
FAMILY INFORMATION: Applies to Parent(s)/Guardian(s) with whom the child legally resides. Non-custodial parent information is requested below.

CURRENT MAILING ADDRESS (NUMBER / STREET) CITY STATE ZIP CODE

FAMILY YMCA MEMBER NUMBER

PARENT / GUARDIAN LAST NAME FIRST NAME  EMAIL (REQUIRED)

EMPLOYER’S NAME CELL PHONE HOME PHONE WORK PHONE

PARENT / GUARDIAN LAST NAME FIRST NAME  EMAIL (REQUIRED)

EMPLOYER’S NAME CELL PHONE HOME PHONE WORK PHONE

CHILD/YOUTH INFORMATION: Please print clearly

CHILD’S LAST NAME FIRST NAME GENDER 

 MALE    FEMALE

RETURNING PARTICIPANT 

 YES    NO

BIRTH DATE (MM/DD/YY) AGE SCHOOL NAME (add name of school, if not, document for TB clearance) GRADE COMPLETED

FAMILY STATUS (NON-CUSTODIAL)

ARE THE CHILD’S PARENTS/GUARDIANS  
DIVORCED OR SEPARATED? 

 YES    NO

IF YES, WHO HAS CUSTODY? SHOULD THE NON-CUSTODIAL PARENT (CHECK ALL THAT APPLY)

 Be contacted in the event of emergency  

 Receive duplicate mailings      Receive invoice

NON-CUSTODIAL PARENT LAST NAME FIRST NAME  EMAIL (REQUIRED)

EMPLOYER’S NAME CELL PHONE HOME PHONE WORK PHONE

CURRENT MAILING ADDRESS (NUMBER / STREET) CITY STATE ZIP CODE

EMERGENCY CONTACTS (REQUIRED): List two contacts other than parent(s)/custodian(s) 

LAST, FIRST NAME RELATIONSHIP PHONE ALT. PHONE

LAST, FIRST NAME RELATIONSHIP PHONE ALT. PHONE

FOR YMCA OFFICE USE ONLY

CHECK ALL THAT APPLY:     CLASS Input 

CHILDREN/YOUTH PROGRAMS
REGISTRATION FORM

TB Clearance Received 

PROGRAM NAME PROGRAM DATES FEE

TOTAL

SIGNATURE DATE

I/We agree to abide by all policies and procedures relating to my/our child’s registration and participation in the YMCA’s program.  The person signing this registration 
accepts full responsibility for all incurred program fees and expenses.  I/we understand that by signing this registration form, I/we authorize the YMCA of Honolulu to use the 
names and any video/photograph/audio of my child for public relations or promotional purposes. 

REGISTRATION AGREEMENT



CHILD/YOUTH LAST NAME FIRST NAME

MEDICAL CARE AUTHORIZATION

PAYMENT INFORMATION

Fees must be paid in full by the start of desired program. A $25 fee will be applied to your account for returned checks/charge payments.

  I wish to pay the total program fee now.

  

I wish to make payment arrangements. I understand the remaining balance will be charged in equal amounts on the 1st of each month
 until paid in full or program start date. 

   

 

 

Submit registration to appropriate YMCA  branch. See page 4 of your catalog. 

Check (Made payable to  YMCA of Honolulu.)

FINANCIAL ASSISTANCE

Should you be willing to contribute to our Annual Support Campaign, please include your tax-deductible donation with your child’s registration.

Donation Amount $                                 Payment Method:    Check included    Charge my credit card    Bill me

YMCA of Honolulu has a dedicated group of volunteers who help us raise money each year as part of our Annual Support Campaign. This e�ort enables us to
provide �nancial assistance  for children and families who need �nancial support to participate in our programs. Each year, we provide over $250,000 of �nancial aid! If

HOW DID YOU HEAR ABOUT OUR PROGRAM? (check all that apply)

Print Ad 

 

  

 

 

Radio TV Direct Mail Website Email Internet

Other (Please Explain) : 

Social Media (Facebook, Twitter, etc.)

 authorized person listed above. The

YMCA may take me in for medical treatment to the physician, hospital or clinic, I or the authorized person designated.  If the authorized person, the physician, or I can’t

be promptly reached, I authorize the YMCA to take my child/teen to the nearest hospital or clinic for such medical treatment.  My Child/Teen is covered by:

CARD / POLICY NUMBERNAME OF MEDICAL INSURER

DATESIGNATURE

  
TB Clearance Attached

MEDICAL INFORMATION

  
Allergies/ Medical Needs List Attached *For foreign language assistance, please inquire at the Y branch.

To assist the Y in providing a safe environment and the best care possible for our participants, parents/guardians are asked to provide information on any medical needs that their 

child/teen may have (e.g. food allergies, physical limitations).  This information should be provided on the Registration Form or in writing prior to the child/teen starting the program.

Children and teens who are not registered students in a Department of Education or licensed independent school in the State of Hawaii (out of state, international) are required to

 provide proof of Tuberculosis clearance by a licensed physician at the time of registration.  

MEDICAL INFORMATION  

PHYSICIAN CHOICE OF HOSPITAL PHONE ALT. PHONE

PLEASE LIST ANY MEDICAL (IE: ALLERGIES) OR OTHER LIMITATIONS THAT MIGHT HINDER PARTICIPANTS: PLEASE LIST ANY SPECIAL REQUIREMENTS OR CONDITIONS:


