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Beanstalk Academy
ENROLLMENT APPLICATION

Child's Health Information 
MedicaidNo InsurancePrivate Insurance

Primary Care Physician:

Address:

Phone #:

Dentist:

Address:

Phone #:

Nutrition Information:

CHIP Policy #:

Does your child have any chronic conditions? Yes No

Does your child have any allergies? Yes No

Full Diet / No Restrictions Nutritional Concern / Special Diet:

Related Services

If yes, please explain:

OT PT SPEECH ABA COUNSELING

SEIT Other:

Does your child have an IEP or IFSP?

What services are they receiving?If yes:

Yes No

Has your child been evaluated due to your concern or ever received services? Yes No

Do you have any concerns regarding your child’s development? Yes No

I certify that the information provided is correct to the best of my knowledge and is subject to verification.

ACD Diabetes

Other:

ADHD Asthma Seizures Allergies Hearing Vision

BLL >5

If yes:

Child:
(Last name) (First name) (DOB)

Parent / Guardian Signature: Date:
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Beanstalk Academy
CONSENT FORM

Emergency Contact and Authorized Escort List
To maintain the safety of your children, parents/guardians must complete, sign, and return this form to Beanstalk Academy upon 
enrollment. This form shall be updated annually or when there is any change in authorized escort information.

Emergency Contacts: Only individuals listed (and checked off) below will be considered as designated emergency contacts. 
Parents and guardians do not have to be listed below. An emergency contact is someone who Beanstalk Child Care Academy has 
permission to contact in the event that a parent/guardian cannot be reached during an emergency, for the purpose of 
communicating critical information.

Authorized Escort(s): Only individuals listed (and checked off) below will be considered as an authorized escort(s) and will be 
allowed to pick-up your child. Parents and guardians do not have to be listed below. Government issued ID will be required at time 
of pick-up. All authorized escorts must be above 16 years of age.

The New York City Health Code requires Child Care Centers to obtain and maintain for every child a list of all persons authorized by 
parents/guardians to escort the child from Child Care. No child may leave the Center with any individual whose name is not on file 
at the Center as an authorized escort.

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

Name:

Relationship to Child:

Phone #:

Home Address:

Emergency Contact Authorized Escort

I  

emergency or to release my child to the individuals 

I have identified above.

authorize Beanstalk Academy to contact in case of
(parent/guardian last name, first name, middle initial)

(child last name, first name, middle initial)

Parent / Guardian Signature: Date:
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Beanstalk Academy
CONSENT FORM

I give permission for my child to participate in neighborhood walking trips including walks to 
local parks and playgrounds. Field trips require a separate consent form and will be sent home prior 
to any field trip.

Parent / Guardian Signature: Date:

General Consents

Neighborhood Walking Trip Consent (please initial)

Child:
(Last name) (First name) (DOB)

I hereby give Beanstalk Academy and its subsidiaries (hereafter referred to as Beanstalk 
Academy and those acting with Beanstalk Academy) permission and authority to use, publish 
and/or republish photographic pictures of myself and/or my minor child. 

The photographic pictures may be altered in character or form on reproductions in color and/or 
black and white through any media used by Beanstalk Academy for any Beanstalk Academy 
purpose including, without limitation, use in any printed materials, on Beanstalk Academy’s website 
on the internet and related websites, and in social media. 

I release and discharge Beanstalk Academy and its representatives, employees, or any person(s) 
and/or corporation(s) for whom Beanstalk Academy may be acting, including any firm publishing 
and/or distributing the finished product, in whole or in part, from any liability resulting from the 
distortion, bluffing, alteration, or optical illusion, either unintentionally or otherwise, that occurs or is 
produced in the taking, processing, or reproduction of the finished product, its publication and/or 
distribution. 

Photo Consent (please initial)

By signing below, I also acknowledge that:
I understand and agree to all consents and screenings listed on this form. The authorization remains effective 
throughout my child’s enrollment, but I may also choose to revoke it at any time by notifying Beanstalk 
Academy in writing. I am over 18 years of age and competent to contract in my own name. I have the authority 
to execute this document on behalf of my minor child.

