
 
 

Camper File Checklist  
 

***All Documents Must be Completed Prior to Registration*** 
 

_____ Emergency Contact List (Pg. #2) 
 
_____ YMCA Camp Services Medical Information Form (Pg. # 3, 4, & 5) 
 
_____ Emergency Authorization (Pg. # 5) 
 
_____Physical Exam / Mass. Health Record (Pg. # 6) 
 
_____Certificate of Immunization (Pg. # 7) 
 
_____ Treatment Plan for Allergic Reactions (Pg. # 8) 
 
_____ Medication Order (Pg. # 9) 
 
_____ Parent Medication Consent Form (Pg. # 10) 
 
_____ Registration Form (Pg. # 11) 
 
_____ Transportation (Pg. # 11) 
 
_____ Financial Assistance Forms (available on line and upon request) 
 
 
 
______________________   ______________________ 
 Parent / Guardian Signature    Camp Administrator 
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5th non-parent contact name: ______________________________________________ 
Relation to child_________________________________________________________ 
Address: _______________________________________________________________ 
Home Tel: ______________________________Work Tel: ______________________ 
Cell phone: ___________________________Pager:____________________________ 
 

EMERGENCY CONTACT / PHONE LIST 
 

Child’s Name: __________________________________________________________ 
 

 

 
 
 
 

1st Parent/Guardian name: _______________________________________________ 
Address: _______________________________________________________________ 
Home Tel: ______________________________Work Tel:_______________________ 
Cell phone:____________________________Pager:____________________________ 
 

2nd Parent/Guardian name: ______________________________________________ 
Address: _______________________________________________________________ 
Home Tel: ______________________________Work Tel: ______________________ 
Cell phone: ___________________________Pager:____________________________ 
 

1st non-parent contact name: ______________________________________________ 
Relation to child_________________________________________________________ 
Address: _______________________________________________________________ 
Home Tel: ______________________________Work Tel: ______________________ 
Cell phone: ___________________________Pager:____________________________ 
 

2nd non-parent contact name: ______________________________________________ 
Relation to child________________________________________________________ 
Address: _______________________________________________________________ 
Home Tel: ______________________________Work Tel: ______________________ 
Cell phone: ___________________________Pager:____________________________ 
 

3rd non-parent contact name: ______________________________________________ 
Relation to child_________________________________________________________ 
Address: _______________________________________________________________ 
Home Tel: ______________________________Work Tel: ______________________ 
Cell phone: ___________________________Pager:____________________________ 
 

4th non-parent contact name: ______________________________________________ 
Relation to child_________________________________________________________ 
Address: _______________________________________________________________ 
Home Tel: ______________________________Work Tel: ______________________ 
Cell phone: ___________________________Pager:____________________________ 
 
 
 
 
 
 
 

I authorize the following person’s permission to pick up my child from the YMCA/Camp Lowe, 
and to authorize the YMCA to give medical consent for treatment, in my absence. 
Parent Signature: _________________________________________________Date:___________ 
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YMCA Camping Services 
Medical Information Form 

 
(To be completed by parent/guardian of minors or by adult staff members themselves) 
 
Last Name: _____________________ First Name: __________________ Middle: ____ 
Birthdate: ___/___/____ Sex: Male____   Female____   Home Phone#: ___________ 
Address: ________________________ City: ______________ State: ____ Zip: _______ 
 
First Parent/Guardian Last Name: ____________________ First Name: __________________ 
Home Address: ___________________ City: _______________ State: _______ Zip: _________ 
Business Name: ___________________ City:_______________   State:________ Zip:_________ 
Home Phone#:_______________ Business Phone#:______________ Cell Phone#:_______________ 
 
Second Parent/Guardian Last Name: ____________________ First Name: __________________ 
Home Address: ___________________ City: _______________ State: _______ Zip: _________ 
Business Name: ___________________ City:_______________   State:________ Zip:_________ 
Home Phone#:_______________ Business Phone#:______________ Cell Phone#:_______________ 
 

