
BOYS & GIRLS CLUB 
OF MILFORD Membership Disclaimer 

After School 2021-2022 

I have reviewed the completed application and acknowledge that the information provided is 

trued and accurate to the best of my knowledge. 

I also acknowledge that I have read the Parent Handbook, understand the rules contained in 

the Parent Handbook and explain ed the Rules to my child. I request that my child be admitted 

into membership of the Boys & Girls Club of Milford and I give permission for my child to 

participate in all club activities. 

I further acknowledge that the failure by me or my child to follow the rules may result in my 

child's suspension or expulsion from the Club. I agree that the Club will not be responsible for 

any accident to my child on the Club's premises or while engaged in any of its activities. 

If I agree that photos of my child may be used in public relations materials, I give my consent for 

any photographs in which my child may appear to be used in any way the Club may choose to 

use them of that purpose. 

0 Yes, I give my child permission to be used in public relations material. 

O No, I do not give my child permission to be used in public relations material. 

I acknowledge that the Boys & Girls Club of Milford is not a peanut free facility, and some 

snacks may contain nuts. 

If you would like to opt out of the Snack Program, please check the circle Q. 

Parent Signature Date 

Member Signature Date 



Household Certification Form 
[ ] Male [ l Female 

Number of Children under the Age of 18: 

Participant Name: 

Address 

Number of Person(s) in the Household:

Female Headed Household :  
Number of Persons 62 years of Age or Older: Household with Disabled Person: 

Student Status: 
F/T or P/T Name 

- -

Age: 

Name F/T or PIT Age: 

Please Provide Household Race/Ethnicity (Check one per household). 

Household Income 
The program participant checks the income level that meets, but does not exceed, the total household adjusted gross 
income (AGI). A household income includes persons related, and unrelated, over the age of 18 and living in the home for 6 
months or more. The program manager may request additional income documentation when required. 

CERTIFICATION: 
INve hereby certify that the information on this form is complete and correct to the best of my knowledge. 

Participant Signature __________________ Date _____ _ 

Participant Signature ----------------�Date _____ _ 

This infommtion is required to receive Federal funds to assist this organization to continue to offer this program or activity. The infonnation on this fonn 
is confidential and will not be shared with an agency other than the Grantor, the Department of Community Development, which regulates use of 
Community Development Block Grant funds for the City of Milford. This infonnation is used to detenninc program eligibility and the statistical 
infonnation of the participant to ensure that CDBG funds assist low and moderate-income individuals and families. 





BOYS & GIRLS CLUBS 
OF MILFORD 

Assumption of the Risk and Waiver if Liability Relating to Coronavirus/COVID-19 

The novel coronavirus, COVID-19, has been declared a worldwide pandemic by the World Health 

Organization. COVID-19 is extremely contagious and is believed to spread mainly from person-to-person 

contact. As a result, federal, state, and local governments and federal and state health agencies 

recommend social distancing and have, in many locations, prohibited the congregation of groups of 

people. 

Boys & Girls Club of Milford has put in place preventative measures to reduce the spread of 

COVID-19; however, we cannot guarantee that you or your child(ren) will not become infected with 

COVID-19. Further, attending Boys & Girls Club of Milford 21-22' After School Program your risk and 

your child(ren)'s risk of contracting COVID-19. 

By signing this agreement, I acknowledge the contagious nature of COVID-19 and voluntarily 

assume the risk that my child(ren) and I may be exposed to or infected by COVID-19 by attending Boys & 

Girls Club of Milford 21-22' After School Program and that such exposure or infection may result in 

personal injury, illness, permanent disability, and death. I understand that the risk of becoming exposed 

to or infected by COVID-19 at Boys & Girls Club of Milford 21-22' After School Program may result from 

the actions, omissions, or negligence of myself and others, including, but not limited to, employees, 

volunteers, and program participants and their families. 

I voluntarily agree to assume all of the foregoing risks and accept sole responsibility for any 

injury to my child(ren) or myself (including, but not limited to, personal injury, disability, and death), 

illness, damage, loss, claim, liability, or expense, of any kind, that I or my child(ren) may experience or 

incur in connection with my child(ren)'s attendance at Boys & Girls Club of Milford 21-22' After School 

Program or participation Boys & Girls Club of Milford 21-22' After School Program. On my behalf, and 

on behalf of my child(ren), I hereby release, covenant not to sue, discharge, and hold harmless Boys & 

Girls Club of Milford, its employees, Board of Directors, agents, and representatives, of and from the 

Claims, including all liabilities, claims, actions, damages, costs or expenses of any kind arising out of or 

relating thereto. I understand and agree that this release includes any Claims based on the actions, 

omissions, or negligence of Boys & Girls Club of Milford, its employees, Board of Directors, agents, and 

representatives, whether a COVID-19 infection occurs before, during, or after participation in Boys & 

Girls Club of Milford 21-22' After School Program. 

Signature of Parent/Guardian Date 

Name of Parent/Guardian Name of Camp Participant(s) 



INFORMED CONSENT 

(this form may be used for staff and parents of children enrolled at a youth camp during the COVID-19 
declared emergency) 

\ hereby attest that I have been informed of the following pertaining to the coronavirus: 

People who are 65 years and older and people of any age who have serious underlying 

medical conditions or are at higher risk for severe illness from COVID-19 are recommended 

to stay at home. A list of medical conditions associated with a higher risk for severe illness 

from COVID-19 can be found in CDC's guidance.1 Individuals and families should consult their

healthcare provider to determine whether they have medical conditions that place them at 
risk. 

Staff and children living in households with individuals who are 65 years and older OR have 

higher risk for severe illness from COVID-19 are recommended to stay home. 

Signature of Staff or Parent/Guardian Printed Name 

Child's Name (if a parent/guardian) Date 

1 lncludes chronic lung disease or moderate to severe asthma, serious heart conditions, immunocompromised (cancer

treatment, smoking, bone marrow or organ transplantation, immune deficiencies, poorly controlled HIV or AIDS, and prolonged 

use of corticosteroids and other immune weakening medications), severe obesity (body mass index (BMI] of 40 or higher), 

diabetes, chronic kidney disease undergoing dialysis and liver disease. Individuals should consult their healthcare provide to 

determine whether they have medical conditions that place them at increased risk for severe illness from COVID-19. 









Sample Form 

Individual Plan of Care for a Child 

With Special Health Care Needs or Disabilities 

Child's Name: _________ _ Date of Birth___} __j __ _ 

Special health care need or disability: 

Plan for appropriate care of the child In a medical emergency. An individual Plan of Care is necessary 

when a child has a special health care need or disability and it Is necessary that special care be taken or 

provided while the child ls at the youth camp. 

Other relevant information: (e.g. precautions to be taken to prnvent a medical or other emergency) 

Signature(s) of the Parent{s): Date Signed: 

__}__} _

__J__J_ 

NOTE: Section 428-3(a) requires a child's health record to include information regarding disabilities or 

special health care needs such as allergies, special dietary needs, dental problems, hearing or visual 

impairments, chronk illness, developmental variations or history of contagious disease, and an 

Individual plan of care for the child with special health care needs or disabilities. The plan shall be 

developed with the child's parent[s) and health care provider and updated as necessary. Such plan of 

care shall include appropriate care of the camper in the event of a medical or other emergency and shall 

be signed by the parent[s) and staff responsible for the care of the camper. 

Please use the reverse side of this ro,m for slgnature(s) of all staff responsible for the care al this child. 
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