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Friday Knights “Fishes” Swimming Program for Children with Autism Spectrum Disorders 
Participants: 
School age children ages 6-16


Time:  
Session 1  Approximately 5:45-6:15 p.m.


Session 2  Approximately 6:15-6:45 p.m.


Session 3  Approximately 6:45-7:15 p.m.
Location:  
The College of Saint Rose, 432 Western Ave, Albany, NY 12203

The Campus Activity and Athletic Center-Pool and Locker Rooms
Dates:  
7 sessions during the year--DATES TBA


Cost: 

$50 for the semester.  Fees are due at the start of the year




Program Description
· Children with autism spectrum disorders will be given first priority for program between the ages of 6-13.

· Those children who most need 1:1 support to learn to swim will be given first priority. 
· Each child will be assigned a 1:1 volunteer to help and there will be a qualified Water Safety Instructor on duty supervising and helping with instruction.   A life guard in also on duty.

· Volunteers from the College of Saint Rose (undergraduate students) are the 1:1 counselors.  Many have participated in the Friday Knights program previously and may have some experience with teaching swimming.
· Parents must stay on site and assist with any changing of their child’s clothes or bathroom/toileting needs.  Your child must be toilet trained to participate.

· Please note the swimming pool is large, with the shallowest end at approximately 3 feet.  The temperature is often set for the swim team so it will not be a warm pool.  If your child is highly sensitive to cold temperatures this may not be a good match for him or her at this time.  Please consider this before applying for the program.

· Contact Susan DeLuke, Ph.D. at fridayknights@strose.edu
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                      Friday Knights Fishes Program Application





Please complete the following application form. Do not send money with the application. You need to receive confirmation of acceptance before attending the program.  
Child’s Name:______________________________________Today’s date _______________

Age:_______D.O.B.___________________Grade in School: __________________________

School :___________________________________ Teacher: __________________________

Check the special education services that apply to your child:

___ No special education services-general education only;  

___ Consultant teacher with majority of day in general education; 

___ Resource room and general education; 

___ Special education classroom majority of day (indicate ratio of children to staff) __________ 

___ Special education school with no inclusion in general education.

Additional comments about your child’s supports and services:__________________________

Does your child qualify for OPWDD waiver?  _____What is the TABS number? _____________
Guardian/Parent Information:

Mother:_____________________________

Father: _____________________________

Address:____________________________

Address:____________________________

City: ____________________Zip:________

Home phone: ________________________

Work phone:_________________________

Cell phone: __________________________

Email contacts: _______________________

City: ____________________Zip:________

Home phone: ________________________

Work phone:_________________________

Cell phone: __________________________

Email contacts: _______________________

Medical Diagnosis or Disability Category: __________________________________________

Medical Alerts or Concerns Including Medications, Activity Restrictions, Food Allergies, Medication Allergies, Insect Sting Allergies or other concerns:____________________________________ ____________________________________________________________________________

In the event of an emergency contact ____________________Phone ___________________

Permission for staff to administer first aid:  _____________________________________________________________(Please sign and date)
The following questions are designed to assist us in determining if the program is appropriate for your child.  Please provide enough detail so that your child’s abilities and needs are clearly communicated.

1) Please describe your child’s response to getting in the water/pool.  Indicate if he or she is fearful, fearless, highly resistant, moderately resistant, and provide any details that will help us understand his or her needs.  If he or she has never been in a large swimming pool before please indicate that this is the case.  

2) Has your child had any previous swim instruction?  Describe the situation or circumstances and how your child responded to this.

3) Describe your child’s current swim/water abilities.

4) What goals would you want us to work on during our sessions?

5) Is your child toilet trained?  

6) How tall is your child?

7) Is your child sensitive to cooler water temperature to such an extent that he or she may refuse to go in because of the temperature
8) Describe briefly how your child communicates, particularly if he or she has delays or difficulties in spoken language.

9) What are your child’s strengths?

10) What are your child’s favorite activities, special interests, talents or hobbies?  

11) Are there any behaviors, sensitivities or triggers that the instructor needs to know about in order to create a successful experience for your child?  Please indicate if your child has any aggressive behaviors that require specialized training (include an FBA and BIP if used in school).

12) Provide any information that will assist the swim instructor in structuring the sessions for the child’s greatest success (e.g., visual schedules, short breaks every 15 minutes, behavior management suggestions).

13) Please indicate why you believe that your child needs this particular program and why her or she might not be successful in a more traditional swim program.

14) I can attend: ___5:45 p.m.   ___6:15 p.m.  ___6:45 p.m.  (check all that are possible)

Please initial one of the following statements that best identifies the situation for your child.  Also indicate if we can contact the school in the event your child has behaviors of concern.

___  My child has not demonstrated aggressive behaviors and has not required the use of intensive supports for aggressive behavior within the last 6 months (including the use of a separate time out room, physical restraint, or protective clothing) at school or at home.  






OR

___ My child has demonstrated aggressive behaviors and has required the use of intensive supports for aggressive behavior within the last 6 months (including the use of a separate time out room, physical restraint, or protective clothing) at school or at home.  






AND

____The staff from Saint Rose has permission to contact the child’s school staff to gain further clarification regarding behavior concerns and interventions.

**Please make sure you attach the functional behavior assessment and behavior plan if your child has one.

Joy S. Emery Educational and Clinical Services Center


The College of Saint Rose


432 Western Avenue


Albany, NY 12203


Phone:  (518) 337-4914  Fax:  (518) 337-2313


fridayknights@strose.edu








