
The Youth & Teen Program (Y&TP) is an affiliate of the Boy’s and Girls’ Club of America and offer 
BGCA related activities. Y&TP provide a positive, alternate support environment that enhances social, 
emotional and developmental learning for success in life. Youth & Teen activities are open to youth 
ages 10-18 who are enrolled in primary or secondary school. 
There are no registration fees associated with this program.

MCAS IWAKUNI

MARINE & FAMILY PROGRAMS 
MCCS IWAKUNI, JAPAN

YOUTH & TEEN REGISTRATION PACKET

Please submit your completed packet to the Youth & Teen Center at Crossroads Bldg. 410, 1F. or 
email at OMBIwakuni.YouthandTeenCenter@usmc-mccs.org. 

Please contact the Youth Center at 253-6099 or Teen Center at 253-5368 if you have further questions! 

The Teen Center is a unique space for teens ages 13-18 to enjoy an inclusive place to socialize, engage 
in diverse activities, and have a safe place to express themselves. The center houses a gaming room 
with online gaming and arcade-style games, a Café to provide a place for patrons to play board 
games, read, or complete homework while enjoying a variety of beverages and snacks, and a theatre 
room for watching movies or just relaxing with friends.

The required documents for registration are listed below:

1. USMC Child & Youth Programs Registration Form (NAVMC 1750/5)

2. Statement of Special Needs, Medical or Developmental Conditions

3. Immunization Record (or Excemption Form)

4. IAT (if Applicable)

You must complete all required document and attach immunization records or excemption form
to finalize registration. 

Please complete ONE packet PER child.

OMBIwakuni.YouthandTeenCenter@usmc-mccs.org
OMBIwakuni.YouthandTeenCenter@usmc-mccs.org








Obsessive Compulsive Disorder (OCD) 

Other mental health condition (such as paranoia or schizophrenia) 

Hard or hearing or deaf 

Blind 

(For toddlers, preschoolers and school-aged children) Unable to walk, including children using a wheelchair 

Suffered several physical trauma (due to incidents such as, but not limited to, automobile occident, a severe fol( physical abuse) 

Suffered severe emotional trauma (due to incidents such as, but not limited to, any type of abuse, death of a parent or sibling) 

Digestive Disorder 
Specify 

Respiratory Disorder 
Specify 

Chronic Heart Condition 

Disorder of the spine or skeletal system (such as scoliosis)

Missing Limb 

Other special needs or medical conditions not listed. 
Specify 

Routine Medications 
Specify 

Required special care or services 
Specify 

My child has NO special needs or diagnosed condition(s). 

If your child has been identified with any special needs, are you currently enrolled in the Exceptional Family Member 

Program? D Yes D No 

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

Sponsor's/Parent's Signature: ____________________ _ Date: _ _ _ _ _ _ _ _ _  _
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