
YMCA Afterschool Registration Form 2019-20 

Date of Registration 

Full Time Part Time Navigators _

 Start Date 

_ Kids Fun Day_ Holiday Camp_ 

YMCA Member YMCA Participant _ Previous Participant_ 

Child's Information: (Please print legibly) 

Child's Name (first/middle/last) 
--------------- ---------

□ Male D Female Birth Date 

Name Called 

Grade (as of 8/21/19) 
-------

School Attending----------------------------------

Email Address where you would like to receive program updates and information: 
REQUIRED: ______________________________ _

Check all that apply to your child, or check "None" for those that don't apply: 

o Allergies (type)

o Special circumstances (see below and provide additional information as necessary)

o None

o None

Family Information: (check parent to contact for payment and other questions) 

® 

D Mother/guardian's Name _______________ _ Employer __________ _ 

Home Address _________________ _ City, State ______ _ Zip __ _ 

Home# _____ _ Wo�# ______ e� Cell# _____________ _ 

D Father/guardian's Name __________ _ Employer ____________ _ 

Home Address _________________ _ City, State ______ _ Zip __ _ 

Home# Cell# 
------

Wo�# ______ e� 
--------------

Emergency Information In Case of Emergency, please contact the following first: D Mother D Father 

Child's Doctor __________________ Doctor's Phone ______________ _ 

If Mother. Father, or Guardian cannot be reached, call (these persons are also authorized for pick-up): 

Name ______________________ _ Relationship to Child 

Home# 
----------

Work# __________ ext. Cell# _________ _ 

Name ______________________ _ Relationship to Child 

Home# _________ _ Work# _________ ext. Cell# _________ _ 

Persons not authorized to visit or pick-up my child: (Court Documentation must be attached) 

Special Circumstances/Medication: (Health Issues, Medications, Diagnosis) 
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