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“Where Children Thrive, Learn through Play,
and Wonders and Extraordinary Awaits”
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Welcome to Blossoming Minds Early Childhood Family Center After School Program! This program was created to provide families with exceptional after school care 6 years old to 12 years old (School Age/After School). We strive to meet the diverse needs of each student. We understand a parent’s need to choose a quality program that is conducive to their students’ learning and development. Blossoming Minds Early Childhood Family Center After School Program staff consider it imperative to provide the highest quality childcare and education. 
	At Blossoming Minds Child Early Childhood Family Center After School Program, we have well-trained, certified, and supportive teachers/caregivers who maintain the standards of our early childhood education model. This model provides the foundation for reading, writing, and math, all while promoting the social emotional skills that prepare our students for later success in school life. Our program is successful because we encourage parental involvement. This partnership is crucial for the development of every student. We offer a program adapted to the age and proportion of students: adults are always kept in each of the classrooms. Nutritious snacks are served along with homework/assignment assistance. We are truly committed to the well-being of our students. 
	At Blossoming Minds Child Early Childhood Family Center, we are still here for your After-Schooler/School Ager needs. Our After-School programming offers families a safe and familiar alternative. The learning continues on-site/playground for daily outdoor play, small group activities, and large group activities. For the safety of our after-school students, our After-Schoolers/School Agers are always supervised. 
	We appreciate that you have chosen our group family day care to meet your After Schooler/School Ager childcare needs and you can guarantee that you have made the right choice!




Nequan LaCroix – Owner/CEO
Natasha Christopher - M.S Ed. & M.S Ed. (SPED) Co-Owner/CFO/COO
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“Where Children Thrive, Learn through Play,
and Wonders and Extraordinary Awaits”

Mission Statement
	Our mission is to provide childcare for students aged 6 weeks to 12 years, in a safe, nurturing, and stimulating learning environment. This environment encourages students to explore, experiment, discover, play, and interact, while developing their own personal understanding of the world and themselves. Our experienced staff act as positive role models for our attending students and community. We offer a child-centered, multicultural learning environment, where every student is treated as an individual with diverse needs and interests that are to be respected and supported through developmentally appropriate practices. We realize the importance of a multi-sensory approach for young learners that enables them to plan, create, build, organize, and make personal discoveries. Play is significant in our program because it is how students learn to express themselves, take turns, share, imitate, and exchange ideas and knowledge with others. Our students have many play opportunities throughout each day. We foster a strong sense of self and aid our students in establishing healthy social relations with peers as well as adults. 
Philosophy
	At Blossoming Minds Early Childhood Family Center After School Program, we believe in the value of human diversity and fair treatment of all people. It is our number one goal to provide the kind of influence that encourages all students to become creative, independent, responsible, self-directed adults who can make sound decisions for themselves. 
	It is also important for a student to have experiences by themselves, with other students, and adults, in a safe, positive, and accepting atmosphere. This will create space and opportunity for the students to be able to explore the limits of their environment and their natural abilities. Our program encompasses the belief that parents are vital to each student’s success. We support a maximum amount of continuity between home and school. 
We provide parent resources and information to address their needs. We strive to meet the needs of each individual child’s social, physical, intellectual, creative, and emotional (S.P.I.C.E) growth. Our belief is that students deserve a nurturing, safe, and happy environment, which promotes their natural curiosity and desire to learn. Students are encouraged to assist in daily class tasks, so they develop a positive self-image. All students are welcome regardless of race, creed, national origin, or gender. 
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“Where Children Thrive, Learn through Play,
and Wonders and Extraordinary Awaits”

Statement of Goals
At Blossoming Minds Child Early Childhood Family Center After School Program, we provide convenient, dependable, educational services for the students and the community. We provide a safe, nurturing environment with a stimulating, hands-on approach to learning. Our qualified, caring staff act as positive role models and help prepare students for success in later years. 
	This promotes their social/emotional, physical, cognitive, and language development. Each student is encouraged and given opportunities daily to choose and control his/her own activities under the supervision of our teachers/caregivers. Through this support, each student can establish decision-making skills and a sense of responsibility for self and their own actions. 
	Our policy of positive communication and positive discipline reinforces self-worth and confidence. Our teacher’s/caregiver’s role is to invite, challenge, and promote knowledge. Continuous staff training serves to keep our educators well informed and aids in the implementation of our goals. We strongly encourage parent participation and communication through parent-teacher meetings. We realize that the key to a student’s success in school is the positive connection that is developed between parents and teachers/caregivers. 









