
CHILD and YOUTH PROGRAMS 
YOUTH and TEEN REGISTRATION PACKET 

The Youth and Teen Program is an affiliate of the Boys and Girls Club of America and offers ac�vi�es from 
the Boys and Girls Club of America. This program provides a posi�ve, suppor�ve environment that 
enhances social, emo�onal and developmental learning. There is no registra�on fee associated with this 
program. In order to atend the Youth or Teen Center, the following must be completed on an annual 
basis: 

1. Registra�on form including contact informa�on, signature and date on the
botom

2. Statement of Special Needs, Medical or Developmental Condi�ons
a. If your child has any needs, a members of the Child and Youth

Programs team may request more informa�on or addi�onal medical
paperwork

3. Influenza or “flu shot” record
4. Parent and Youth orienta�on, which may be completed at the same �me

the packet is completed

The Youth Center is available for youth, ages 10 thru 13, and allows increased independence and growth 
for the middle school aged child. The Teen Center is a unique space for teens, ages 13 thru 18, to enjoy 
an inclusive place to socialize, engage in diverse ac�vi�es and express themselves. Each center offers 
online gaming and arcade-style games, field trips, board games, homework space, arts and cra�s, 
recrea�onal ac�vi�es such pool and ping-pong, and a music center with many available instruments. 
Program assistants develop lesson plans that emphasize leadership and service, health and wellness, 
arts, sports and recrea�on, and good character and ci�zenship. Each center is open weekday a�ernoons, 
daily during the summer and when students are off school. The centers offer snacks and drinks and a 
place to spend �me with their peers. 

Please submit the completed packet to the Youth Center, located in Iwakuni Middle School room 310 ; 
the Teen Center  at Crossroads Bldg. 410, 1F; or via email at OMBIwakuni.YouthandTeenCenter@usmc-
mccs.org For ques�ons please stop by or contact the Youth Center at 253-6099 or the Teen Center at 
253-5368.

mailto:OMBIwkauni.YouthandTeenCenter@usmc-mccs.org
mailto:OMBIwkauni.YouthandTeenCenter@usmc-mccs.org






CHILD and YOUTH PROGRAM 

Statement of Special Needs, Medical or Developmental Conditions: Youth and Teen 
Centers 

Purpose: To provide child and family program eligibility and background information; to assist with child’s 
placement and obtain sponsor consent for access to emergency medical care; and to provide date required by 
EFMP. Policies shall be implemented to ensure that appropriate services are provided for children, youth, and 
teens with special needs. Such policies shall meet the requirements of the Rehabilitation Act of 1973 and the 
Department of Defense Directive 1020.1, Non-Discrimination on the Basis of Handicap in Programs and Activities 
Assisted or Conducted by the Department of Defense. 

Routine Uses: This information will be shared with members of the Accommodation Collaboration Team to 
assist with making an informed decision about your child’s placement. Information is used for program 
admission to ensure staff training is pertinent to the child’s needs. Information is furnished for the attending 
physician when it is necessary for a child to be taken to a medical facility by someone other than the parent. 

Disclosure: Disclosure of information is voluntary; however, if information   is not provided, individuals may 
not be allowed to participate in Child and Youth Programs. Please note any  medication your child may take or 
has taken consistently in the last six months. 

Please mark if your child has any of the following and fill-in details regarding marked boxes: 

☐No special needs or diagnosed conditions
☐Allergy to the following: ___________________________________________________________

Life-threatening allergy that requires the use of an Epi-pen: Yes No 
☐Asthma

Type: _______________________________________________________________________ 
How often require albuterol/emergency inhaler:  
Daily   Weekly  Monthly  Other_______________________ 

☐Chronic heart condition
☐Diabetes
☐Seizure disorder

Type: ______________________________________________________________________ 
Last known seizure: ___________________________________________________________ 
Current seizure medication use: Yes              No 

☐Attention Deficit Disorder with or without Hyperactivity
☐Autism spectrum disorder

Youth/Teen Name Date of Birth Sponsor Name Program Expected PCS Date 

Youth
Teen
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Youth/Teen Name Date of Birth Sponsor Name Program Expected PCS Date 

☐Behavior disorder
☐Developmental Delay: Communication/speech delay Emotional delay 

Cognitive delay Motor/physical skill delay 
☐Other mental health condition such as obsessive-compulsive disorder, paranoia, schizophrenia. 

Please specify: ___________________________________________________________________
☐Deaf or hearing deficit
☐Blind
☐Other special need(s) or medical condition(s) not listed that may require accommodations:

_______________________________________________________________________________
☐Routine medications taken in last 6 months:___________________________________________
☐Currently enrolled in the Exceptional Family Member Program

I have disclosed, to the best of my ability, any special needs, medical or developmental conditions 
my child may have. 

Sponsor or Parent Signature: ________________________________________________________ 

Date: __________________________   

Youth
Teen

, etc.
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