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Program Selection and Payment Agreement:





Please place a check mark next to the session for which you are interested





Adventures in Learning Summer Enrichment Program:


                         


                                     _____ 2 week session:    $400.00





                                               _____ 4 week session:    $750.00





                                     _____ 6 week session:  $1,100.00





If choosing the 2 or 4 week session, please indicate your preferred session dates by placing a check mark next to the dates you’d like to attend:





_____ July 5-8          _____ July 25-29








_____ July 11-15        ____ August 1-5








_____ July 18-22        ____ August 8-12





	


Agreement for Payment








  	________________________________ agrees to pay the tuition cost of $________.00 for


               (Agency Name)


     


          _______________________________________________ to attend ______ weeks of the 


                                (Student Name)


 


        Adventures in Learning  Summer Enrichment Program 


at the John J. Allison, Jr. CREC Polaris Center 


474 School Street East Harford, CT   06108.








       


        Signed __________________________________   (___________________________________)


                                                                      Title of Person Making Referral 





Signed____________________________________ (____________________________________)


                                                                               Title of Administrator or Referring


     Person’s Supervisor


       Date ___________________________________











Agency Information





Agency Name:  ________________________________________________________________________________





Billing Address:  ______________________________________________________________________________





Person Making Referral: _____________________________Title:  __________________________________





Office Phone:  (______) ______________________               Cell phone:  (______) ____________________








Student Information





Student Name:  ________________________________________Date of Birth:  _______________________





Student Address:  ____________________________________________________________________________


                                          Street                                      Town                                  Zip Code





Primary Language: Student ____________________           Parent/Guardian______________________





Parent/Guardian/Foster Parent Name: _______________________________________________________





Address: ______________________________________________________________________________________





    Home Phone: (______) _________________              Work: (______) ____________________





    Cell Phone:  (______) __________________             Email: _____________________________________








School last attended: ______________________________________   LEA ___________________________





Grade going into 2011:  ___________ School:  _________________________________________________








Is the student identified as Special Ed?     YES   NO        If yes, primary disability:  ___________________





*If the student is identified as Special Ed, please attach most recent IEP.                                                                                                                                 





Student Strengths:

















Student Enjoys:  (hobbies, interests, etc.)














Does the student know how to swim?  


YES                    NO





Does the student take any prescription medication?  Yes    No    If Yes, please complete below





___________________________      ______    ____________         _______________________________________________


  Name of Medication                 Dose       Time taken                    Reason for taking this medication





___________________________      ______    ____________         _______________________________________________


  Name of Medication                  Dose      Time taken                    Reason for taking this medication





___________________________      ______    ____________         _______________________________________________


  Name of Medication                  Dose      Time taken                    Reason for taking this medication








What would you like the student to learn from their experience in the Adventures for Learning summer program?








What would you like the student to learn from their experience in the Adventures in Learning Summer Enrichment Program?











Allergies to Food, Medicine, Other? If yes, please describe here.





 If any behavioral difficulties were noted above, please identify potential trigger(s).





_______________________________________  (  _______________________________________


(Trigger)                                                         (Behavior/Fear)





_______________________________________  (  _______________________________________


(Trigger)					       (Behavior/Fear)





_______________________________________  (  _______________________________________


(Trigger)					       (Behavior/Fear)





Please provide any additional information you would like to share or discuss with the Admission Coordinator prior to the student beginning the Adventures in Learning Summer Enrichment Program. 








ABOUT THE STUDENT





What behaviors or fears might the student struggle with while in the Adventures in Learning Summer Enrichment Program?





Adventures in Learning


Summer Enrichment Program 2011


Agency Application Form














