
Participant Name ___________________________________________    Birth Date ___________________ 
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Parent 1 Contact Information: 

Name: 

Phone Number: 

Email: 

Parent Contact Information: 

Name: 

Phone Number: 

Email: 

Emergency Contact: 

Name: 

Phone Number: 

Email: 

How did you hear about YMCA Camp Glacier Hollow? 

         YMCA Center 

         Internet  

         Social Media  

Other:  



Authorization for Trading Post Account Funds 

I hereby authorize The Stevens Point Area YMCA to charge the credit/debit card provided on the previous page to fund the Trading 

Post account for the camper listed below. I understand and agree that: 

1. This authorization allows The Stevens Point Area YMCA to charge the card for an initial deposit to the camper’s Trading Post

account.

2. The camper(s) will use the Trading Post account for purchases during their stay, and funds will be deducted from the account

as items are purchased.

3. The card will only be charged for the initial deposit and any additional approved funds. 

4. The SPYMCA will not automatically process additional payments without your authorization. (See Below) 

Authorization Statement: By signing below, I acknowledge and give permission to The Stevens Point Area YMCA to process 

charges using the card information provided earlier for the purposes of funding the Trading Post account. A $20 service fee will be 

charged on any returned bank draft. I understand that all transactions will be processed securely and any unspent funds (Except 

for Recruit-A-Friend Credits) may be refunded at the end of the camp session, according to camp policy.  

Cardholder Signature: _____________________________________________    Date: ____________________

New for 2025: 

Cash will not be accepted for adding funds this year. Funds can be added using this form, online, or over the phone by calling the 
Stevens Point YMCA at (715) 342-2980.

 



Stevens Point Area YMCA 
School Age/Day Camp – Health History and Care Form 

FULLY COMPLETE ALL SECTIONS of this REQUIRED Health and Care Form and return to: 
Stevens Point Area YMCA, Child Development Office, 1000 Division Street, Stevens Point, WI  54481 (715) 342-2999 

First Day of Attendance: __________________________ 

Participant Name __________________________________________________________    Birth Date _____________    Age ________      M    F 

Street Address ________________________________________________________________________________________________________________________________ 
Street City State Zip 

Home Phone ___________________________ School ____________________________ Grade_________   Height ________   Weight________  

Parent/Guardian Name _______________________________________ Parent/Guardian Name___________________________________________ 

Home Address ___________________________________________________ Home Address ______________________________________________________ 

City _________________________ State __________ Zip ___________ City _____________________________ State __________  Zip _________ 

Place of Employment and Phone # __________________________ Place of Employment and Phone # _____________________________ 

______________________________________________________________________ _________________________________________________________________________ 

Cell Ph.________________________ Home Ph. ______________________ Cell Ph.________________________ Home Ph. __________________________ 

Cell Service Provider (for ER txt) ___________________________  Cell Service Provider (for ER txt) _______________________________ 

Email Where Reachable While Child is in Care:   Email Where Reachable While Child is in Care:   

______________________________________________________________________ __________________________________________________________________________ 

Please Indicate any Custody Issues _____________________________________________________________________________________________________________________ 

Emergency Contacts (other than Parent/Guardian) and Persons Authorized to Pick Up Child. 

Emergency Contact Name ___________________________________ Emergency Contact Name_______________________________________ 

Relationship to Child ___________________________________________ Relationship to Child ______________________________________________ 

Place of Employment and Phone # __________________________ Place of Employment and Phone # _____________________________ 

______________________________________________________________________ _________________________________________________________________________ 

Cell Ph.________________________ Home Ph. ______________________ Cell Ph.________________________ Home Ph. __________________________ 

Cell Service Provider (for ER txt) ___________________________  Cell Service Provider (for ER txt) _______________________________ 

Email Where Reachable While Child is in Care: Email Where Reachable While Child is in Care:   

_____________________________________________________________________________________ __________________________________________________________________________________________ 

Participant
Physician _________________________________________________________________________________________________      Phone _______________________ 

Dr. Name/Facility Office Address 

Participant  
Dentist _____________________________________________________________________________________________________      Phone _______________________ 

Dr. Name/Facility Office Address 

Insurance Information: Is Participant covered by family medical/hospital insurance?    ______ YES     _____ NO 

Carrier or Plan Name ____________________________________________   Member ID # ______________________     Group # ___________________ 

Carrier Address & Phone # _________________________________________________________________________________________________________________ 

Name of Insured ___________________________________________ Relationship to Participant ______________________________________ 

Emergency Treatment Authorization:  In the event I cannot be reached in an emergency, I authorize the YMCA staff to 
transport to and/or secure from any licensed hospital, physician and/or medical personnel any emergency care or treatment 
deemed necessary for my child.  I agree that I will be responsible for the payment of any and all medical services rendered. 

Signature of Parent/Guardian _______________________________________________________________________ Date _______________________________ 

OVER 



Participant Name ___________________________________________________    Birth Date ___________________    Age ____________  M    F 

HEALTH CONDITIONS: (Check any that apply to the participant and explain below, include severity.) 
 Sleepwalking  Frequent Ear Infections  Skin Problems  Cerebral Palsy/Motor

 Bed-wetting  Heart Defect/Disease  Joint/Bone Problems  Picky Eater

 Athlete’s Foot  High Blood Pressure  Head/Neck/Back Injuries  Vegetarian

 Warts  Diabetes  Epilepsy/Convulsions/Seizures  Allergies

 Eating Disorder  Frequent Headaches  Visual Impairment/Glasses...  Asthma

 Diarrhea/Constipation  Indigestion  Hearing Impairment/Aids...  Other ______________________

 Abnormal Menstruation  Sinus Trouble  Speech Impairment  Other ______________________

 Homesickness  Frequent Nose Bleeds  Learning Disability

 Doesn’t Swim (describe)  Bleeding Clotting Disorder  ADD or ADHD  Does participant have a

 Nightmares  Fainting/Dizziness  Cognitive Disability School IEP?  If yes please

 Exercise Induced Difficulties  Emotional/Behavior Disorder  Chronic Illness/Condition provide a copy.

Give details including triggers, signs/symptoms, care procedures and when to call parent and/or 911 for any 

conditions checked above:  ____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________________________________ 
Identify any YMCA staff that you have given specialized instructions/training to: ____________________________________________ 

ALLERGIES Describe reaction/symptoms, management instructions and when to call parent or 911. 
Medications (list) 
____________________________  ________________________________________________________________________________________________________ 

 ____________________________  ________________________________________________________________________________________________________ 

Foods (list) 
____________________________  ________________________________________________________________________________________________________ 

 ____________________________  ________________________________________________________________________________________________________ 

Insects, Animals, Plants… 
____________________________  ________________________________________________________________________________________________________ 

 ____________________________  ________________________________________________________________________________________________________ 

MEDICATIONS  

Will participant medication need to be taken during this program?  ______ Yes ______ No  ______ Maybe   If yes or maybe, a 
Authorization to Administer Medication form must be completed (Attached to this packet). All Medications are required to be in original containers and be 
clearly labeled. 

List and describe any other participant Health Conditions/Disorders/Impairments/Diseases/Illnesses/Major 

Surgeries/ Special Needs and indicate if there are any Restrictions: _________________________________________________________ 
____________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________ 

* A copy of participant’s immunization records or provided form must be attached.

I hereby state that the information I have provided is accurate and complete.  I understand that it is my 
responsibility to provide any changes/updates regarding emergency and health information to the YMCA.  I further 
understand that failure to provide accurate, complete, and updated information may jeopardize my child’s 
participation in this program. 

______________________________________________________ _____________________________________________________ ___________________ 
Participant Name - Please Print   Signature of Parent/Guardian    Date 

Review dates: _________________ _________________ _________________ _________________ _________________  
Form Rev. 11/2022 
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Household Member
Names

HOUSEHOLDSIZE—INCOMESTATEMENT
 

c) Record total # of household members: ______

 
DO NOT list a 16-digit Quest Card number or number that
starts with 5077.