[image: A logo for a child care center

AI-generated content may be incorrect.]

  
  



“Where Children Thrive, Learn through Play,
and Wonders and Extraordinary Awaits”

VOUCHER PAYING STUDENTS ENROLLMENT APPLICATION 
AFTERSCHOOL/SCHOOL AGE 
Check all that applies: ( ) FULL – TIME  ( ) HALF DAY, Time: _________
My Child will have ( ) Breakfast ( ) Lunch ( ) Morning Snack ( ) Evening Snack

CHILD’S INFORMATION
Child’s Name: __________________________________________________ Gender: __________ SSN: ________________________
Home Address: _________________________________________________ State: _________  Zip: ________ Home #: ___________
Child’s Doctor: _________________________________________________ Doctor’s Phone #: _______________________________
Referred By: ____________________________________________________ Last School Attended: ___________________________
Date of Birth: ______________________________ Age: ______________ Nosebleed/Asthma: _______________________________
Potty Trained: ______________________________ Allergies: ____________________________________________________________

PARENT’S INFORMATION
Parent 1 Name: _______________________________________________________ Parent’s Cell: _____________________________
Parent’s Address_________________________________________________________________________________________________
Occupation: ___________________________________________________ E-mail: __________________________________________ 
Employer: ______________________________________________________ Employer’s Number: _____________________________
Employer’s Address: _____________________________________________________________________________________________

PARENT’S INFORMATION
Parent 1 Name: _______________________________________________________ Parent’s Cell: _____________________________
Parent’s Address_________________________________________________________________________________________________
Occupation: ___________________________________________________ E-mail: __________________________________________ 
Employer: ______________________________________________________ Employer’s Number: _____________________________
Employer’s Address: _____________________________________________________________________________________________

EMERGENCY CONTACT INFORMATION

Emergency Name: ___________________________________________ Emergency Phone: __________________________________

Emergency Name: ___________________________________________ Emergency Phone: __________________________________

Emergency Name: ___________________________________________ Emergency Phone: __________________________________


Tuition: 
Upon enrollment, a non-refundable registration fee of $75.00 per child is required along with your voucher. Registration fees are non-refundable. Thereafter, if your voucher is not covering the weekly tuition/fees $300 payments are due promptly on (Monday) the first day of the school week. If tuition/fees are not received by the (Tuesday) of the week, you will be charged a $50.00 late fee. If the tuition/fees balance goes into a new month, an additional $75.00 fee will be charged. ABSOLUTELY NO PERSONAL CHECKS, MONEY ORDERS, CREDIT CARDS, OR REWARD CARDS! ONLY CASH/ZELLE/ACS VOCHERS/OTHER NYC VOCHERS ACCEPTABLE. NO REFUNDS WILL BE MADE DUE TO ILLNESS, ABSENCES, OR HOLIDAYS. Students attending the program for three or more weeks are required to pay the full monthly fee. Students attending the program for three days or more are required to pay the full weekly fee. The parents/guardians whose names appear on the first page of the enrollment agreement acknowledge and agree that they shall be held liable for all costs incurred by Blossoming Minds Early Childhood Family Center Afterschool/School Age arising from or relating to the collection of Tuition, Late Fees, and/ or Service Charges which are not paid as specified in this Enrollment Agreement.
*Blossoming Minds Early Childhood Family Center Afterschool/School Age reserves the right to request withdrawal of a child if tuition/fees are not paid. *Blossoming Minds Early Childhood Family Center Afterschool/School Age reserves the right to terminate the enrollment of any child who is unable to adjust to the Center’s program. *Blossoming Minds Early Childhood Family Center Afterschool/ School Age may also terminate this enrollment agreement at any time upon written notice. Your signature below constitutes your acceptance of your child as a student of *Blossoming Minds Early Childhood Family Center Afterschool/School Age and that you have read *Blossoming Minds Early Childhood Family Center Afterschool/School Age Rules and Regulations serves as a contract between *Blossoming Minds Early Childhood Family Center Afterschool/ School Age and you, the parent/guardian.