If not available in case of an emergency, notify: 
1.  Name: __________________________________ Relationship to Child: ___________ 
Address: ____________________________________ Phone: ______________________ 
2.  Name: __________________________________ Relationship to Child: ___________ 
Address: ____________________________________ Phone: ______________________ 
 

Name of physician: ____________________________ Phone: ______________________ 
Address: _________________________________________________________________ 
 

Name of dentist/orthodontist: ____________________ Phone: ______________________ 
Address: ________________________________________________________________ 
 

Is this person covered by family medical/hospital insurance?   Yes____            No____ 
If so, indicate carrier or plan name ___________________ Group/Policy # _________________ 

 

HEALTH HISTORY 
Check off if applicable and give approximate dates: 
Frequent Ear Infections ______________  Chicken Pox____________________ 
Heart Defect/Disease _______________  Measles _______________________ 
Convulsions _______________________  German measles _______________ 
Diabetes _________________________  Mumps _______________________ 
Bleeding/ Clotting Disorders _________  Hepatitis A ____________________ 
Asthma __________________________  Hepatitis B ____________________ 
Mononucleosis _____________________  Hepatitis C ____________________ 
(For females): Has this person menstruated? Yes ______    No______ 
If not, has she been told about it?_____________________________________________ 
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ALLERGIES 
 

List all known:    Describe reaction and management  
Food Allergies:__________  __________________________________________ 
_______________________  __________________________________________ 
_______________________  __________________________________________ 
 
Medication Allergies: _____ __________________________________________ 
_______________________  __________________________________________ 
_______________________  __________________________________________ 
 
Other Allergies (insect stings,  
hay fever, animal dander, etc) 
_______________________  __________________________________________ 
_______________________  __________________________________________ 
_______________________  __________________________________________ 

 
MEDICATIONS 

Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely.  
Bring enough medication to last the entire time at camp.  Keep it in the original packaging/bottle that 
identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, 
and the frequency of administration. 
 
____ This person takes NO medication on a routine basis. 
 
____ This person takes medications as follows: 
Medication #1: ______________________________________ Dosage______________   
Specific Times to be Taken Daily _____________________________________________ 
Reason for Taking _________________________________________________________ 
Medication #2: ______________________________________ Dosage______________   
Specific Times to be Taken Daily _____________________________________________ 
Reason for Taking _________________________________________________________ 
(Attach additional sheets for more medications) 
Identify any medications taken during the school year that participant does/may not take during the 
summer: ________________________________________________________  

 
RESTRICTIONS 

Please list any dietary restrictions: ____________________________________________  
________________________________________________________________________ 
________________________________________________________________________ 
Explain any restrictions to activity (e.g. what cannot be done, what adaptions or limitations are 
necessary):___________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
____________________________________ 
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OTHER 
 

Use this space to provide any additional information about the participant’s behavior and physical, 
emotional, or mental health which the camp should be aware: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Is there any other information that you would like us to know about your child? 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

*** IMPORTANT ~ THIS BOX MUST BE COMPLETED FOR ATTENDANCE *** 
 

 
 
 
 
 
 
 
 
 
*If for religious reasons you cannot sign this, the camp should be notified for a legal waiver which must be signed for 
attendance.  

 
This health history is correct so far as I know, and the person herein 
described has permission to engage in all prescribed camp activities except 
as noted. 
 
Emergency Authorization:  I hereby give permission to the medical 
personnel selected by the camp director to order x-rays, routine tests, and 
treatment for me/my child, and in the event that I cannot be reached in an 
emergency, I hereby give permission to the physician selected by the camp 
director to hospitalize, secure proper treatment for, and to order injection or 
anesthesia and/or surgery for me/my child as named above.  This form 
may be photocopied for use out of camp. 
 
