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2025-2026 BEFORE & AFTER SCHOOL CARE | 4K WRAP CARE
WASHINGTON-CALDWELL SCHOOL DISTRICT

APPLICATION PROCEDURE

•	 Complete and submit the application form at gwcymca.org or drop it off at the 
Mukwonago YMCA.
•	 Children under 5 need a Child Health Report by September 1, 2025. The form 

can be found on our website and is required prior to child start date.
•	 Forms will not be accepted at the school.
•	 Parents must ensure accuracy in the submitted application information. Any 

updates or changes must be communicated promptly.
•	 A non-refundable $25 application fee per child is required at the time 

application is processed.
•	 Applications will be processed in the order they are received and are subject to 

each site’s licensed capacity. Capacities will be posted at each location.
•	 Confirmation of enrollment or placement on a waitlist will be communicated 

within 7 business days of application.
 
 

SCHEDULE CHANGES & WITHDRAWAL REQUESTS

•	 Requests for schedule changes or withdrawals must be made by completing the 
Change/Cancellation Form Online at gwcymca.org.

•	 Changes in the enrollment schedule may result in forfeiture of the original spot 
if the program is at full capacity.

•	 Schedule change or withdrawal requests will be processed based on their 
submission order and the program capacity at each location.

•	 No refunds or credits will be issued for days not attended.

TUITION PAYMENTS

•	 Tuition payments will automatically draft on the dates below.
•	 A $15 fee will be charged for return payments.

•	 No refunds will be provided.
•	 In case of changes made post-tuition draft before the change deadline, a credit 

will be issued, or additional fees will be collected as necessary.
•	 There are no multiple child discounts or referral bonuses.
•	 Changes in credit card or bank account information must be made via the 

payment form. YMCA membership payment changes are processed separately.

SCHEDULE CHANGE DEADLINE 
Mondays at noon, one week in advance.

4K WRAP CARE 2 DAYS FIXED (T & TH) 3 DAYS FIXED (M, W, F) 5 DAYS
PM Weekly Tuition $50 $74 $115

BEFORE & AFTER SCHOOL CARE 1 DAY 2 DAYS 3 DAYS 4 DAYS 5 DAYS
AM Weekly Tuition $11 $22 $33 $44 $50

PM Weekly Tuition $16 $32 $48 $64 $70

AM & PM Weekly Tuition $27 $54 $81 $108 $120

WEEK OF CARE TUITION DRAFT DATE WEEK OF CARE TUITION DRAFT DATE
Monday, September 1, 2025

Wednesday, August 20, 2025
Monday, January 26, 2026

Tuesday, January 20, 2026
Monday, September 8, 2025 Monday, February 2, 2026

Monday, September 15, 2025
Friday, September 5, 2025

Monday, February 9, 2026

Monday, February 2, 2026Monday, September 22, 2025 Monday, February 16, 2026

Monday, September 29, 2025
Saturday, September 20, 2025

Monday, February 23, 2026

Monday, October 6, 2025 Monday, March 2, 2026
Friday, February 20, 2026

Monday, October 13, 2025
Sunday, October 5, 2025

Monday, March 9, 2026

Monday, October 20, 2025 Monday, March 16, 2026
Thursday, March 5, 2026

Monday, October 27, 2025
Monday, October 20, 2025

Monday, March 23, 2026

Monday, November 3, 2025 Monday, March 30, 2026
Friday, March 20, 2026

Monday, November 10, 2025

Wednesday, November 5, 2025

Monday, April 6, 2026

Monday, November 17, 2025 Monday, April 13, 2026
Sunday, April 5, 2026

Monday, November 24, 2025 Monday, April 20, 2026

Monday, December 1, 2025
Thursday, November 20, 2025

Monday, April 27, 2026
Monday, April 20, 2026

Monday, December 8, 2025 Monday, May 4, 2026

Monday, December 15, 2025
Friday, December 5, 2025

Monday, May 11, 2026
Tuesday, May 5, 2026

Monday, December 22, 2025 Monday, May 18, 2026

Monday, December 29, 2025
Saturday, December 20, 2025

Monday, May 25, 2026
Wednesday, May 20, 2026

Monday, January 5, 2026 Monday, June 1, 2026

Monday, January 12, 2026
Monday, January 5, 2026

Monday, January 19, 2026

*Tuition will be prorated for days that children do not have school based on their school district calendar.

YMCA HOUSEHOLD MEMBERSHIP INCENTIVE

Program families are eligible to receive a reduced rate on a household membership with the YMCA of Greater Waukesha County.

Families enrolled in Before & After School Care for three or more days for either AM or PM care would receive a $10/month incentive on membership.  
Families enrolled in five days of Before & After School Care for either AM or PM care would receive a $20/month incentive membership.

PLEASE NOTE: If you are a current YMCA of Greater Waukesha County member, please email registrar@gwcymca.org and add the program incentive to your 
membership today. Once enrolled, if you change your schedule and no longer qualify for your current incentive package, the Y will readjust your membership rate 
to the full amount. Families must be registered for the upcoming school year to receive the membership incentive over the summer months.

https://ymcaofgreaterwaukeshacounty.formstack.com/forms/change_cancellation_form


11. List the MONTH, DAY AND YEAR the child received each of the following
immunizations. DO NOT USE a (P) or (O). If you do not have an immunization record for this 
child, contact your doctor or local health department to obtain the records.