Parent/ Guardian Signature: _________________________________________ Date: _____________________
Office Use Only

	Reg. Fee
	

	1st Week/Month Tuition
	

	Start Date
	

	Reviewer
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“Where Children Thrive, Learn through Play,
and Wonders and Extraordinary Awaits”

PRIVATE PAYING STUDENTS ENROLLMENT APPLICATION 
AFTERSCHOOL/SCHOOL AGE 
Check all that applies: ( ) FULL – TIME  ( ) HALF DAY, Time: _________
My Child will have ( ) Breakfast ( ) Lunch ( ) Morning Snack ( ) Evening Snack

CHILD’S INFORMATION
Child’s Name: __________________________________________________ Gender: __________ SSN: ________________________
Home Address: _________________________________________________ State: _________  Zip: ________ Home #: ___________
Child’s Doctor: _________________________________________________ Doctor’s Phone #: _______________________________
Referred By: ____________________________________________________ Last School Attended: ___________________________
Date of Birth: ______________________________ Age: ______________ Nosebleed/Asthma: _______________________________
Potty Trained: ______________________________ Allergies: ____________________________________________________________

PARENT’S INFORMATION
Parent 1 Name: _______________________________________________________ Parent’s Cell: _____________________________
Parent’s Address_________________________________________________________________________________________________
Occupation: ___________________________________________________ E-mail: __________________________________________ 
Employer: ______________________________________________________ Employer’s Number: _____________________________
Employer’s Address: _____________________________________________________________________________________________

PARENT’S INFORMATION
Parent 1 Name: _______________________________________________________ Parent’s Cell: _____________________________
Parent’s Address_________________________________________________________________________________________________
Occupation: ___________________________________________________ E-mail: __________________________________________ 
Employer: ______________________________________________________ Employer’s Number: _____________________________
Employer’s Address: _____________________________________________________________________________________________

EMERGENCY CONTACT INFORMATION

Emergency Name: ___________________________________________ Emergency Phone: __________________________________

Emergency Name: ___________________________________________ Emergency Phone: __________________________________

Emergency Name: ___________________________________________ Emergency Phone: __________________________________

Tuition: 
Upon enrollment, a non-refundable registration fee of $75.00 per child is required along with the first week’s tuition fee of $300 Registration fees are non-refundable. Thereafter, tuition/fees payments are due promptly on (Monday) the first day of the school week. If tuition/fees are not received by the (Tuesday) of the week, you will be charged a $50.00 late fee. If the tuition/fees balance goes into a new month, an additional $75.00 fee will be charged. ABSOLUTELY NO PERSONAL CHECKS, MONEY ORDERS, CREDIT CARDS, OR REWARD CARDS! ONLY CASH/ZELLE/ACS/HRA VOCHERS/OTHER NYC VOCHERS ACCEPTABLE. NO REFUNDS WILL BE MADE DUE TO ILLNESS, ABSENCES, OR HOLIDAYS. Students attending the program for three or more weeks are required to pay the full monthly fee. Students attending the program for three days or more are required to pay the full weekly fee. The parents/guardians whose names appear on the first page of the enrollment agreement acknowledge and agree that they shall be held liable for all costs incurred by Blossoming Minds Early Childhood Family Center Afterschool/School Age arising from or relating to the collection of Tuition, Late Fees, and/or Service Charges which are not paid as specified in this Enrollment Agreement.
*Blossoming Minds Early Childhood Family Afterschool/School Age reserves the right to request withdrawal of a child if tuition/fees are not paid. *Blossoming Minds Early Childhood Family Afterschool/School Age reserves the right to terminate the enrollment of any child who is unable to adjust to the program. *Blossoming Minds Early Childhood Family Afterschool/ School Age may also terminate this enrollment agreement at any time upon written notice. 
Your signature below constitutes your acceptance of your child as a student of *Blossoming Minds Early Childhood Family Afterschool/School Age and that you have read *Blossoming Minds Early Childhood Family Afterschool/School Age Rules and Regulations that serve as a contract between *Blossoming Minds Early Childhood Family Afterschool/ School Age and you, the parent/guardian.