___________________________________________________________________ 

Signature of Parent or Guardian or Adult Staff 
 
Witness_____________________________________ Date___________________ 
 
I also understand and agree to abide with the restrictions placed on my 
camp activities. 
___________________________________________________________________ 

Signature of Minor 
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MASSACHUSETTS HEALTH RECORD 
Health Care Provider’s Examination 

Name _____________________________________  Male  Female    Date of Birth:___________________ 
Medical History __________________________________________________________________________ 
__________________________________________________________________________________________ 
Pertinent Family History 
 

Current Health Issues 
Y N 

  Allergies:  Please list:  Medications ______________ Food ____________ Other ____________ 
      History of Anaphylaxis to ___________________ Epi-Pen:   Yes   No 

  Asthma:    Asthma Action Plan   Yes   No (Please attach) 
  Diabetes:    Type I  Type II 
   Seizure disorder: ________________________________________________________________ 
   Other (Please specify)______________________________________________________________ 

Current Medications (if relevant to the student's health and safety)  Please circle those administered 
in school;  a separate medication order form is needed for each medication administered in school. 
Physical Examination                                                                          Date of Examination:___________________________ 

Hgt: ________(_____%)  Wgt:_________(_____%)  BMI: _________(_____%)  BP: ________   
(Check = Normal / If abnormal, please describe.) 

 General _____________  Lungs __________________  Extremities _____________                    
  Skin ________________  Heart ___________________  Neurologic _____________  
  HEENT _____________  Abdomen _______________  Other __________________                    
  Dental/Oral _________  Genitalia ________________ 

 

Screening:                    (Pass) (Fail)                                                                    (Pass) (Fail)                                                               (Pass) (Fail)  

              Vision: Right Eye              Hearing: Right Ear           Postural Screening:        
                             Left Eye                                   Left Ear         (Scoliosis/Kyphosis/Lordosis) 
                Stereopsis        
Laboratory Results:            Lead _______  Date _______________     Other_____________________ 
 

The entire examination was normal:    
Targeted TB Skin Testing:  Med-to-High risk (exposure to TB; born, lived, travel to TB endemic 
countries; medical risk factors):  Date of PPD: ____; Results: ____mm. 
Referred for evaluation to:  _______________________________________   Low risk (no PPD done) 
This student has the following problems that may impact his/her educational experience: 

 Vision    Hearing    Speech/Language   Fine/Gross Motor Deficit 
  Emotional/Social   Behavior    Other 

Comments/Recommendations:____________________________________________________________ 
Y   N This student may participate fully in the school program, including physical education and competitive sports.  If 

no, please list restrictions:_____________________________________________________________________________________ 

 Y  N Immunizations are complete: If no, give reason: Please attach Massachusetts 
Immunization Information System Certificate or other complete immunization record. 

__________________________________________ ____________________________________ 
Signature of Examiner   Circle: MD, DO, NP, PA Date           Please print name of Examiner 

__________________________________________ 
Group Practice   Telephone  
 

______________________________________________________________________________________________________________________________ 
Address                     City                                                     State                       Zip Code       



 7

Massachusetts Department of Public Health 
CERTIFICATE OF IMMUNIZATION 

Name: 
 

Date of Birth:  / /     Sex: female male 
 
If combination vaccine is administered, please indicate vaccine type (e.g., DTaP-Hib, etc.) 

Vaccine  Date/Vaccine Type Vaccine  
Date/Vaccine Type 

Hepatitis B         
(e.g., HepB, HepB-Hib, 
DTaP-HepB-IPV) 

1  Haemophilus 
influenzae type b (e.g., 
Hib, HepB-Hib,  DTaP-Hib) 

1  
2  2  
3  3  

Diphtheria, Tetanus, 
Pertussis 
(e.g., DTaP, DT,  
DTaP-Hib,  
DTaP-HepB-IPV, Td) 

1  4  
2  Measles, Mumps, 

Rubella             (MMR) 
1  

3  2  
4  Varicella   

(Var) 
1  

5  2  
6  Hepatitis A   

(HepA) 
1  

7  2  
Polio         
(e.g., IPV, 
 DTaP-HepB-IPV) 

1  Pneumococcal 
Polysaccharide     
(PPV23)  

1  
2  2  
3  Influenza  

Inactivated (Intramuscular) 
or       
Live (Intranasal) 

1  
4  2  

Pneumococcal 
Conjugate      
(PCV7) 

1  3  
2  Other:   
3    
4    

 
I certify that this immunization information was transferred from the above-named individual’s medical records. 
 
