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YMCA OF PITTSBURGH 
SOUTH HILLS YMCA 

MEDICAL INFORMATION FORM 

INSTRUCTIONS:  Please print.  Please circle those that apply. 

____________________________________________     _______________________________________      ________________________ 
CAMPER’S LAST NAME  FIRST NAME  MIDDLE INITIAL 

____________________________________________     _______________________________     _________     ______________________ 
ADDRESS  CITY  STATE  ZIP 

____________________________________________     ______________________       _____________________     __________________ 
PHONE NUMBER  PRESENT AGE  DATE OF BIRTH  SEX 

____________________________________________     _______________________________________      ________________________ 
MOTHER’S/GUARDIAN’S LAST NAME  FIRST NAME  MIDDLE INITIAL 

___________________________________________________  ________________________________________________ 
HOME PHONE  CELL/ WORK PHONE 

____________________________________________     _______________________________________  _________________________ 
FATHER’S/GUARDIAN’S LAST NAME  FIRST NAME  MIDDLE INITIAL 

___________________________________________________                    ________________________________________________ 
HOME PHONE  CELL/ WORK PHONE 

•  NAME OF SCHOOL:  _______________________________________________________________________________ 

•  TYPE OF CLASSROOM:     LEARNING SUPPORT          EMOTIONAL SUPPORT         LIFE SKILLS SUPPORT 

OTHER: ___________________________________________________________________________________________ 

•  DIAGNOSIS: 

Asthma         Down Syndrome          Muscular Dystrophy          Hearing Impairment            Autism  Seizure Disorder 

Developmentally Delayed          Visual Impairment          Spina Bifida          Cerebral Palsy          Neurological Impairment 

Language Impairment          Attention Deficit Disorder (ADD)           Persuasive Developmental Delay (PDD) 

Learning Disabled      Emotionally Disturbed     Other Health Impariments        Mental Retardation     Multiple Disabilities 

OTHER:  __________________________________________________________________________________________ 

•  ADAPTIVE EQUIPMENT:       WHEELCHAIR        CRUTCHES        WALKER         ORTHOTICS 

WALKS WITH ASSISTANCE        BRACES/TYPE _____________________________ 

OTHER: ___________________________________________________________________________________________ 

•  METHOD OF COMMUNICATION:         VERBAL        SIGN LANGUAGE        COMMUNICATION BOARD 

INFORMAL GESTURES       PICTURE BOOK 

OTHER: _______________________________________________________________________________________________ 
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PLEASE CIRCLE THOSE THAT APPLY 

LEVEL OF ASSISTANCE FOR: 

1.  FEEDING: 

SELF FEEDS          NEEDS FOOD CUT          HAND OVER HAND          TOTAL ASSISTANCE          FINGER FOOD 

a.  Special Utensils:  __________________________________________________________________________________ 

b.  Diet Restrictions: __________________________________________________________________________________ 

______________________________________________________________________________________________________ 

2.  TOILETING: 

SELF­CARE          NEEDS TRANSFERRED TO TOILET          WEARS DIAPERS 

NEEDS REMINDED/TAKEN EVER ___________ HOUR(S). 

3.  DRESSING: 

SELF­CARE          NEEDS SHOES TIED          NEEDS MINIMAL ASSISTANCE         NEEDS TOTAL ASSISTANCE 

4.  SEIZURES: 

Does your child have any history of seizures?    YES             NO 
If yes, please answer the following questions on seizures: 
If your child has a current history of seizures, how frequent are they? 

________________________________________________________________________________________________________ 

Type of Seizure:     Febrile            Petit             Mal/Grand            Mal/Psychomoter 

OTHER: ________________________________________________________________________________________________ 

Describe, if necessary: _____________________________________________________________________________________ 

________________________________________________________________________________________________________ 

Usual length of seizure: ____________________________________________________________________________________ 

________________________________________________________________________________________________________ 

Does you child have a history of uncontrolled seizures (status epilepticus)?    YES          NO 

5.  ALLERGIES:  Please list specifically to what your camper is allergic to and the reaction he/she has (such as a rash, watery eyes, 
runny nose, difficulty breathing, etc.) 

•  MEDICATIONS: __________________________________________________________________________________________ 

Reaction Type: ____________________________________________________________________________________________ 

•  ANIMALS: ______________________________________________________________________________________________ 

Reaction Type: ___________________________________________________________________________________________ 

•  PLANTS, POLLENS, DUST: _______________________________________________________________________________ 

Reaction Type: ___________________________________________________________________________________________ 

•  FOODS ________________________________________________________________________________________________ 

Reaction Type: ___________________________________________________________________________________________ 

Has your camper ever needed an adrenalin (epinephrine) shot to relieve difficulty breathing (anaphylactic shock)?  YES         NO 
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6.  MEDICATION:  MEDICATION MUST BE SENT TO CAMP ON MONDAY IN A PHARMACY LABELED BOTTLE 
FOR THIS WEEK.  EMPTY BOTTLE WILL BE SENT HOME ON FIRDAY TO BE RETURNED TO 
CAMP ON MONDAY. 

MEDICATIONS:    Please list the name and dosage schedule of any medications your child is currently taking.  Please be specific 
about how much medication is taken at each time. 

AMOUNT  TIME TAKEN 

NAME _____________________________________________________DOSAGE ___________________/__________________ 

___________________/__________________ 

___________________/__________________ 

NAME _____________________________________________________DOSAGE ___________________/__________________ 

___________________/__________________ 

___________________/__________________ 

NAME _____________________________________________________DOSAGE ___________________/__________________ 

___________________/__________________ 

___________________/__________________ 

NAME _____________________________________________________DOSAGE ___________________/__________________ 

__________________/___________________ 

_________________/____________________ 

I HEREBY PERMIT THE YMCA TO DISTRIBUTE  THE MEDICATIONS LISTED ABOVE AT PRESCRIBED DOSAGES. 

_______________________________________________________  _____________________________________________________ 
CHILD’S NAME  SIGNATURE OF PARENT OR LEGAL GUARDIAN 

DATE: _______________________________________________


