Program: ❒ Before School ❒ After school ❒ Extended Care ❒ CampCircle program you will use:  AM Y’S Kids  PM Y’S Kids
Child’s First day at Y’s Kids: ___________________
Days of Attendance Weekly: (Circle) M T W TH F 




Tri-Town YMCA Health Form


[bookmark: _GoBack]
Signature of Adult Participant (18 years or older) or Parent/Guardian	Date

Tri-Town YMCA, 1464 South Main st., Lombard, IL 60148   (630) 629-9622     

The information on this form is not part of the participant or staff acceptance process, but is gathered in an effort to assist us in identifying appropriate care, when needed. The YMCA Health Form must be filled out by the parents/guardians of minors or by adults themselves. An updated YMCA Health Form is required at the start of participation, annually and at the start of the summer camp season



Child Name:					Birthdate: 			Child’s School:
Address:					City:				State:		Zip:
Home #:					E-Mail:
 

 	Health History - check all applicable boxes and provide dates of condition(s)
❒ Hea rt defect/disease ____________________________________________
❒ Convulsions/seizures ____________________________________________________
❒ Asthma _____________________________________________________________
❒ Chicken pox ________________________________________________________________
❒ Chicken pox ________________________________________________________________
❒ Chicken pox ________________________________________________________________

❒ ADD/ADHD__________________________________________________________
❒ Ear infections__________________________________________________________________
❒ Chronic or recurring illness______________________________________ infections__________________________________________________________________
❒ Skin conditions__________________________________________________________________
❒ Wears glasses/contacts_________________________________________
❒ Frequent headaches___________________________________________________________
❒ Surgeries or recent illnesses____________________________________				
❒ Other (explain below)				



















 ❒ Heart defect/disease____________
❒ Asthma _______________________
❒ ADD/ADHD ____________________
❒ Chronic or recurring illness _______________
❒ Wear glasses/contacts____________________
❒ Surgeries or recent illness_______________
❒ Convulsions/seizures______________________
❒ Chicken pox__________________________________
❒ Ear infections_________________________________
❒ Skin conditions_______________________________
❒ Frequent headaches_________________________
❒ Other (explain below)___________
_______________________________________________________



  

							



Insurance Information: If you carry family insurance, Please complete this section
Name of Insurance Company: ___________________________ Policy Number:________________________

Allergies : Please be specific where? and describe reaction severity from 1-5_______(1 Mild – 5 extreme-life threatening)
Has your child ever been stung by a bee? ❒ Yes  ❒ No
❒ Hay Fever:____________❒ Poison Oak: _____________❒ Medication: _____________❒ Other:_____________ 
Does child have an Epi-Pen and do they know how to use it in an emergency? Yes _____ NO_____
________________________________________________________________________________________________________________________________________________________
Indicate if child needs to take daily medication: Explain and describe in detail:
________________________________________________________________________________________________________________________________________________________
Child’s Physician:______________________________________________________________Phone:___________________________________________________________
Address: ___________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________



Immunization: Are all immunizations up to date?  ❒ Yes  ❒ No  Tetanus Shot ❒ Yes  ❒ No  Date_________________
Physical limitation:  Please list any limitations and reasons for all____________________________________________

Emergency contact
Name:						Relation:				Phone#:
  

Child Pick-Up Authorization (person authorized to pick-up my child) Photo ID required
❒ Mother	❒ Father	❒ Other
Name:					Address:					Phone#:
  