(Last name) (First name)
Parent/Guardian:
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Beanstalk Academy
CONSENT FORM

I give permission for the administration of the following non-ingestible over the counter 
medications, including sunscreen, diaper creams, and insect repellent, as needed. I understand that 
such OTC medication will be brought to school in its original container and will be clearly labeled 
with my child’s name.

Parent / Guardian Signature: Date:

Medical Consents

OTC Medications (please initial)

Child:
(Last name) (First name) (DOB)

In the event that my child experiences a severe allergic reaction while under the supervision 
of Beanstalk Academy, I hereby grant the school permission to administer an initial dose of 
Epinephrine and then immediately call 911.  I understand that, should emergency services direct the 
school to do so, a 2nd dose of Epinephrine may be administered to ensure the child’s imminent 
safety. 

Consent for Epinephrine Administration (EpiPen) (please initial)

Emergency Treatment Authorization

I  

DOB , who resides with me at . I authorize

hereby state that I am the legal guardian(s) of

that for emergency purposes, a school designated employee may provide consent for my child to receive medical 
attention (e.g. necessary examination, medical diagnosis, surgery, treatment, and/ or EMS/hospital care). In the event that 
my child needs to be transported, a Beanstalk Academy staff member will accompany my child at all times. I understand 
that every effort will be made to contact the Emergency Contact persons provided in the Emergency Release Contact 
Form.

By signing below, I also acknowledge that:
I understand and agree to all consents and screenings listed on this form. The authorization remains effective 
throughout my child’s enrollment, but I may also choose to revoke it at any time by notifying Beanstalk 
Academy in writing. I am over 18 years of age and competent to contract in my own name. I have the authority 
to execute this document on behalf of my minor child.

(Last name) (First name)
Parent/Guardian:
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Beanstalk Academy
PAYMENT AGREEMENT

I. Parent-Provider Payment Agreement

and

This agreement is effective as of

Beanstalk Academy (NYC Early Learning Company, Inc.) located at for

enrollment of: -

Parent(s) of Enrolled Child

Center-Based Location

(Child’s name)
/ /

(Date of Birth)

/ /
(Date)

The following agreement is between 

II. Standard Rates and Payment Policies

Please select childcare schedule needed (check one):

The fee will be $

Payment is to be given to Center Director (check one):   

*Payment can be made by Cash, Check, Credit Card, or Money Order (there will be a fee of $35 incurred for any returned check).

per week  /  per month   (circle one)

Weekly (Friday for following week) 

Bi-weekly (every other Friday)  

Monthly (1st of the month) 

Option 1: Full-Day (covers entire hours of program operation)

Option 2: Extended Hours (covers only early drop off and late pick-up for HS/EHS & DOE program only)

III.  Policies for Absences, School Closures, and Late Pick-Up

• All closures for holidays and staff development are listed on Beanstalk’s calendar and factored into rates.
• Payment arrangements are due in full and as scheduled, regardless of student absences or vacations. Whether a child is sick or at home, 
all scheduled payments still apply.
• In the event that the provider is unable to provide care due to an emergency (e.g., facility hazard or snow closure), Beanstalk Academy 
will offer a prorated refund only if/when closures exceed 3 consecutive days.
• A parent/guardian will not be able to drop off or pick up a child outside of program operating hours. The following overtime rate will be 
charged, as needed, for late pick-up: $1.00 per Minute.

IV. Termination Procedure

This agreement begins on                                            and may be terminated by either parent/guardian or provider by giving 2 weeks’ 
written notice.  The provider may terminate the contract without notice if the parent/guardian is over 2 weeks’ late with scheduled 
payments.  Parent/guardian may terminate the contract without notice if the provider does not comply with NYS childcare regulations.  
Changes to the contract, desired by either party, must be made and acknowledged in writing by both parties at least 2 weeks before the 
desired change takes effect.  A new contract should be signed at that time to reflect the changes.

/ /

V. Signatures

By signing this agreement, all parties agree to all of the above terms and policies, including financial responsibility for childcare provided.  
The provider is responsible for providing all parties a copy of the signed agreement.

Provider’s Name Provider’s Signature
/ /

Date

Parent / Guardian Name Parent / Guardian Signature
/ /

Date
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Beanstalk Academy
CACFP ENROLLMENT FORM

My Child, DOB: /        /

/        /NYC Early Learning Company (Beanstalk Academy). His/her start date is

/        /Child Withdrawn on:

.

