Has your child had any of the following diseases (please glve dates):
veones Chicken Pox  ...... Measles ...... German Measles ...... Mumps

In the event of illness or accident to my child while attending YMCA
Summer Camp, T hereby authorize the Director, Nurse of the Camp

ar the medical personnel selected by the Camp Director to administer
and/or secure prompt medical treatment for my child. Unless other-
wise noted, I authorize the Camp Nurse or Camp Director to adminis-
ter Tylenol {acetaminophen) or Motrin/Advil (Ibuprofen) as directed by
the Camp Physician for pain or fever. I also give permission to release
any records necessary for insurance purposes and to provide or ar-
range related transportation for my child to the nearest medical facility
as necessary. In the event I cannot be reached in an emergency, I
hereby give permission to the physician selected by the camp direc-
tor to secure and administer treatment, including hospitalization for
my child. I also state this health history is correct to the best of my
knowledge, and the person herein described has permission to engage
in all camp activities except as noted. *This form may be photocopied
for use out of camp.

Please note exceplions: ......iisincns s e
Signature of parent/Guardian .........cooeieriei e
Date......cooevviveiiiieiens

Relationship to child. ..o e

Immunization Form

*You must provide tha camp with an immunization history for your child and proof of a physical exami-
nation conducted by a physician within the last 24 manths (24 months prior to the start date of camp).
You may submit a copy of the physician's record or have your physician complete the following:
Immunizatisn History (please give month and year of immunization)

MMRE #1.. e MMR 20

Polie Vaccine: if IVP {3 doses required)

F Lo Fumammamnin Fdionim e

If mixed IVP/OVP (4 doses required)

ol F2 e F R B

DTaP/OTP/OT/Td (4 doses required)

#F Ll B, T L

{a Td bosster iz required every 10 vears) date of last boaster

if applicable ..................

Hepatitis B (for all children born after 1/1/92 - 3 doses required)

F L Finnna, T

I have examined the camp applicant within the past tweo years,
T T T

In my apinion, the child listed above is able to participate in an active camp program with

the following limtations:

MO MITALIONIS . .ottt bt e
The applicark is under the care of a physiclan for the fallowing cordition{s):

Recommendations and restrickions while at camp (please indicale any treatments, medica-
tiens, dietary restrictions):

Date of Farm Complation........ ..o

Biy {initial it completed by nurse or PAY ... i e



SUMMER CAMP EMERGENCY INFORMATION
MAIL TO: YMCA Summer Camp = PO Box 188 = W, Barnstable, MA Q2668
S508-362-6500 =113

Lo Ty T = - T =R | o I o 1-1 ¢ =S,
SEX.. . Age (as of B/1 10 iiciiiiniaaiis

b= T A e TR 1 | AP,

Ssummaear Addrass (if differant).....cccccccomcminarenieraiimr e s ssss s s s men s ine e na nmma s e

HEM e PROME NUMIBEE et vscennisecrs s s s s s msiss s rse as s e s s snnans vns
Your child will not be released to any person other than those indicated with a
check an the sheat balow. If your child is signed-out, a phata 1.0, will be required
by the person picking himyher uz., Your child can only be signed out by the people
listed belaw.

Please indicate with a check those persons to whom your child may be released
in case of iliness/injury or dismissal. In case of an emergency/illness, we will call
the following contacks in the arder listed unless otherwise noted,

O Parent/Guardiam......cooiveaneiissesassisaais Day Phone MumbBer .. ..oocoeioiiiiiiiiiiiaien
Relationship.....ccccciiicicicn e crannnen o Qther Phone Number.ccicicecnnn.
Address {if different thanm ChIASEY v crer s s s rn s rre e e e ran

O Parent/GuUardian....con s DAY PROME NUMBEC e

Rl ationshiP. coiirersrmmasmrnnsioensrsransnnssns Other Phome MUmBer.. oo e
Address (if different than Child's) c..ciiiiieiiniisnieamainsisiiiniiasain e isasasinias
O Emergency Comtact. .....cooovivnrrrninnnns Dy Phone NumbBer.....oc.cvevinevnnnnnnn.
Relationship. ... Other Phone Mumber........oconn.
[ Emergency Contact. .......cccovvmrniinnns Cay Phone MUmBer.......occvieiernrsirrisias
Relationship.....cinn s s GDEREE PRONE NUMBEN i
0 Emergency Contact....cimimanmissanniisins Day Phone Mumber....coseenimisisnmnnieis
RelAtionShIP. oo ieisiminamiesiarssisiassnsres Cther Phone NUmBDen. s
Is there a court order in regard to the child's custody? Yes..... Mo..... Isthere a
current restraining order in regard to who may have contact with this child? Yes.....
Ma..... If yes to e'ther guestions, a copy of order is needed for the child’s file.

Please attach to registration information.
Signature of parentfguardiam ... s s

Relationship 1o child.......ccoviiii s s e s e e DEEE

T4

SUMMER CAMP - MEDICAL HISTORY
(MUST BE FILLED OUT EACH YEAR)

Child’s NamiE. ..o i s e
Date of Birth.............o

Name of Family Physician................

Physician's Phone MUmBer ..o i e e ne e
Address of Physician ...
Name of Dentist.. ... i
Phone MUmDEr ..o e

= T L= T S

Fhone MUMDBEF . ..o coiivmisiinisiciienns Crsrmsrsresrierres
Do you carry medical/hospital insurance? Yes...... No......

If so, please indicate: Carrier .o e e erare e
L T o T TP
Operations or serious injuries (dates)...ovviiiiene,
Chronic or recurring illness/medical condition ...........ooviiii i
Dietary restrichions ..o i e e e
| =S
Current Medications ...........cocovns .
Medications to be administered at CAMP ...

* = An Authorization to Administer Medication To A Camper form must
be completed prior to camB. Please contact the Camp Lyndon camfa
nurse or Camp 132 Camp Director with any questions. This form will
be available prior to and on the first day of each session of camp. Med-
ications MUST be brought to camp by a parent/guardian. Medications
MUST be in the original container with a correct and current prescrip-
tion label {pharmacy will provide a separate container upon request).

Please indicate with a check (and dates if appropriate) if your child has
experienced any of the following:

...... Frequent ear infections  ...... Heart Condition/Disease
..... . Seizures/Epilepsy «orere Diabetes _

e Bsthma L Bleeding/Clotting Disorders
vienee Hypertension «ovaee Mononucleosis

voeres Lyme Disease

Continued on page §