Doctor or nurse’s name (please print)     Date:  / / 
 
Signature:       

Facility name:      Telephone: 

 

Serologic Proof  
of Immunity 

 
Check One 

 
 

Chickenpox History 

Test (if done) Date of Test Positive Negative  Check the box if this person has a physician-
certified reliable history of chickenpox. 

Reliable history may be based on: 

 physician interpretation of parent/guardian description of 

chickenpox 

 physical diagnosis of chickenpox, or 

 serologic proof of immunity 

Measles          /         /               

Mumps          /         /    

Rubella          /         /    

Varicella*          /         /    

Hepatitis B          /         /    

* Must also check Chickenpox History box.  
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TTRREEAATTMMEENNTT  PPLLAANN  FFOORR  BBEEEE  SSTTIINNGG  AALLLLEERRGGIIEESS  OORR  OOTTHHEERR  SSEEVVEERREE  
AALLLLEERRGGIICC  RREEAACCTTIIOONNSS  

 
 
 
 
 
TO BE COMPLETED BY PHYSICIAN 
 
 
 
Child’s Name :_______________________________________________________ 

Allergy: ____________________________________________________________ 

Type of Reaction: ____________________________________________________ 

 
 
Please give specific Treatment Plan: ______________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

___________________________________________________________________ 

 
 
Other recommendations: ________________________________________________ 

____________________________________________________________________ 

 
 
 
______________________________________  ____________________ 
 Physician’s Signature      Date: 
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MEDICATION ORDER 
 

To be completed by a licensed prescriber, physician, Nurse Practioner or others authorized by 
chapter 94C. 
 
Name of Camper ___________________________________________________ 
Date of Birth ______________________________ 
Address ___________________________________________________________ 
__________________________________________________________________ 
 
Name of Licensed presciber ___________________________________________ 
Title __________________________________ 
Business Telephone # _________________________________________________ 
 
Medication _________________________________________________________ 
Route of Administration ________________________________________________ 
Dosage ______________________________Frequency______________________ 
Time(s) of Administration _______________________________________________ 
 
Please note: Label on medication must specify exact time to be administered. 
For example at “11:00amand 3:00pm”, NOT “twice daily” OR “as needed”.   
Whenever possible, medication should be scheduled at times other than camp hours.  
 
Specific directions or information for administration: __________________________ 
Date of Order ____________________ Discontinuation Date __________________ 
Diagnosis* ___________________________________________________________ 
Any other medical conditions* ____________________________________________ 
 
Other Information: 
 

1. Side effects, contraindications, or possible adverse reactions to be observed: 
________________________________________________________________________ 
 

2. Other medication(s) being taken by camper: ______________________________ 
 
 
    ___________________________________   ___________ 
             Signature of Licensed Prescriber         Date 
 

*If not in violation of confidentiality 
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YYMMCCAA  CCAAMMPP  LLOOWWEE  

AUTHORIZATION TO ADMINISTER MEDICATION TO A CAMPER  
To be completed by parent/guardian 
 

Name of Camper: _______________________________________________ Age: ________________ 

Parent/Guardian Name:  _______________________________________________________________ 

Food/Drug Allergies: __________________________________________________________________ 

Home Telephone:  ____________________________________________________________________ 

Diagnosis (at parents discretion): ________________________________________________________ 

Business Telephone:  _________________________________________________________________ 

Emergency Telephone: ________________________________________________________________ 

