West Haven Parks and Recreation Dept.

JR DAY CAMP Application/ Medical History Information

APPLICATION

Please complete this form in its entirety at the time of registration.  Please print legibly.

Camper’s Name _________________________ Date of Birth ____/____/____ Age ________

Address ________________________________ Sex _______  Phone # ______________

Parent/ Guardian information:


                      Cell Phone #  ______________

Name _______________________ Place of Employment ______________________  Phone ________

Name _______________________ Place of Employment ______________________  Phone ________

Emergency Contact _______________________ Relationship ______________  Phone _____________

Sessions Requesting:   I   _____       II   ______   III ______  ************************************************************************************

MEDICAL HISTORY

Please Answer Yes or No and provide details as required/requested on this form.

Do you take any prescribed medications on a permanent or semi-permanent basis?

(steroids, antibiotics, insulin, ritalin, etc.) _____ List: ________________________________________

Are you allergic to any medications? _____ List: ____________________________________________

Has your child ever had a seizure? ____ If yes when was the last seizure _________________________

Have you ever been told by a doctor that your child has epilepsy? _____ List any medication:__________________________________________________________________________

Has your child ever been diagnosed with diabetes? _______  List any medication: __________________

Has your child ever been diagnosed anemic? _____ If yes, when: ________ What kind of treatment does

he/she receive for this condition? _________________________________________________________

Has your child ever had any of the following diseases?  (If yes, give type and date):


-  Heart Disease (murmur, rheumatic fever, other):   
Type __________   
Date _________


-  Lung Disease (pneumonia, other)


Type __________
Date _________


-  Kidney Disease (infections, other)


Type __________
Date _________


-  Liver Disease (mononucleosis, hepatitis, other)
Type __________
Date _________

Does your child have asthma? _____________ List any medication:_____________________________

Has your child ever been knocked out or become unconscious in the past three years? _______ If so, please describe and give date:____________________________________________________________

Has your child ever stayed in the hospital overnight due to a head injury? ______ If so, list date and nature of injury:_______________________________________________________________________

Does your child have a pin, screw or plate in his/her body? _____ If yes, where in the body?__________

Date ______________________

Does your child have any special needs or any diagnosed disability? _______ If yes, is it classified moderate or severe? _________ May we utilize W.H. Board of Education Pupil Services information to help meet your child’s needs? _______   Please explain the issue in detail (attach if necessary) ___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Does your child have any other conditions that we should be aware of (food allergies, tubes in ears, glasses, other)? _________  If yes, please specify:___________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

If you answered yes to any of the above, please attach a note from your camper’s Doctor stating that your child is able to attend camp and can participate in all camp activities and functions.


Is your child up to date on all shots including tetanus? ___________

The questions on this form have been answered completely and truthfully to the best of my knowledge :


Signature  _________________________   Name Printed ________________________  Date ________
In case of emergency, I give permission for emergency medical treatment of my child.  This form shall be considered valid until canceled or changed, in writing, by the undersigned parent/guardian and received by this Agency.

Signature __________________________  Name Printed ________________________ Date ________

************************************************************************************

FOR OFFICE USE ONLY.  DO NOT WRITE BELOW THIS LINE.

COMMENTS:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

