive for
COVID-19 and has not yet met Fairfax County Public School’s return to school requirements.

| agree to inform the center within 24 hours or the next business day after my child or any member of the immediate household
has developed any reportable communicable disease, as defined by the Virginia Department of Health. | agree to report any life
threatening diseases immediately.

Code of Conduct: | have read, understand and agree to abide by the Parent/Guardian Code of Conduct as written in the Parent/
Guardian Handbook. | have read, understand, reviewed with my child(ren) and will uphold the expectation that my child(ren) abide
by the Participant Code of Conduct as written in the Parent/Guardian Handbook.

Termination of Services:
| understand services may be terminated if the parent/guardian/participant:

« Actions cause injury to self, peers or staff;

Exhibits inappropriate behaviors which may prevent participation in activities;
Engages in repetitive, aggressive, harmful, or disruptive behavior;

Fails to follow the general rules of conduct;

Makes threats to harm self or others;

Does not meet the eligibility criteria for the program.

Approval: | have read and understand the above consents, waivers, rules, and responsibilities and agree to the terms. |
acknowledge that the information I have provided is complete and correct. | will notify the center program of any changes in
information as soon as possible.

Signature of Parent/Guardian: Date:

Printed Name:




FINANCIAL AGREEMENTS

Cancellation Agreement and Payment Policies

Cancellation: | agree to the following terms of service: | will notify NCS in advance of cancelling service; | am responsible for payment for
services not canceled in advance; no refunds or credits will be issued for services not canceled in advance; or due to minimal attendance
by my child during a month of service. NCS reserves the right to cancel services due to repeated late payments or nonpayment.

Payment Policies: | understand and agree to the following Fairfax County Government policies for Returned Check Fees, Late Payment
Charges and Delinquent Collections:

- Afee of $50 will be charged for any check returned for insufficient funds.

« A late payment fee of 10% will be charged on any account not paid in full on or before the original due date.
« Interest at the rate of 10% per annum will be charged on all past due accounts.

« Accounts past due for more than 30 days are also subject to a $30 collection fee.

« Pursuant to County policy, delinquent accounts may be placed with the Fairfax County Department of Tax
Administration (DTA) for collection. DTA employs private collection agents to collect all debts. By state law, collection
agents may charge debtors an additional collection fee of 20% on all amounts past due.

« Collection actions may include wage liens, bank liens, property seizures, court procedures and flagging of credit
records.

[ understand and agree to the terms of the NCS program policies for cancellation. | also understand and agree to the Fairfax County
payment and delinquent collections policies.

Signature of Parent/Guardian: Date:

Printed Name:

Please call Registration: 703-449-8989, Administration: 703-449-1414, TTY 711 should you have any questions.

Please note: All incomplete applications will be returned to the parent or guardian and placement will be delayed. Your
responses will help us understand your family’s needs and determine program eligibility. Please ensure all information
provided is accurate and truthful. Any misrepresentation may result in the denial of your application or the immediate retraction of
program acceptance. If you have any questions concerning the application or require accommodations or assistance with completing
the forms please call Registration: 703-449-8989, Administration: 703-449-1414, TTY 711.

Date Child Entered Care Date Child Left Care
Fairfax County is committed to nondiscrimination on the basis of disability in all county w Fairfax County
programs, services and activities. Reasonable accommodations made upon request; d:/\ 9Ncs \d NeighborhOOd and

call 703-324-4600. TTY 711. A Fairfax County, Virginia publication, 8/20/2026.

“N( Community Services
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