This institution is an equal opportunity provider.

 
If you did not complete PART 1, completea,b, and c below; thengoto PART 3.

a) Household Members Information: b) List all incomeon the sameline as theperson who receives it.
List full names of all members in first column, • Record eachincome source onlyonce.

• Check the box for how often eachincome source is received.including yourself andallchildren.

 
An adult household member mustcompletethisform(HSIS)andreturnittothe center.Complete one HSIS per household.

Refer to the accompanying Household Letter for instructions on completing this form.

First and Last Name(s)
of Enrolled Child(ren):

Center

DO NOT provide a WI Childcare Subsidy number. This is NOT a
WI Works Program and does not qualify a child as free in CACFP.

FOR CENTER USE ONLY – Complete all 3 sections
Section 3:

Determining Official’s Initials/Approval Date
Effective Month of Determination

Section 1:
Basis of Determining Eligibility (A or B)

Section 2:
Eligibility Determination

A. Household Size & Income

Total Household Size ___________
*Total Income $___________/_________

B. Benefits/Foster
FreeNReodnu-NceededyFoodShare WI

W-2 Programs
FDPIR
Foster Child(ren)

Initials/Date: _________________________________
**Effective Month
of Determination: ____________________________

($ Amount) (Time Period)

Month/Year
 

PART 1: BENEFITS

PART 3: SIGNATURE
 An adult household member must sign and date this form

PART2: HOUSEHOLDSIZEANDINCOME

Household Member: anyone who is
living with you and shares income
and expenses, even if not related.

Age

*Converttoyearlyincome only when multiplepayWeekly x52
frequencies are reported, using only these multipliers: ------------------------

Every 2 weeks x 26

Twicea monthx24
--------------------------
Monthly x 12

Do any household members currentlyparticipatein FoodShareWI, WI Works Programs, or FDPIR?
If yes, check the program and write the corresponding case number below; then go to Part 3. If no, skip to Part 2.

If PART 2 is completed, the adult signing the form must list the last four digits of their SS# OR check “None” if they do not have a SS#.
 

**Thisform expires oneyearfromthe
Effective Month of Determination.

I CERTIFY that all information on this form is true. I understand that this information is given in connection with the receipt of Federal funds and that CACFP
officials may verify the information. I am aware that if I purposely give false information, my children may lose meal benefits, and I may be prosecuted under
applicable State and Federal laws.

 

ChildandAdultCareFood Program

Signature of Adult Household Member Signature Date Mo./Day/Yr. Last4digitsofSS#(orcheck “None” if you donothaveaSS#)
***-**-________ ________ None

ETHNICITY ANDRACE DATACOLLECTION–Completion isoptional
This center is required by Federal law to ask the following two questions concerning ethnicity and race. Your answers are strictly for statistical reporting and will have no
effect on determination of eligibility for benefits. Please answer both questions.

IS YOUR CHILD(REN) HISPANIC OR LATINO? Yes, Hispanic or Latino No, neither Hispanic nor Latino
SELECT ONE OR MORE OF THE FOLLOWING CATEGORIES THAT APPLY TO YOUR CHILD(REN):

American Indianor AlaskaNative Black orAfrican American White Asian NativeHawaiianorOtherPacificIslander

 FDPIR (9-digit case number):

FoodShareWisconsin(10-digitcasenumber):

 

$
$
$
$
$
$

 $
$
$
$
$
$

 $
$
$
$
$
$

WisconsinWorksPrograms(10-digitcasenumber):

(Optional)

Gross wages,
Net income (self-
employed), Tips,
Commission, Cash
bonuses, Military pay
& allowances, Work

Check
if Check

Foster if No
Child Incomecomp, Unemployment

Retirement,
Social Security,
SSI, Disability,
VA benefits,
Child Support,
Alimony

Private pensions,
Trusts, Annuities,
Investments,
Interest, Net
rental income,
Savings
withdrawals, Any
other incomeW
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