My child will attend: Monday Tuesday Wednesday

Receiving Meals: Breakfast Lunch PM Snack

Thursday Friday

is enrolled at

Hours of Care: 7:30 am – 6:00 pm

Parent / Guardian Signature: Date:







CACFP Agreement #____________

This institution is an equal opportunity provider.

CACFP-121 (11/16) PAGE 1 OF 1

INFANT FEEDING STATEMENT

Baby’s Name________________________________________________________________________________ Date of Birth __________________________

Dear Parent/Guardian:

This center participates in the Child and Adult Care Food Program and we will give your baby

___________________________________________________ and solid food. If you want to bring breast milk or your own 

formula or food, you can do that instead. Also, we encourage moms to come to the center to

nurse their babies.

Please indicate your choice below.

____________The center can give my baby the 
formula they buy.

____________I will bring breast milk or formula for 
my baby.

____________The center can give my baby solid 
foods when I tell them the baby is 
ready.

___________I will bring solid foods for my baby.

Parent’s Signature ________________________________________________________________________ Date ________________________________________



CHILD & ADOLESCENT HEALTH EXAMINATION FORM
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE   —   DEPARTMENT OF EDUCATION

Please 
Print Clearly NYC ID (OSIS)

TO BE COMPLETED BY THE PARENT OR GUARDIAN
Child’s Last Name First Name Middle Name Sex � Female 

� Male
Date of Birth (Month/Day/Year )

___ ___ / ___ ___ / ___ ___ ___ ___

Child’s Address Hispanic/Latino?
� Yes   � No

Race (Check ALL that apply)      � American Indian   � Asian   � Black   � White

� Native Hawaiian/Pacific Islander   � Other _____________________________

City/Borough State Zip Code School/Center/Camp Name District  __ __
Number __ __ __

Health insurance � Yes
(including Medicaid)? � No

� Parent/Guardian 
� Foster Parent

Last Name First Name Email

____ /____ /____

Phone Numbers
Home ___________________

Cell _________

Work 

 TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER
Birth history (age 0-6 yrs)

� Uncomplicated � Premature: ______ weeks gestation

� Complicated by  _________________________________

Allergies � None � Epi pen prescribed

� Drugs (list) __________________________________________

� Foods (list) __________________________________________

� Other (list) __________________________________________

Attach MAF if in-school medications needed

Does the child/adolescent have a past or present medical history of the following?
� Asthma (check severity and attach MAF): � Intermittent � Mild Persistent � Moderate Persistent � Severe Persistent
     If persistent, check all current medication(s): � Quick Relief Medication � Inhaled Corticosteroid � Oral Steroid � Other Controller � None

Asthma Control Status � Well-controlled � Poorly Controlled or Not Controlled
� Anaphylaxis � Seizure disorder
� Behavioral/mental health disorder � Speech, hearing, or visual impairment
� Congenital or acquired heart disorder � Tuberculosis (latent infection or disease)
� Developmental/learning problem � Hospitalization
� Diabetes (attach MAF) � Surgery
� Orthopedic injury/disability � Other (specify)
Explain all checked items above. � Addendum attached.

Medications (attach MAF if in-school medication needed)

� None � Yes (list below)

PHYSICAL EXAM Date of Exam: ___ /___ /___

Height _____________ cm ( ___ ___ %ile)

Weight _____________ kg ( ___ ___ %ile)

BMI _____________ kg/m2 ( ___ ___ %ile)

Head Circumference (age 2 yrs)  _______ cm ( ___ ___ %ile)

Blood Pressure (age 3 yrs)   _________  / _________

General Appearance:
� Physical Exam WNL

Nl   Abnl Nl   Abnl Nl   Abnl Nl   Abnl Nl   Abnl

�  �  Psychosocial Development �  �  HEENT �  �  Lymph nodes �  �  Abdomen �  �  Skin
�  � Language �  �  Dental �  �  Lungs �  � Genitourinary �  �  Neurological
�  �  Behavioral �  �  Neck �  �  Cardiovascular �  �  Extremities �  �  Back/spine
Describe abnormalities:

DEVELOPMENTAL (age 0-6 yrs)