TYPE OF VACCINE 1st Dose
M/D/Y

2nd Dose
M/D/Y

3rd Dose
M/D/Y

4th Dose
M/D/Y

5th Dose
M/D/Y

Diphtheria-Tetanus-Pertussis
Specify  DTP   DTaP   DT

Polio (IPV)

Hib (Haemophilus Influenzae Type B)

Pneumococcal Conjugate Vaccine (PCV)

Hepatitis B

Measles-Mumps-Rubella (MMR)

Varicella (chickenpox) vaccine

 My child does not meet all immunization requirements. These requirements 
can only be waived if a properly signed health, religious, or personal conviction 
waiver is filed with the YMCA. Forms available at gwcymca.org.

12. Is your child currently taking any medications?  Yes  No

If yes, what kind and purpose �
�
Does Y Staff need to administer medications?  Yes  No
 I understand that if medication needs to be administered during YMCA 

programming, an Authorization to Administer Medication Form MUST be 
completed and medication must be brought to camp on your child’s first day. 
Form is available at gwcymca.org.

13. Sunscreen/Insect Repellent (When provided by a parent, each bottle must be labeled.)
 I authorize the YMCA to apply sunscreen to my child.
 I authorize the YMCA to allow my child to self-apply sunscreen.
 My child may use sunscreen provided by the YMCA if theirs runs out or is 

missing (Generic SPF 30 or higher).
 If no, will only allow my child to use the sunscreen provided by parent:

Brand Name 	  Strength �
 I authorize the YMCA to apply insect repellent to my child.
 I authorize the YMCA to allow my child to self-apply insect repellent.
 My child may use insect repellent provided by the YMCA if theirs runs out or is 

missing (Generic 25% Deet).
 If no, I will only allow my child to use the repellent provided by parent:

Brand Name 	  Strength �

CHILD INFORMATION

Child’s First Name 	  Middle Initial          Last Name 	          Gender  M  F  Other 	                    
Birth date 	  /	  /	   Age (as of Sept 1, 2025) �   Child resides with  Parent/Guardian #1  Parent/Guardian #2  Both

Are you a Y Member?  Yes  No  If yes, Y Member Number 	  Home Branch �
Parent/Guardian Information – Both parents must be listed. Use N/A if not applicable.

#1 Parent/Guardian First Name 	  Middle Initial 	  Last Name 	  Gender  M  F  Other  Birth date 	  / 	  / �
Home Address (Street, City, State, Zip) �
Preferred method of contact 	   E-Mail �
Home Phone Number 	 Work Phone Number 	  Cell Phone Number�
Daytime Address/Employer Name & Address �
#2 Parent/Guardian First Name 	  Middle Initial 	  Last Name 	  Gender  M  F  Other  Birth date 	  / 	  / �
Home Address (Street, City, State, Zip) �
Preferred method of contact 	   E-Mail �
Home Phone Number 	 Work Phone Number 	  Cell Phone Number�
Daytime Address/Employer Name & Address �
Emergency Contacts/Others Authorized to Pick Child Up One contact that is NOT a parent/guardian is required. Can add more on an Alternate Arrival/Release Form.

#1 First Name 	  Last Name 	  Relationship to child �
Home Address (Street, City, State, Zip) �
Phone Numbers: Home 	  Work 	  Cell �
#2 First Name 	  Last Name 	  Relationship to child �
Home Address (Street, City, State, Zip) �
Phone Numbers: Home 	  Work 	  Cell �
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1. Does your child had any of the following?	  NONE

 Asthma 	  Autism	  Diabetes 

 ADD/ADHD 	  Epilepsy/Seizures	  Cerebral Palsy/Motor Disorder

 Cognitively Disabled	 Dietary Restrictions �

 Food/Milk Allergies �
If child is allergic to milk, attach a statement from a medical professional 
indicating an acceptable alternative.

 Gastrointestinal or feeding concerns, including special diet and supplement

�
 Non-Food Allergies �
 Special accommodations at school (IEP, 504, ARD)	

 Sensory Concerns �
 Status of Vision, Hearing & Speech �
 Other Conditions requiring Special Care �
2. Triggers that may cause any of the above problems (specify) �
�
3. Signs or symptoms to watch for	
�
�
4. Steps the childcare provider should follow �
�
5. Identify any staff to whom you gave specialized training/ instructions 

�
6. When to call parents regarding symptoms or failure to respond to treatment �
�
7. When to consider that the condition requires emergency medical care

or reassessment �
�
8. Language(s) spoken at home                                                                                                                    
9. Additional Information that may be helpful to us �
�
10. Emergency Numbers  Complete contact information required.

Physician Name 	  Phone �
Location Address �

2025-2026 APPLICATION FORM, HEALTH HISTORY & EMERGENCY CARE PLAN
YMCA of Greater Waukesha County  One form per child. A new form must be filled out each year.
(ALL SECTIONS MUST BE FILLED OUT. IF SOMETHING DOES NOT APPLY, PLEASE USE N/A)

MEDICAL AND BEHAVIOR QUESTIONS  These questions help us to provide the best care for your child. All information is confidential to Y Staff. 
(ALL SECTIONS MUST BE FILLED OUT. IF SOMETHING DOES NOT APPLY, PLEASE USE N/A)
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