
Blackhawk Care Summer Camp Families,  

 

We are really looking forward to some summertime fun! Blackhawk Care will be 

operating 7am-6pm Monday through Friday except Memorial Day and the full week of 

June 30th. Our first day of summer camp is May 27th, and our last day of summer camp 

will be July 25th. Before school ends there will be a calendar sent home to all families 

who have enrolled in summer camp. The calendar will have important date reminders, 

where field trips will be each week, and helpful th ings to bring daily to summer camp! 

 

Registrations are due by May 19, 2025. If enrollment numbers get filled before the May 

19th deadline I will announce the closing of enrollment. We are offering full-time and 

part-time weekly care. Enrollment fees are due when registration is turned in.  

 

Discounted Enrollment: 

If you enroll your child into our program, you have the option to pay in full before 

summer camp starts and receive a 10% discount, and we will waive the registration fee. 

If you have multiple children you plan to enroll, each additional child in the family will 

receive 15% off and registration fees waived. If you plan to pay weekly and you have 

multiple children enrolled there is a 10% discount for each additional child.  

 

Example: First child total cost before discount: $2000.00 (1950+50=$2000) 

Discounted cost: $1755.00 (savings of 195+50=$245) 

 

We take two field trips a week (weather permitting) and our very own Sheridan 

Transportation Department takes us! Usually we choose local Hamilton/Boone County 

parks that have splash pads along with play equipment. The cafeteria is closed in the 

summer so children will need to pack lunch daily. Snacks are provided twice a day. On 

field trip days we ask that you pack a disposable lunch as they are easier to fit in the 

coolers for the buses.  

 

Attached you will find enrollment forms for full-time or part-time care. Please fill in the 

information sheet and which plan (full-time or part-time) out for EACH child you are 

enrolling.  

 

Any questions please reach out to me! 

Thank you, 

 

Shae Barker 

Sbarker@sheridan.k12.in.us 

317-758-4491  

765-894-1915 

 



 

 
 

 

Student Name: __________________ 
 
 

 

Full-Time Enrollment Plan 

Please initial each week you plan for your child to attend. 

 

Date Parent Initial Weekly Cost 

Week 1 
May 27-30 

 $200.00 

Week 2 
June 2-6 

 $250.00 

Week 3 
June 9-13 

 $250.00 

Week 4 
June 16-20 

 $250.00 

Week 5 
June 23-27 

 $250.00 

Week 6 
June 30-July 4 

CLOSED $0.00 

Week 7 
July 7-11 

 $250.00 

Week 8 
July 14-18 

 $250.00 

Week 9  
July 21-25 

 $250.00 

 

 

 

 

 

 

 

 



 

Student Name: __________________ 
Part-Time Camp Enrollment Plan: Minimum requirement of 2 days must be selected for 

the week(s) the child is attending. Limited slots are available for part-time care to 
properly manage staff/child ratios.  

 
   
 

PLEASE CIRCLE  

THE AMOUNTS  
FOR EACH DAY YOUR 
CHILD IS ATTENDING.  

Mon Tues Wed Thurs Fri Total Due 

Before  

Attending 

  

  

Week 1 

May 27-30 

   Not open $50 $50 $50 $50   
  

Week 2 

June 2-6 

$50 $50 $50 $50 $50   
  

Week 3 

June 9-13 

$50 $50 $50 $50 $50   
  

Week 4 

June 16-20 

$50 $50 $50 $50 $50   
  

Week 5 

June 23-27 

$50 $50 $50 $50 $50   
  

Week 6 

June 30-July 4 
 

CLOSED 

    

Week 7 
July 7-11 

 

$50 $50 $50 $50 $50   
  

Week 8 
July 14-18 

$50 $50 $50 $50 $50   
  

Week 9 

July 21-25 

$50 $50 $50 $50 $50   
  

              
  

    



 

 

 

 

 

 

  Student Information 

 

 

Student’s Name: _____________________________ 

  

Male ________   Female ________  

 

Ethnicity: _________   Birth Date _____/_____/_____ 

  

Incoming Grade Level:  _______     

  
Parent Name:  ________________________ 

 
Home Phone:  ___________________ 

(This will be first emergency contact unless otherwise noted.) 

 

 Address:  ________________________________ City: ______________ 

 
 Zip: ________ Page / Cell: ______________   

 
Workplace / Hours:  _________ Work Phone: ____________________ 

 
 

Parent Name:  __________________________________________  
 

Home Phone:  ___________________ 
 

Address:  ________________________________ City: ______________ 
 

Zip: ________ Page / Cell: ______________   
 
Workplace / Hours:  _________ Work Phone: ____________________ 

  
 

 



 
 

 
 

 
EMERGENCY NUMBERS 

  

Give two local adults who could be reached during BHC hours if a Parent / Guardian is 

not available. 

Name: ___________________________ Relationship: ___________________  

 
Phone: ______________ 
  

Name: ___________________________ Relationship: ___________________  

Phone: ______________________ 

                                

PICK UP AUTHORIZATION: 

  

Person(s) authorized to pick up your child, in addition to the above names listed.  Any changes 

must be in writing. 

  

Name: ___________________________ Relationship: ___________________  

Phone: ______________________  

Name: ___________________________ Relationship: ___________________ 

Phone: ______________________ 

RELEASE OF SCHOOL INFORMATION: 

I give my permission for BHC staff to access and view School Registration Information and 

Health Information maintained in the School Front Office and in the Nurse’s Clinic. 

 Parent / Guardian Signature: _______________   Date:_________________ 

 

HEALTH RECORDS: (This would be taken to the emergency facility if needed.) 



 Student’s Physician: _________________________________  
 

Physician’s Phone: ________________________ 
  

Date of most recent physical: __________________________  
 

Age of student at time of physical: _____________ 
  

Date of last tetanus shot: ______________________________  
 

Blood type (if known): ______________________ 
  

Local Hospital Preference: ____________________________________________________ 

Student’s Dentist: ___________________________________  

 
Dentist’s Phone: ________________________ 

Information you would want to share in an Emergency Room if you were not present: 

 ____________________________________________________________________________ 

____________________________________________________________________________ 

 

HEALTH CONSIDERATIONS: 

  

Allergies:  Yes / No   If yes, please outline cautions for our staff: 

____________________________________________________________________________

____________________________________________________________________________ 

  

Diagnosed Health Conditions:   Yes / No If yes, please outline cautions for our staff: 

____________________________________________________________________________

____________________________________________________________________________ 

 Special routines / modifications prescribed by a doctor:  Yes / No    If yes, please outline 
cautions for our staff:  

____________________________________________________________________________ 

_____________________________________________________________________________________ 