Parent/ Guardian Signature: _________________________________________ Date: _____________________
Office Use Only

	Reg. Fee
	

	1st Week/Month Tuition
	

	Start Date
	

	Reviewer
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“Where Children Thrive, Learn through Play,
and Wonders and Extraordinary Awaits”


AFTER SCHOOL/SCHOOL AGE AUTHORIZATION FOR 
EMERGENCY MEDICAL TREATMENT CONSENT SLIP

In the event of an emergency, Blossoming Minds Early Childhood Family Center will attempt to reach either parent/guardians using the emergency numbers given to the day care. If for any reason neither of these parties are available, I authorize Blossoming Minds Early Childhood Family Center Afterschool Program to use the nearest New York State pediatrician or hospital. I hereby grant permission to have any emergency treatment performed by medical personnel.

Emergency/Pediatrician/Hospital Name: ______________________________________________________________________________________________ 

Phone# ___________________________________


Emergency/Pediatrician/Hospital Name: ______________________________________________________________________________________________ 

Phone# ___________________________________


*I have read the above and agree to give my consent.


Print Name of Parent/Legal Guardian: 

___________________________________________________________________


Signature of Parent/Legal Guardian: 

___________________________________________________________________
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“Where Children Thrive, Learn through Play,
and Wonders and Extraordinary Awaits”

Afterschool/School Age Permission Slip for Photo Release Form


I, ________________________________________, the parent of ___________________________

at Blossoming Minds Child Day Care Afterschool/School Age agrees to the following: 

I understand that my child(ren) whose name(s) are listed below may be photographed at the Blossoming Minds Early Childhood Family Center Afterschool/School Age during normal operating hours, field trips, or tasks/activities. I understand that these photographs may be used in promoting childcare services, either in print or on the Internet/daycare Website. 

The child(ren) are known as: ____________________________________________________________________.

With my signature below I grant permission for my child(ren) to be photographed, or their images recorded for print or electronic use in promoting the Blossoming Minds Early Childhood Family Center Afterschool/School Age services. I understand that it is my responsibility to update this form in the event that I no longer wish to authorize the above uses. I agree that this form will remain in effect during the term of my child’s enrollment at Blossoming Minds Early Childhood Family Center Afterschool/School Age. I understand that there will be no payment for me or my child’s participation in this release. 


Parent/Guardian Signature _____________________________ Date ______________________


Relationship To Child ______________________________________________________________
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TO BE COMPLETED BY THE PARENT OR GUARDIAN

Child’s Last Name

First Name Middle Name

Sex [ Female | Date of Birth (Montn/Day/Year)

] Male , ,
Child’s Address Hispanic/Latino? | Race (Check ALL that apply) L) American Indian [ Asian [ Black [ White
CYes [ No (] Native Hawaiian/Pacific Islander (] Other
City/Borough State Zip Code School/Center/Camp Name District Phone Numbers
___|Home
Health insurance [ Yes | L] Parent/Guardian Last Name First Name Cell
(including Medicaid)? (] No | (] Foster Parent R

Birth history (age 0-6 yrs)

TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER
d,

Does the cl

have a past or present medical history of the following?

