
Extended Day Contract for the 2026-2027 School Year

Thank you for enrolling your child in Walden’s Extended Day program. The primary goal of this program is to 
offer a service to our parents that provides a safe, comfortable and mission consistent environment for students 
during the hours before and after classroom time.

Before School Care is available from 7:30 - 8:30 am Monday - Friday when school is in session. After School 
Care is available from 3:00 - 5:30 pm Monday - Friday when school is in session. *Please note any family whose 
student is dropped off before 7:30 a.m. or is picked up after 5:30 p.m. will incur a $25 late fee for the first 10 
minutes. An additional $25 fee will be assessed for every 15-minute interval (or portion thereof) that a child remains 
after 5:30 p.m.

Child’s Name:_____________________________ Classroom Teachers: _________________________

In order to properly staff our Extended Day rooms, please fill in the time, number of hours per day and 
number of hours per week. These charges will be billed monthly and will only reflect the actual 
number of hours used. Extended Day is billed in 30 minute increments. The hourly rate for Extended 
Day is $16.00 per hour. 

___ Before School Care from: Total # of hours per day ______ ____:____ to ____:____am

Total # of days per week ______ on the following days (circle days of the week) M T W Th F
Total # of hours per week ______

___ After School Care from: Total # of hours per day ______ ____:____ to ____:____pm
Total # of days per week ______  on the following days (circle days of the week)
Total # of hours per week ______ M     T W    Th    F



My child ___________________________________________________ will be enrolled in 
The Walden School’s Extended Day Program for the days and hours designated on the previous  page.

• I (We) understand that the Extended Day fees will be billed separately from my tuition charges and will
be billed through FACTS, the school’s payment system.

• I (We) understand we will be billed at the end of the month for the actual hours uses in Extended Day. I
understand Extended Day is billed in 30 minute increments.

• I (We) understand that my child will only be released to parents and/or those persons listed as my
emergency contacts unless the school is notified in writing.

I (We) understand and agree to the terms of this contract. Signatures of both parents/guardians are
required regardless of marital status of the parent/guardians or the child’s custodial agreement.

__________________________________________ 
Parent Signature

__________________________________________ 
Parent Signature

_____________________________ 
Date

_____________________________ 
Date

8.10.26

                                                                                 Late Pick-up Policy
The Extended Day program is an important part of The Walden School program and provides 
our families with the additional families with the additional care they need in a warm and caring 
environment. 

The Extended Day program runs each day until 5:30 pm and children must be picked up by this 
time. Please form a back up plan in advance in case of emergency that does not allow you to 
arrive before/by 5:30 pm.

Children can be picked up by those persons listed as your family’s Emergency Contacts. Please 
note that families who drop off their child before 7:30 a.m. or pick up after 5:30 p.m. will be 
charged a $25 late fee for the first 10 minutes. An additional $25 fee will be assessed for every 
15-minute interval (or portion thereof) that a child remains after 5:30 p.m.

In order for your children to participate in the Extended Day program, this contract needs to be 
completed, scanned and emailed to ED@thewaldenschool.org. Thank you.
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AGREEMENT 

55 PA CODE CHAPTERS 3270.123 &.181(CI; 3280.123 &.181(cl; 3290.123 &.181(cl 

NAME OF CHILO 

FEE AMOUNT DAY PAYMENT TO BE MADE 

$ 

erv1ces o ee examp es; ranspor a ion, care, mea s, etc. 

CHILO' ARRIVAL TIME CH LO'S DEPARTURE TIME 

LATE FEE PER MIN-HR 

$ 

Extra services to be provided at an additional fee If applicable 

I, the parent/ guardian; 

□ received complete written program information at the time of enrollment. (§ 3270. 121, 
3280. 121, 3290. 12 1) 

□ agree to update the emergency contact/parental co.cisent form information whenever
changes occur or every 6 months at a minumum. (9 3270. 124, 3280. 124, 3290. 124)

5 I GNA TURE ·OPERATOR DATE SIGNATURE-PARENT OR GUARDIAN DATE 

DATE OF CHILD'S ADMISSION 

DATE OF WITHDRAWAL 

SIGNATURE-PARENT OR GUARDIAN DATE 

03892A CY 321 • 12/99 



       DATE OF BIRTH

ADDRESS

      HOME TELEPHONE NUMBER

      (     )
ADDRESS

BUSINESS NAME      BUSINESS TELEPHONE NUMBER

ADDRESS

      HOME TELEPHONE NUMBER

ADDRESS

BUSINESS NAME      BUSINESS TELEPHONE NUMBER

ADDRESS

 NAME    TELEPHONE NUMBER WHEN CHILD IS IN CARE

 NAME  ADDRESS TELEPHONE NUMBER WHEN CHILD IS IN CARE

      TELEPHONE NUMBER

ADDRESS

SPECIAL DISABILITIES (IF ANY)    ALLERGIES (INCLUDING MEDICATION REACTION)

MEDICAL or DIETARY INFORMATION NECESSARY IN AN EMERGENCY SITUATION   MEDICATION, SPECIAL SITUATION

ADDITIONAL INFORMATION ON SPECIAL NEEDS OF CHILD

HEALTH INSURANCE COVERAGE FOR CHILD or MEDICAL ASSISTANCE BENEFITS   POLICY NUMBER (REQUIRED)

