	
Name:  __________________________________________

       (Last Name)                (Given Name(s))

Birth Date:  _____________  Age:  _________  Weight _________
                   (day/month/year)

Address: ___________________________________________

City:_________Prov. ____________Postal Code____________
           
Phone Number: (        )  _____________________

Parent /Guardian /Emergency Contact Name: 
_________________________________________________________

Relationship: _____________________________________________
Address:_________________________________________________
Contact telephone - in the day: _____________________________

- in the evening / night: ___________________
Alternate Emergency Contact:

Name: ________________________________________________

Relationship: ___________________________________________

Phone Number: _________________________________________
School Attended: _________________________________________
School Phone Number: ____________________________________

_________________________________________________________

School Phone Number: ____________________________________
	Family Physician  

       Name: ___________________________

       Address: _________________________

       Telephone: _______________________

Health Card # ___________________________________
Province Issued: _________________________________

Please only send in a photocopy of your HEALTH CARD
Medical Release 
I, ______________________________________delegate the authority to the Directors of Chilawee Trails to arrange whatever medical treatment they deem necessary during my stay at camp.  I hereby agree that Chilawee Trails Camp shall not be responsible for any injury or loss I suffered except insofar as any such loss is solely attributable to the negligence of other employees of Chilawee Trails Camp acting within the course of their duties.  I further consent to the transportation of my child from camp to Barry’s Bay Hospital if deemed necessary by the nurse.
Signature:   ___________________________      Date: __________________

Medical Release (if under 18 years old):  
I, the parent or legal guardian of the girl named above hereby delegate the authority to the Directors of Chilawee Trails to arrange whatever medical treatment they deem necessary during her stay at camp.  I hereby agree that Chilawee Trails Camp shall not be responsible for any injury or loss suffered by my daughter except insofar as any such loss is solely attributable to the negligence of the Employees of Chilawee Trails Camp acting within the course of their duties. 

Signature of  Parent or Legal Guardian:  ___________________________    
Date:_______________________Date: ______________________


	
Do you have any health problems such as:

· Diabetes              

· Hay Fever  

· Epilepsy 

· Fainting  

· Asthma        

· Skin Conditions  

· Stomach Aches

· Earaches  

· Headaches       

· Sinus Trouble

· Constipation

· Sun Sensitivity 

· Anxiety

· Depression        

Other:  _____________________________

Please explain extent of problem and treatment/control.


_______________________________________________

______________________________________________

Current Medications:

Name:  _______________Dose:  _____ Frequency ______

Name:  ______________  Dose:  _____ Frequency:______

Name:  ______________  Dose:  _____ Frequency:______

Medications will be collected by nurse, please ensure proper labeling in original containers. 
Allergies:  Medication (explain)  ______________________

                 Food (explain)  __________________________


                 Environmental (explain)  __________________

                 Epipen: __________


	Immunization History.  Please give date of most recent booster:
Tetanus/diptheria/polio (TDP): __________________


Measles/mumps/rubella (MMR) _________________

Chicken Pox ________________Hepatitis B ________________

Meningitis: __________________

Have you had any 
contagious diseases (such as chicken pox) or any major illnesses?

Do you have any tendencies towards any behaviours such as:

· Sleep Walking

· Nightmares 

· Homesickness

· Bedwetting

· Food related issues

Other:  ____________________

How are the above behavioural tendencies treated?
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Staff Medical Information Summer 2010  Week: _____











