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  HASHOMER HATZAIR - CAMP SHOMRIA-CANADA
 2014 HEALTH HISTORY AND MEDICAL PERMISSION FORM


Camper Information
Name of child ____________________________________   Birthdate          _/          / _

                                                                                                            day     mo     year


Grade _____________          Age ___________         Weight __________            Height __________
Address ________________________________________________________________________________________
Phone (H)__________________________        (W)__________________________   (C ) _______________________   


MEDICAL INSURANCE
OHIP: ______________________________(Photocopy enclosed)  Version Code ____________ 
Quebec Health Insurance number: _________________________________________________
Other (non-resident of Canada): Visa card  # _____________________________________ expiry date ___________

I (card owner)  ____________________________ authorize Camp Shomria to use this Visa credit card in order to pay for medical care for my child/ren (child/ren’s name) _____________________________________________________

Signature________________________________________________________________________________________

· Please note – for out of country campers, a valid Visa card number is necessary for your child to be treated by a physician either in a doctor’s office or hospital emergency room. 


Emergency Contact Information
Parents’/Guardians’ Names  

Phone (home)                                             (work)                                             (cell)  
__
Address  
__
If different than above
City  


Postal Code  


Emergency Contact (if parents cannot be reached)
Name                                                    Relationship  

Phone (home)                                             (work)                                             (cell)  
_
Address  
_
City  




Postal Code  


Allergies:
____Peanuts or other nut products

____Penicillin 

___ Aspirin 


       

_____Other drugs (please identify)_________________

_____Insect bites 

_____Animals (Please identify) ________________

Other (please identify) _______________________________________________________________________________        
My child has an Epipen © prescribed by a physician ___yes      ___no
My child can use it competently                                ____yes     ____no

Detailed information of any allergies noted, including signs and symptoms of allergy and strategies used at home for dealing with this: ____________________________________________________________________________________________________________________________________________________________________________________________________

I am clearly aware that Camp Shomria is not a nut-free environment ____yes


Immunization history:

Date of most recent booster of:  
DPT (Tetanus, diphtheria, polio)            /          / 
____
  day     mo    year
MMR (Measles, Mumps, Rubella)          /        _/ 
_
                                                         day     mo    year
Chicken Pox  

       
             /          / 


                                                    day     mo    year
Hepatitis B               /          / ___


                       day     mo    year
HIB                          /          / 
______

                       day     mo    year

Past and Current Illnesses:
Please mark C for current or P for past
____Severe Headaches
            

____Frequent colds 


____ADHD/ADD 


____Asthma



____Diabetes

____ Stomachache

____ Fainting



_____Bowel problems



_____Epilepsy



_____Concussions 

_____Eating disorders

_____Dizziness


_____Heart condition


_____Frequent ear infections 

_____Joint/muscle problems

_____Incontinence
_____Picky Eater

Details of these and/or other ongoing illnesses or conditions (please continue on the back or include additional pages as necessary):___________________________________________________________________________________________________________________________________________________________________________________________
Details of any operations, serious injuries or hospitalization that might have implications for participation in camp activities:
____________________________________________________________________________________________________________________________________________________________________________________________________


Dietary restrictions:

My child is:

________Vegetarian 

________Lactose free  
_____ Celiac (Gluten free)

Other:_____________________________________________________________________________________________

Medications

Medication being sent with camper (including non-prescription medication). ***All medication (including non-prescription medication) will be stored in the Camp Health Centre unless specific arrangements are made with the Camp Director or designate.
	Medication Name           
	Dosage              
	Administration times                    
	Reason for taking

	
	
	
	

	
	
	
	

	
	
	
	



Social, emotional or behavioural concerns:
_____Homesickness
_____Social-emotional
_____Bedwetting
_____Fears




_____Depression
_____Phobias

Details of any social, emotional or behavioural concerns or problems, including strategies that can be used by staff to address these. (Please continue on the back or include additional sheets as necessary) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

My child is involved in psychological therapy  _____yes     ______no.  If yes, with this type of professional:

___Psychiatrist
 ___Psychologist   ___Social worker  ___Physician    ___Other: _________________________________
My child is receiving medication for this ___yes ___no (If yes, I have provided information on the Authorization Form) 

**Please note that without adequate identification of problems and strategies for dealing with these, Camp Shomria cannot care adequately for your child. Camp Shomria maintains the right to send a child home at the parent’s expense and without a refund of fees if problems/concerns and strategies for dealing with these have not been adequately identified. 


Other:

My child wears: 
an orthodontic appliance                      ___yes       ___no
glasses 


                      ___yes       ___no

contact lenses
          
                      ___yes       ___no
ear tubes     
                                   ___yes       ___no

orthopedic footwear or uses orthotics ___yes        ___no

This restricts my child’s activity        ___ yes       ___no

If so, how_________________________________________________________________________________________

Please note that we cannot accommodate any problem that requires any type of dentist or specialist doctor. In these cases parents will be called to take their child to their own dentist/orthodontist/ or specialist.