Validated Screening Tool Used? Date Screened

� Yes  � No ____/____/____

Screening Results: � WNL 
� Delay or Concern Suspected/Confirmed (specify area(s) below):
� Cognitive/Problem Solving � Adaptive/Self-Help

� Communication/Language � Gross Motor/Fine Motor

� Social-Emotional or   
Personal-Social

� Other Area of Concern:
__________________________

Describe Suspected Delay or Concern:

Child Receives EI/CPSE/CSE services � Yes  � No

Nutrition
< 1 year � Breastfed  � Formula  � Both 

 1 year � Well-balanced � Needs guidance � Counseled � Referred
Dietary Restrictions  � None � Yes (list below)

SCREENING TESTS Date Done  Results

Blood Lead Level (BLL) 
(required at age 1 yr and 2 
yrs and for those at risk)

____ /____ /____

____ /____ /____

_________ μg/dL

_________ μg/dL

Lead Risk Assessment 
(annually, age 6 mo-6 yrs) ____ /____ /____

� At risk (do BLL)

� Not at risk
—— Child Care Only ——

Hemoglobin or 
Hematocrit ____ /____ /____    

__________ g/dL

__________ %

Hearing Date Done Results

< 4 years: gross hearing

OAE

____/____/____ �Nl �Abnl �Referred

____/____/____ �Nl �Abnl �Referred

 4 yrs: pure tone audiometry ____/____/____ �Nl �Abnl �Referred

Vision Date Done Results

<3 years: Vision appears:  Nl   � Abnl

Acuity (required for new entrants 
and children age 3-7 years)

____/____/____

____/____/____

�
Right _____ /_____
Left   _____ /_____

� Unable to test

� Yes     � No
� Yes     � No

Screened with Glasses?
Strabismus?
Dental
Visible Tooth Decay � Yes     � No
Urgent need for dental referral (pain, swelling, infection) � Yes     � No
Dental Visit within the past 12 months � Yes     � No

CIR Number       Physician Confirmed History of Varicella Infection Report only positive immunity:

IMMUNIZATIONS – DATES

DTP/DTaP/DT ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Tdap ____ /____ /____ ____ /____ /____ ____ /____ /____

Td ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ MMR ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

Polio ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Varicella ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

Hep B ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Mening ACWY ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

Hib ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Hep A ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

PCV ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Rotavirus ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

Influenza ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Mening B ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

HPV ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Other

IgG Titers Date

Hepatitis B

Measles

Mumps

Rubella

Varicella

Polio 1

Polio 2

Polio 3

ASSESSMENT  Well Child (Z00.129)  Diagnoses/Problems (list) ICD-10 Code

 __   ____ /____ /____          _ ____ /____ /____

RECOMMENDATIONS         Full physical activity

� Restrictions (specify) ____________________________________________________________________________

Follow-up Needed   � No   � Yes, for ___________________________   Appt. date: __ __ / ___ ___ / ___ ___

Referral(s): � None      � Early Intervention      � IEP      � Dental      � Vision

� Other ____________________________________________________________________________

Health Care Practitioner Signature Date Form Completed

Health Care Practitioner Name and Degree (print) Practitioner License No. and State

Facility Name National Provider Identifier (NPI)

Address City State Zip

Telephone Fax Email

_____ /_____ /_____
DOHMH 
ONLY

PRACTITIONER
I.D.

 

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

Date Reviewed: I.D. NUMBER

______  / ______ / ______  

REVIEWER:

FORM ID#

CH205_Health_Exam_2016_June_2016.indd
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Beanstalk Academy 
RATES

beanstalkacademy.com

Corporate Office
2800 Bruckner Blvd, 2nd Floor
Bronx, NY 10465

phone (718) 589-6100
fax (718) 530-9441

2022-2023
SCHOOL YEAR RATES

Age Group EI

$ 385

$ 300

N/A

N/A

N/A

0 - 18   months

18 - 36 months

36 - 60 months

SACC 
After School PT

SACC Summer FT

Monthly

$ 1,870

$ 1,450

$ 1,330

$ 740

$ 1,130

Weekly

$ 450

$ 350

$ 320

$ 175

$ 260

3 Days
(Weekly)

$ 290

$ 230

$ 210

$ 115

$ 175

Extended
Hours

$ 180

$ 140

$ 130

N/A

N/A