Name of Licensed Prescriber: ___________________________________________________________ 

Business Telephone: __________________________________________________________________ 

Emergency Telephone:  ________________________________________________________________ 

Name of Medication: ____________________________       Dose given at camp: _________    

Route of Administration:  _____________________________     Frequency:     _______    

Date Ordered:                              Duration of Order: ________________ Quantity Received:_________                   

Expiration date of Medications Received: __________________________________________________ 

Special Storage Requirements: __________________________________________________________ 

Specific Directions (e.g., on empty stomach/with water):_______________________________________                                                                                      

Specific Precautions: __________________________________________________________________                                                                                                                  

Possible Side Effects/Adverse Reactions: __________________________________________________                                                                                                  

Other medications (at parents’ discretion): __________________________________________________                                                                                                 

Location where medication administration will occur:                                                                                                                                   

 
Authorization to Administer Medication to a Camper (2) 
 
I hereby authorize  ______________________ the YMCA to administer, to my child, __________________________, the 
medication(s) listed above, in accordance with 105 CMR 430.160. 
 
105 CMR 430.160(A) 
Medication prescribed for campers shall be kept in original containers bearing the pharmacy label, which shows the date of filling, the 
pharmacy name and address, the filling pharmacist’s initials, the serial number of the prescription, the name of the patient, the name of 
the prescribing practitioner, the name of the prescribed medication, directions for use and cautionary statements, if any, contained in 
such prescription or required by law, and if tablets or capsules, the number in the container. All over the counter medications for 
campers shall be kept in the original containers containing the original label, which shall include the directions for use. 
105 CMR 430.160(C) 
Medication shall only be administered by the health supervisor* or by a licensed health care professional authorized to administer 
prescription medications. The health care consultant shall acknowledge in writing the list of medications administered at the camp. If the 
health supervisor is not a licensed health care professional authorized to administer prescription medications, the administration of 
medications shall be under the professional oversight of the health care consultant. Medication prescribed for campers brought from 
home shall only be administered if it is from the original container, and there is written permission from the parent/guardian. 
105 CMR 430.160(D) 
When no longer needed, medications shall be returned to a parent of guardian whenever ]possible. If the medication cannot be 
returned, it shall be destroyed. 
*Health Supervisor – A person who is at least 18 years of age, specially trained and certified in at least current American Red Cross 
First Aid (or its equivalent) and CPR, has been trained in the administration of medications and is under the professional oversight of a 
licensed health care professional authorized to administer prescription medications. 
 
Parent/Guardian Signature: ______________________________ Date: __________________ 
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Bus Routes 
AM Stop  Pick Up/Drop 

Off Location  
City  PM 

 
8:00  1 Reingold 

Elementar y  
Fitchburg  4:15  

 
 

7:40  2 Academy School  
 (Academy St. Top of 
Prichard St. Steps)  

Fitchburg  4:25  
 
 

7:30  3 Mt. Wachusett 
College 
 (Faculty Parking Lot B)  

Gardner  4:45  
 
 

8:15  4 Doyle Field   
  (Priest St. -  near 
tennis courts)  

Leominster  4:45  
 
 

8:00  5 Lunenburg 
High  

Lunenburg  4:30  
 
 

8:10  6 Bull Run 
Restaurant (Rt. 2A) 

Shirley  4:15  
 
 

7:45  7 Westminster 
Library   (Bacon St.)  

