
Little Ulpan – Hebrew Learning 
Program – 2011-2012 

 
 

Personal Information 

Participant’s Name:    
                                           Last First M.I. 

Address:   
                    Street Address Apartment/Unit # 

    
                    City State ZIP Code 

Home Phone: (         ) Cell Phone: (         ) 

 
E-mail Address:  Date of Birth:  

Membership  Yes       No               If yes, expiration date:  

How did you hear about us?   

Parent/Guardian’s Name: ________________________________   
                                                 Last First M.I. 

Emergency Contact: _______________________________________________________________________________________ 

  

 
 
 
 

Participation Information 

Activity Month Fee 

Little Ulpan October  

Little Ulpan November  

Little Ulpan December  

Little Ulpan January  

Little Ulpan February  

Little Ulpan March  

Little Ulpan April  

Little Ulpan May  

Little Ulpan June  

 
 
 
Fee: $5 per session 
 
 
 
 

 

Kings Bay YM-YWHA 

3495 Nostrand Avenue, Brooklyn, NY 11229 



 
 

Payment Information 

 Check  $  
   Amount (Please make check payable to Kings Bay Y) 

 Credit Card   
 Type (Visa or Mastercard only) Credit Card Number Expiration Date 

   
 Name as appears on card Signature 

 
 I give permission to the Kings Bay Y to take photographs to be used on promotional materials and I release the 

Kings Bay Y from any claims that may result from the pictures taken on or after this date. 
 
 
Signature________________Relationship________________Phone_______________Date________________ 

 
AQUATICS RELEASE STATEMENT  

AUTHORIZATION FOR TRIPS  

 
I ____________________________ give my child permission to participate in all trips and to participate in all 

program activities at the Little Ulpan.  

 
Signature________________Relationship________________Phone_______________Date______________ 

 

HEALTH RECORDS   

 
I give permission for full participation in Little Ulpan subject to limitations noted herein. In case of emergency, I 
understand every effort will be made to contact me (if participant is an adult, my spouse or next of kin). In the 
event I cannot be reached, I hereby give my permission to the licensed health-care practitioner selected by the 
adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of 
medication for my child (or for me, if participant is an adult). 
 

Signature________________Relationship________________Phone_______________Date______________ 

 
 
Allergies: Food, medicines, insects, plants■  
Explain: _________________________________________________________________________________ 
 
 
Limitations: 
Activity Restrictions________________________________________________________________________ 
Diet restrictions ___________________________________________________________________________ 
 
Signature________________Relationship________________Phone_______________Date______________ 

 
“In accordance with Federal law and U.S. Department of Agriculture policy, this institution is prohibited 
from discriminating on the basis of race, color, national origin, sex, age or disability.  To file a 
complaint of discrimination, write USDA, Director, Office of Civil Rights, 1400 Independence Avenue, 
S.W., Washington, D.C. 20250-9410, or call (866) 632-9992 (voice) or (800) 877-8339 (TDD). USDA is an 
equal opportunity provider and employer.” 
 