EMERGENCY CONTACT / PARENTAL CONSENT FORM
55 PA CODE CHAPTERS 3270.124 (a) (b),  3270.181 & 182; 3280.124 (a) (b), 3280.181 & .182; 3290.124 (a) (b), 3290.181 & .182

WALKS AND TRIPS  SWIMMING

TRANSPORTATION BY THE FACILITY  WADING

PARENT’S SIGNATURE IS REQUIRED FOR EACH ITEM BELOW TO INDICATE PARENTAL CONSENT

PERIODIC REVIEW

OBTAINING EMERGENCY MEDICAL CARE  ADMIN. OF MINOR FIRST-AID PROCEDURES

CHILD’S NAME 

PARENT’S NAME/LEGAL GUARDIAN 

PARENT’S NAME/LEGAL GUARDIAN 

EMERGENCY CONTACT PERSON(S)

PERSON(S) TO WHOM CHILD MAY BE RELEASED

NAME OF CHILD’S PHYSICIAN/MEDICAL CARE PROVIDER

CY 867   10/22

 SIGNATURE OF PARENT or GUARDIAN DATE

 SIGNATURE OF PARENT or GUARDIAN DATE

WHITE COPY (Original) YELLOW COPY (Child Care Space) PINK COPY (Excursion)



CHILD HEALTH REPORT 
(55 PA CODE §§3270.131, 3280.131 AND 3290.131) 
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DATE OF BIRTH: HOME PHONE: ADDRESS: 

CHILD CARE FACILITY NAME: 

FACILITY PHONE: COUNTY: WORK PHONE: 

� I authorize the child care staff and my child’s health professional to communicate directly if needed to clarify information on this form about my child. 

PARENT’S SIGNATURE: 
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DO NOT OMIT ANY INFORMATION 
This form may be updated by a health professional. Initial and date any new data. The child care facility needs a copy of the form. 

HEALTH HISTORY AND MEDICAL INFORMATION PERTINENT TO ROUTINE CHILD CARE AND DIAGNOSIS/TREATMENT IN EMERGENCY (DESCRIBE, IF ANY): 
� NONE 

DESCRIBE ALL MEDICATION AND ANY SPECIAL DIET THE CHILD RECEIVES AND THE REASON FOR MEDICATION AND SPECIAL DIET. ALL MEDICATIONS A 
CHILD RECEIVES SHOULD BE DOCUMENTED IN THE EVENT THE CHILD REQUIRES EMERGENCY MEDICAL CARE. ATTACH ADDITIONAL SHEETS IF NECESSARY. 
� NONE 

CHILD’S ALLERGIES (DESCRIBE, IF ANY): 
� NONE 

LIST ANY HEALTH PROBLEMS OR SPECIAL NEEDS AND RECOMMENDED TREATMENT/SERVICES. ATTACH ADDITIONAL SHEETS IF NECESSARY TO 
DESCRIBE THE PLAN FOR CARE THAT SHOULD BE FOLLOWED FOR THE CHILD, INCLUDING INDICATION OF SPECIAL TRAINING REQUIRED FOR STAFF, 
EQUIPMENT AND PROVISION FOR EMERGENCIES. 
� NONE 

IN YOUR ASSESSMENT, IS THE CHILD ABLE TO PARTICIPATE IN CHILD CARE AND DOES THE CHILD APPEAR TO BE FREE FROM CONTAGIOUS OR 
COMMUNICABLE DISEASES? 
� YES � NO IF NO, PLEASE EXPLAIN YOUR ANSWER: 

HAS THE CHILD RECEIVED ALL AGE APPROPRIATE 
SCREENINGS LISTED IN THE ROUTINE PREVENTIVE 
HEALTH CARE SERVICES CURRENTLY RECOMMENDED 
BY THE AMERICAN ACADEMY OF PEDIATRICS? (SEE 
SCHEDULE AT WWW.AAP.ORG) 

� YES � NO 

NOTE BELOW IF THE RESULTS OF VISION, HEARING OR LEAD SCREENINGS WERE ABNORMAL. IF 
THE SCREENING WAS ABNORMAL, PROVIDE THE DATE THE SCREENING WAS COMPLETED AND 
INFORMATION ABOUT REFERRALS, IMPLICATIONS OR ACTIONS RECOMMENDED FOR THE CHILD 
CARE FACILITY. 

VISION (subjective until age 3) 

HEARING (subjective until age 4) 

LEAD 

RECORD DATES OF IMMUNIZATIONS BELOW OR ATTACH A PHOTOCOPY OF THE CHILD’S IMMUNIZATION RECORD 

IMMUNIZATIONS DATE DATE DATE DATE DATE COMMENTS 

HEP-B 

ROTAVIRUS 

DTAP/DTP/TD 

HIB 

PNEUMOCOCCAL 

POLIO 

INFLUENZA 

MMR 

VARICELLA 

HEP-A 

MENINGOCOCCAL 

OTHER 

MEDICAL CARE PROVIDER: 

ADDRESS: 

PHONE: 

SIGNATURE OF PHYSICIAN, CRNP OR PHYSICIAN’S ASSISTANT 

TITLE: 

LICENSE NUMBER: DATE FORM SIGNED: 

CD 51 09/08 
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