Blood Pressure (age =3 yrs) /

Describe abnormalities:

. y (1 Asthma (check soverity and attach MAF): L] Intermittent £ Mild Persistent [ Viodsraie Persistent £ Severs persistent
ncompli Prematur week: ion
(7 Uncomplicated [ Premature: oeks gestatio If persistent, check all current medication(s): (] Quick Relief Medication ] Inhaled Corticosteroid [ Oral Steroid L] Other Controller [ None
[ Complicated by Asthma Control Status L] Well-controlied ] Poorly Controlled or Not Controlied
) . (] Anaphyiaxis 7 Seizure disorder ications (attach MAF if ion needed)
Allergies (] None [] Epi pen prescribed Bohavioml/mental health disorder [ Speech, hearing, or visual impairment s T
[ Congenital or acquired heart disorder (] Tuberculosis (atent infection or disease)
O Drugs disp (] Developmental/iearning problem (] Hospitalization
(] Diabetes (attach MAF) (] Surgery
O Foods aisy ] Orthopedic injury/disability 5] Other (specify)
1 otner sy Explain all checked items above. () Addendum attached.
Attach MAF if in-school medications needed
PHYSICAL EXAM Date of Exam General Appearance:
Height e 1 Physical Exam WNL
N Abn e N Ao i Avn N Abn
Weight (—— — %ile) |(] ] Psychosocial Development |CJ (] HEENT [ L Lymph nodes [ CJ Abdomen O O skin
Bmi Kka/m2 ( %ile) |C) ) Language ] CJ Dental O OJ Lungs [ CJ Genitourinary I CJ Neurological
1 CJ Behavioral 01 0 Neck ] CJ cardiovascutar ] (] Extremities () () Back/spine
Head Circumference (age =2 yrs) em ( %ile)

DEVELOPMENTAL (age 0-6 y75) Wutrition Hearing Date Done Tesuits
Validated Screening Tool Used? Date Screened | < 1 year (] Breastfed (] Formula [] Both < 4 years: gross hearing 3 W Claont Clrororrea
- 1 year (1 Well-balanced ] Needs guidance (] Counseled (] Referred
[ves [1No ——/——/——|pietary Restrictions (] None (] Yes (ist below) OnE /O Cani Cireterrea
Screening Results: [ ] WNL = 4 yrs: pure tone audiometry /. /. Clw [labnl [CReferred
(] Delay or Concern Suspected/Confirmed (specify area(s) below): Vision Date Done Tosults
1 Cognitiva/Frablom Solving 1 Adaptive/Salf-Holp SCREENING TESTS Dato Done Results <3 years: Vision appears: / O O Ao
[7 Gommunicationtanguage ] Gross Motor/Fine Motor Blood Lead Level (BLL) L VO/IL | puity (required for now Right /[
(] Social-Emotional or [ Other Area of Concern (required at age 1 yrang 2 | ——'"——"'—— A crtudren age 37 yeurs) VA 1 — —
Personal-Social yrs and for those at risk) /. /. po/dL [ Unable to test
Describe Suspected Delay or Concern: Load Risk Assessment CIAtrisk (o BLL) | Screened with Glasses? ClYes ClNo
(@t each well child Strabismus? ClYes Cino
exam, age 6 mo-6 yrs) £ Not at risk Dentl
—— Child Care Only Visible Tooth Decay [JYes [ No
Hemoglobin o , 9/dL | Urgent need for dental referral (pain, swelling, infection) - (] Yes ] No!
Ghild Receives EI/CPSE/CSE sorvices 1 ves [ No | Hematorit — 5 | Dental Visit within the past 12 months CiYes [INo

CIR Number

Physician Confirmed History of Varicella Infection [

Please attach lab reports

Referral(s):
] Other

(] None

(] Early Intervention

IMMUNIZATIONS — DATES Positive 19G | Date
DTP/DTaP i A A A L A Td A A Hepatitis B )
Tdap i o MMR g Meastes /.,
PolioGryerony 1 Varicella ) Mumps —
HepB . Mening ACWY___/__;___ Rubella __/__/
Hib ] Hep A varicella /s
(% ) ) Rotavirus Polio 1 )
Influenza  ___/___/___ I Mening B Polio2
HPY. ) ) ) ) ) Other Polio 3 )
ASSESSMENT ] Well Child (200.129) [ Diagnoses/Problems (it ICD-10 Code | RECOMMENDATIONS (] Full physical activity
1 Restrictions (specify)
Follow-up Needed [INo [IYes,for Appt. date:

[JIEP  []Dental [ Vision

Health Care Practitioner Signature

Date Form Completed

o2t i N A
/. /. ONLY [N

Health Care Practitioner Name and Degree (orint)

Practitioner License No. and State

TYPE OF EXAM: []NAE Current [] NAE Prior Year(s)
Comments:

Facility Name

National Provider Identifier (NPI)

Date Reviewed D. NUMBER

Address

City State Zip

/
REVIEWER:

Telephone Fax

Email

FORM ID#

LT T T T T T T T T

CH205_Health_Exam_2025_8/2025.indd
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NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

CHILD IN CARE MEDICAL STATEMENT
To Be Completed By Licensed Physician, Physician Assistant or Nurse Practitioner

Name of Child: Date of Birth:
I I

Date of Examination:

Immunizations required for entry into day care
Medical Exemption The physical condition of the named child is such that one or more

of the immunizations would endanger life or health. Attach certification specifying the L Yes [JNo
exempt immunization(s).
Diphtheria, Tetanus and 1 Date 2" Date 3 Date 4" Date 5" Date

Pertussis (DPT) Diphtheria /I /I /o /] /
and Tetanus and acellular
Pertussis (DTaP)

) 1% Date 2" Date 3 Date 4" Date
Polio (IPV or OPV) / / / / / / / /
o 1% Date 2" Date 3" Date 4" Date OR 1° Date (if given on or after
Haemophilus influenzae /o Y Y 15 months of age)
type B (Hib) /)
Pnuemococcal Conjugate  [1% Date 2" Date 3" Date 4" Date

(PCV) for those born on or / / /o /I / /
after 1/1/08)

Hepatitis B 1 Date 2" Date 3 Date
epatitis / ; / / ] /
Measles, Mumps and 1 Date 2" Date

Rubella (MMR) /) /A

Varicella (also known as 1%t Date 2" Date

Chicken Pox) Il /)

Other Immunizations may include the recommended vaccines of Rotavirus, Influenza and

Hepatitis A
Type of Immunization: Date: Type of Immunization: Date:
/] /
Type of Immunization: Date: Type of Immunization: Date:
/] /
Type of Immunization: Date: Type of Immunization: Date:
/] /
Tests
Tuberculin Test Date: Il Mantoux Results: [ Positive [] Negative mm

TB Tests are at the physician’s discretion. Acceptable tests include Mantoux or other federally approved test.
If positive, or if x-ray ordered, attach physician’s statement documenting treatment and follow-up.

Lead Screening Date: I/
Attach lead level statement
Lead Screening (Include All Dates and Results)

county health department for a lead blood screening test.

1 year /I Result: meg/dL [ Venous [ capillary
2 years I Result: mcg/dL [ Vvenous  [J Capillary
Most recent date of lead screening (if different from above):

/I Result: mcg/dL [ Venous [ Capillary

Per NYS law, a blood lead test is required at 1 and 2 years of age and whenever risk of lead poisoning is likely.
If the child has not been tested for lead, the day care provider may not exclude the child from child day care, but must
give the parent information on lead poisoning and prevention, and refer the parent to their health care provider or the

(Continued on reverse side)
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CHILD IN CARE MEDICAL STATEMENT (continued)

Health Specifics Comments
Are there allergies? (Specify) ClvYes [ No
Is medication regularly taken?
(Specify drug and condition) O vYes [ONo
Is a special diet required?
(Specify diet and condition) CIvYes [INo
Are there any hearing, visual or dental
conditions requiring special attention? [ Yes [ No
Are there any medical or developmental
conditions requiring special attention? [ Yes [ No

Summary of Physical Exam
Include special recommendations to child day care providers

On the basis of my findings as indicated above and on my knowledge of the named child, | find
that: he/she is free from contagious and communicable disease and is able to participate in child 7] yes [] No
day care.

Signature of Examiner Address

Please Print Name City, State, Zip

Title Phone Date