Westminster  4:30  
 
 

All buses arrive at Camp Lowe by 8:30  

Place a in the box (s) you wish to enroll~ 
Session Number: 

      Program  
1 

Session # 
6/21 – 6/25 

2 
Session # 
6/28 – 7/2 

3 
Session # 
7/5 – 7/9 

4 
Session # 
7/12 – 7/16 

5 
Session # 
7/19 – 7/23 

6 
Session # 
7/26 – 7/30 

7 
Session # 
8/2 – 8/6 

8 
Session # 
8/9 – 8/13 

9 
Session # 
8/16 – 8/20 

Basic 7-14 yrs 
 

$175 $175 $175 $175 $175 $175 $175 $175 $175 

Young 
Explorers  
 5-6 yrs 

$175 $175 $175 $175 $175 $175 $175 $175 $175 

Sailing 
10-14yrs 
Limit one 
session/child 

N/A $175 $175 $175 $175 $175 $175 $175 N/A 

Sports    
 10-14 yrs 
 

$175 
Multi 

$175 
Basketball 

$175 
Baseball 

$175 
Soccer 

$175 
Multi 

$175 
Basketball 

$175 
Baseball 

$175 
Soccer 

$175 
Multi 

Theatre    
9-14 yrs 
 

N/A N/A $175 N/A $175 N/A $175 N/A $175 

Cheerleading   
9-14 yrs 

N/A $175 N/A $175 N/A $175 N/A $175 N/A 

Karate   
 10-14 yrs 
 

$175 N/A $175 N/A $175 N/A $175 N/A $175 

Extended Day Registration 
Check desired Box 1 2 3 4 5 6 7 8 9 
AM Extended Day 
@ YMCA $40* $40* $40* $40* $40* $40* $40* $40* $40* 

AM Extended @ 
Camp 

$30 $30 $30 $30 $30 $30 $30 $30 $30 

PM Extended @ 
camp 

$30 $30 $30 $30 $30 $30 $30 $30 $30 

CAMPER INFORMATION 
 

Child’s Last Name _______________________________ First_________________________________ 

Birthdate___________________________________         Male_________ Female__________ 

Address________________________________________ Home Phone___________________________ 

City___________________________________________ Zip_____________________ 

Guardian’s Name _____________________________________________________________________ 

Work Phone ___________________________________Cell Phone _____________________________ 

Email_______________________________________________________________________________ 

 
Financial assistance/scholarships available, Call: 978-343-4847 X 208 for more 
information. Financial assistance acceptance through May 28, 2010.   

The YMCA reserves the right to use pictures of program participants for promotional purposes. 

Please Indicate how your child will be arriving 
and departing from camp each day in the box 
below. 

Transportation 
To help offset the rising cost of fuel, the YMCA 

charges a Transportation fee as follows: 
1st Child: $25 per session. 

2nd Child half price. 
 

Please note Bus Route schedule & times in the 
box to the left. 

           
    AM Bus Stop# _______________ 

PM Bus Stop # _______________ 

 
AM Parent Drop Off ___________ n/c 

PM Parent Pick Up ________________ n/c 

                   For more information please contact: 
Lenny A. Rivera 
Camp Director               Off Season: (978) 343-4847 x216 
Summer: (978) 537-8477               lrivera@montymca.org 

* Includes Transportation to Camp Lowe from YMCA 

A COMPLETE PHYSICAL AND IMMUNIZATION RECORD 
MUST BE SUBMITTED PRIOR TO REGISTERING FOR CAMP. 
 
Open House Saturday June 5th, 12:00-3:00 
  Join us for guided tours and refreshments. 

DUE TO THE LENGTH OF THE CAMP DAY, CAMP LOWE DOES 
NOT RECOMMEND EXTENDED HOURS FOR 5-6 YEAR OLDS. 
 
Extended Day Program 
 
Camp Lowe offers morning and afternoon extended day programs for 
campers of working parents.  The Extended Day Schedule is: 
 
YMCA:  AM Extended Day: 6:30-8:00 (Bussed to Camp) 
  PM Extended Day: not offered 
 
Camp Lowe:  AM Extended Day: 6:30-8:30 
  PM Extended Day: 4:00-5:30 

      Deposit: $50 Non-refundable deposit per child, per session. 
      Final Payments must be made 3 weeks prior to each session. 
 
Registration Fee: One $20 non-refundable registration fee per child 

Times are subject to change.  Please arrive ten minutes early.  Parent must always accompany child at bus stop. 


