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Connect Kids Club

Fall & Winter Application Form

The application, Session Fee and consent forms MUST be returned by September 15, 2022.
Mail or drop off to: 

Inclusion Moose Jaw 

75 Ross Street West, Moose Jaw, Sk. S6H 2M2
Email and Etransfer to:
 mjacl.executivedirector@gmail.com
Guidelines
1. Please be sure to list your school contact information so we can access program plans.
2. All consent forms must be signed and attached to the application.
3. If you need funding, please consider applying to the Cognitive Disability Strategy. Please email Shannon Gray at mjacl.cdsconsultant@gmail.com
4. Late applications will be accepted ONLY if we have spaces. 
5. Transportation to and from the program is not provided as part of the program.
This program will be open to all children age 6-12 years. Our aim is to provide an inclusive program that encourages children of varying backgrounds and abilities to learn and experience in a safe and nurturing environment. Activities will take place in various community-based facilities in the city of Moose Jaw.

Our aim is to improve the health and wellness of youth with intellectual disabilities by providing supports to help them become active members of their community by improving physical wellness and nutrition. The program will be practical and accessible, making participation easy and pleasant.

Please contact the Program Manager Laurie Bender if you need help with this form
Email: mjacl.programcoordinator@yahoo.ca
Phone: 306-692-6943

We also accept emailed applications and e-transfers to mjacl.executivedirector@gmail.com
Connect Kids Club Application

Contact Information We will contact the school for addition information and send a report on goals to the school contact
School: ________________ contact name: ____________________email: ____________   phone:___________

Participant Information

Participant’s Name: __________________________
Date of Birth: ______________________________

Parent(s)/Guardian(s): ________________________ 

Street: ____________________________________

City: _________________ P.C. ________________
Phone: Home ___________________ Cell ______________________________ Work ___________________
Email: _____________________________________
Emergency Contact: __________________________
Relationship: ______________________________
Cell # _________________ Home #: ___________________________

Medical Alerts
Seizures:


Type: _______________________


Describe what happens: _______________________________________________________________


___________________________________________________________________________________


How long does it last? _________________________________________________________________


Recovery time: _______________________________________________________________________

Allergies:
        Allergens (to what)

Reaction



Treatment
_________________________________________________________________________________________

__________________________________________________________________________________________

Other Important information or needs staff need to be aware of: (flight risk, wheelchair, ear plugs, food issues etc.)
__________________________________________________________________________________________
__________________________________________________________________________________________

Transportation

Transportation during Club hours is included in the program fees. For children requiring transportation to and from the program, parents must make their own arrangements. Please consider car-pooling as an option.
Times 
10:00 am – 3:00 pm
Location: 75 Ross Street West
Please note that the children bring their lunch, snacks and personal items.

Dates
Please check the box that corresponds to your desired session

	Dates

	Fee
1:2 ratio
	Fee

1:1 ratio

	Session 1

Oct 8, 15
Nov 12, 19
Dec 10, 17

	$480
	$960

	Session 2

Jan 14, 21
Feb 11, 18
March 11, 18

	$480
	$960


Program Fees

This fee covers program transportation, facility rental, activity fees, Manager salary, Administration, Pre/Post program preparation, daily set up and clean up time of 1 hour per day, mentor salary, and staff orientation. 

Please check 
_____ Cognitive Disability Strategy Funding will pay the session fee 
_____  Other (please specify) _________________ will pay the Session fee

AND/OR
_____ I have no funding or need more weeks than my funding provides and need to discuss a subsidy 

Make cheques payable to Inclusion Moose Jaw

Your Session One fees are due by September 15, 2022
Your Session Two fees are due by December 1, 2022
Please complete consent forms on following pages
Connect Kids Club

1. My child has permission to attend the Connect Kids Club and I understand that all fees are due by September 15 and/or December 1, 2022
2. I understand that the program manager and staff cannot be responsible for lost or broken items and that all       personal items brought to camp must be claimed at the end of the program or they may be given away.

3. I understand that fees are non-refundable once staff have been hired.

4. I give permission for the Program Manager to access information from my child’s school, ASD Program or other source as needed to develop a profile and goals.

              __________________________________                   _________________________

                      Parent/Guardian Signature                                                    Date

PICTURES PERMISSION SLIP 

The Connect Kids Club will use pictures of your child in house for our profiles, poster boards and staff/participant schedule boards.
If we ever want to use your child’s picture in promotional materials, we will contact you directly

AUTHORIZATION FOR ALTERNATE PICK-UP (if applicable)

I, __________________________________ hereby authorize

    (Parent/guardian’s name)

_____________________________ to pick up my child(ren) ______________________.

 (Name of alternate)





    (Child’s name(s)
_____________________________ to pick up my child(ren) ______________________.

 (Name of alternate)





    (Child’s name(s)

I hereby agree that I will inform a staff member every time that I expect an alternate to be picking up my child(ren).

Signature: ___________________________________ 
Date: ___________________

Medication Administration Consent Form

I give consent for the designated staff to give prescription and non prescription medication as follows:
Name of Child: ___________________________________

Dates to be administered: ____________________________________________

Medication: ______________________________________ 

( must be in pill bottle clearly marked with the name of the medication and dosage)
Dosage: __________________________________________

Time of Day: ______________________________________

Special Instructions: ________________________________________________

__________________________________________________________________
__________________________________________________________________
Parent/Guardian signature: __________________________________________