For female campers:

My daughter has menstruated                           ____yes   ___no

If no, has she been told about menstruation?    ____yes   ___no
CAMP SHOMRIA HEALTH HISTORY AND MEDICAL PERMISSION FORM 2014
Name of Child _______________________________________________________

Name of Parent/Guardian _____________________________________________

Name of Child’s Physician ______________________  Telephone _____________

My signature on this form indicates that the information is correct and that I agree to the following:

· My child is in good health and is physically able to participate in all camp activities unless otherwise indicated. All medical, social-emotional and behavioural problems or conditions requiring ongoing supervision or care have been adequately identified and described.
· My child has not been exposed to any infectious disease during the past four weeks. If s/he becomes exposed to any infectious disease between now and the time of departure for camp I know that the camp office must be notified immediately.
· In cases where the camp medical staff requires either consent for treatment or additional information, a parent will be contacted. If a parent cannot be reached, permission is hereby given to Camp Shomria to take whatever steps it deems necessary to ensure the safety and health of my child. 
· I provide Camp Shomria permission to both share information and receive information on my child’s behalf from and with appropriate health care providers in order to obtain/provide necessary medical care. This includes my child’s physician and physicians and nurses in the local hospital/medical centre. 
· The medical information contained in this form will remain confidential to the camp medical staff. The information will be selectively shared at the discretion of the medical staff so that appropriate health care can be provided, both in an emergency and on a daily basis at camp.
· In case of emergency, and/or if a parent or designated emergency contact is not immediately available for consultation, consent is hereby given to a physician selected by the medical staff or a staff member of Camp Shomria to provide or obtain appropriate medical and/or surgical care as deemed necessary.
· It is understood and agreed that the camp medical staff has permission to act on behalf of a parent to engage in medically necessary service, including attention at the local hospital. A parent will only be contacted with a health issue at the discretion of the medical staff. It is also understood that all medications must be kept in the infirmary and the medical staff will dispense prescription and non-prescription drugs in accordance with accepted nursing practice.
· If there are, or have been pre-existing medical, social-emotional or behavioural concerns that become problematic at camp, the medical staff will act to address the safety of my child and to promote the well-being of all.
· I have clearly identified any and all medical, social-emotional and behavioural concerns and provided information on this form about medications and/or strategies that can be used by camp staff for dealing with these. I understand that if I have not adequately identified both concerns and strategies and if these become problematic during the summer, Camp Shomria maintains the right to send my child home at my expense and without a refund. 
· If a medical, social-emotional or behavioural problem develops that cannot be handled effectively at camp, it is understood and accepted that my child may be sent home. Camp Shomria is not equipped to provide programming for children with special needs.
· Cigarettes, alcohol and drugs are absolutely forbidden at camp. Use of these will result in my child being sent home at my expense and without a refund of fees.

      Parent/Guardian signature ______________________________________   Date ___________

CAMP SHOMRIA MEDICAL AUTHORIZATION FORM

[For a child who is Not capable of self-administering medication independently]

NAME OF CHILD ________________________________________________________

DATE OF BIRTH _______________________     OHIP NUMBER ______________________

ADDRESS _________________________________________________________________

PHYSICIAN ________________________________   MD PHONE NUMBER __________

I authorize the medical/nursing staff of Camp Shomria to administer to my son/daughter medication(s) as prescribed by a licensed physician and dispensed by a regulated pharmacy. 

I agree to send the required medication(s) with my child at departure for camp. This medication will be sent in the original packaging, labeled with my child’s name, the medication(s)’ name, dosage and times to be taken. I understand that the medication(s) will be kept in the infirmary, in a locked cabinet, to be administered by the medical staff. 

I have included product information sheets or additional instructions for any medication with complex administration protocols, side effects or drug interactions

***I recognize that the medical staff, according to the professional regulations of the College of Nurses, cannot administer any medication without having been fully informed by me of the name of the medication, why the medication has been prescribed, the dosage and times to be taken, and any side-effects or interactions that might be expected. 

I agree to notify the medical staff immediately of any change in medication(s)

Please continue on the back or provide additional pages as necessary:

Medication: 

Reason for medication:

Dosage (amount & frequency)

Time(s) to be taken:

Possible side effects/interactions:

Special instructions re storing/administering:

Medication: 

Reason for medication:

Dosage (amount & frequency)

Time(s) to be taken:

Possible side effects/interactions:

Special instructions re storing/administering:

NAME OF PARENT/GUARDIAN ______________________________PHONE ____________

SIGNATURE______________________________________________DATE _______________

CAMP SHOMRIA MEDICAL AUTHORIZATION FORM

Prescription and non-prescription medications 

[For a child who is capable of self-administering medication independently]

NAME OF CHILD ________________________________________________________

DATE OF BIRTH _______________________     OHIP NUMBER ______________________

ADDRESS _________________________________________________________________

PHYSICIAN ________________________________   MD PHONE NUMBER __________

I assert that my child understands why she/he is taking medication(s) and I am confidant that my child knows when and how to do so independently. If the medical staff recognizes that this is not so, I expect to be contacted for directions.

I agree to send the needed medication(s) with my child at departure. Medications will be sent in the original packaging that includes my child’s name, the medication name, dosage and time(s) to be taken. 

I have included product information sheets or additional instructions for any medication with complex administration protocols, side effects or drug interactions

I agree to notify the medical staff immediately of any change in medication(s).

I have listed the medications that my child will self-administer while at camp. 

Medication

Dosage (amount & frequency) 

Times to be taken at camp

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I have described any potential side-effects or drug interactions related to the medication(s) 

Medication 


Side effect/Interaction

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I have described any special instructions/considerations related to the storing/administration of the medication. (please continue on back or on another page as necessary)

__________________________________________________________________________________________________________________________________________________________

NAME OF PARENT/GUARDIAN ______________________________PHONE ____________

SIGNATURE______________________________________________DATE _______________

