3.6 HEALTH RECORD
XYZ CAMP

PARTICIPANT HEALTH RECORD

PASSAGES HIGHLIGHTED IN GREY: This information may vary depending on your situation and your practices.

You must return the health record to us along with your registration form.
Please complete one record per child.


1. GENERAL INFORMATION ON THE CHILD
	Surname
	
	First name
	

	Gender
	Male        Female          Undetermined             Prefer not to answer  

	Date of birth
	
	Age at time of stay
	

	Address and postal code
	
	Telephone
	

	Health insurance number (child):
	
	Expiry date 
	



2. DATE OF STAY AND NAME OF PROGRAM
	√
	Dates
	Program
	√
	Dates
	Program

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



3. CHILD’S PARENTS
	First and last name of parent #1: 

	First and last name of parent #2:


	Telephone (work): 
Extension:
	Telephone (work): 
Extension:

	Mobile phone or other number: 
	Mobile phone or other number:


	Email: 

	Email: 



4. IN CASE OF EMERGENCY
	Person to contact in case of EMERGENCY:
PARENTS              PARENT #1                  PARENT #2         Guardian 

	Two other persons to contact in case of EMERGENCY:

	First and last name:

	First and last name:


	Relationship to child:

	Relationship to child:


	Telephone (home): 

	Telephone (home): 


	Telephone (other): 

	Telephone (other): 







5. MEDICAL HISTORY
	Has your child ever had surgery?
	Yes      No 

	If yes,		
Date:	                                              Reason: 

	Serious injuries	
	Chronic or recurring diseases
	Vaccinations

	Date:	
	
	Date:	
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	Details:
	

	Details:
	
	

	Has your child ever had the following diseases?
	Does the child suffer from?
	Has your child received the following vaccinations?
	Date:

	Chickenpox
	Yes      No 
	Asthma
	Yes      No 
	Tetanus
	Yes      No 
	

	Mumps
	Yes      No 
	Diabetes
	Yes      No 
	Measles
	Yes      No 
	

	Scarlet fever
	Yes      No 
	Epilepsy
	Yes      No 
	Rubella (German measles)
	Yes      No 
	

	Measles
	Yes      No 
	Migraine
	Yes      No 
	Mumps
	Yes      No 
	

	Others (specify):
	
	Others (specify):
	
	Polio
	Yes      No 
	

	
	
	
	
	DPT  
	Yes      No 
	

	
	
	
	
	Others (specify):
	
	




6. ALLERGIES 
	Does the child have allergies?
	Yes
	Intolerance
	No
	Does your child have an dose of epinephrine (EpiPen, Ana-kit) with him or her because of his or her allergies?      
Yes      No 

Please sign if you answered Yes
I hereby authorize the persons designated by XYZ camp to administer the dose of epinephrine to my child in case of emergency. 

Parent’s signature: ____________________

	Hay fever
	
	
	
	

	Poison ivy/ragweed
	
	
	
	

	Insect stings
	
	
	
	

	Animals*
	
	
	
	

	Medications*
	
	
	
	

	Food allergies*
Specify: ________________________
	
	
	
	

	Others (specify):

	
	
	
	


*If your child must take medication in response to intolerance, please indicate this in the MEDICATION section.


7. PRESCRIPTION MEDICATION
	Is your child taking medications? 
	Yes      No 

	If yes, names of medications:
	
	Dosage:

	Does your child take them him/herself? Yes      No 
	Specify:


If your child has to take medications, on your arrival at the camp, you must complete a medication authorization form so that those in charge may give the prescribed medication to your child. 




8. OVER-THE-COUNTER MEDICATIONS
Check the medications:

 Acetaminophen (Tylenol, Tempra)
 Antiemetic (Gravol)
 Antihistamines (Benadryl, Reactine)
 Anti-inflammatories (Advil)
 Cough syrup
 Antibiotic cream (Polysporin)
 Other (specify): __________________


I authorize the staff of XYZ camp to administer to my child, as necessary, one or more over-the-counter medications.

Signature of mother or father: __________________________________          Date: ____________________


9. OTHER RELEVANT INFORMATION (USE THE STATEMENTS APPLICABLE TO YOUR SITUATION)
The following questions will help us to intervene better with your child.

	Is there anything we need to consider in the following situations:

	Specific needs 

	Yes
	No
	If yes, give details

	Sleep (sleepwalking, urinary incontinence…)
	
	
	

	Eating
	
	
	

	Swimming (does your child need a personal flotation device?)
	
	
	

	Moving around
	
	
	

	Gross motor skills
	
	
	

	Fine motor skills
	
	
	

	Behaviour
	
	
	

	Adaptation to change 
	
	
	

	Activities that your child cannot take part in
	
	
	

	Prosthesis, eyeglasses or other necessary equipment
	
	
	

	Specific follow-up during the year (physician, specialists, CLSC, technician, social worker, etc.)
	
	
	

	Girl: Has she begun menstruating?     Yes 	    	No, and she is not informed 
							    		No, but she is informed	      

Are there any particular considerations on this subject?



Please note that all information concerning your child’s health will remain confidential. It will be given only to his or her counsellor and their supervisor to enable better supervision and more effective intervention in case of emergency. 



10. AUTHORIZATIONS
	
	I authorize the managers of Camp XYZ to see that my child receives all necessary treatment. I also authorize them to transport my child by ambulance or otherwise (at my expense) and have him or her admitted to a health facility. In addition, in an emergency or should it be impossible to contact us, I authorize the physician chosen by the camp authorities to give my child any medical treatment that his or her condition requires, including surgery, transfusion, injections, anesthesia, hospitalization, etc.

	
	Should any change in my child’s health occur before the start of or during the period of the camp, I undertake to communicate this information to camp management, who will follow up appropriately with the camp.

	Signature of parent or guardian:
	Date:

	Name of parent or guardian (please print): 






STAFF HEALTH RECORD

PASSAGES HIGHLIGHTED IN GREY: This information may vary depending on your situation and your practices.

You must return the health record to us along with your signed employment contract.

*OPTIONAL: there is no obligation to reply to questions in sections marked as optional.  If you do reply, the information will serve to inform medical authorities of your situation and/or to make arrangements required by your health situation. 

The information will not in any circumstances be used or passed for purposes other than those stated. 

1. GENERAL INFORMATION ON THE EMPLOYEE
	Surname 
	

	First name 
	

	Gender 
	Male        Female          Undetermined            Prefer not to answer  

	Date of birth
	
	Email
	

	Address and postal code
	
	Telephone
	

	Health insurance number:
	
	Expiry date 
	



2. CONTACTS IN CASE OF EMERGENCY
	Contact #1
	Contact #2

	First and last name:

	First and last name:


	Relationship to employee: 

	Relationship to employee: 

	Telephone (work): 
Extension:
	Telephone (work): 
Extension:

	Mobile phone or other number: 
	Mobile phone or other number:


	Email: 
	Email: 



3. MEDICAL HISTORY (OPTIONAL*)
	Have you ever had a surgical operation?
	Yes      No 

	If yes,		
Date:	                                              Reason: 

	Have you ever suffered a serious injury?
	Yes      No 

	If yes,		
Date:	                                              Injury: 

	Do you suffer from a chronic or recurring disease? 
	Yes      No 

	If so, what disease? 






4. ALLERGIES (OPTIONAL*)
	Do you suffer from allergies?
	Yes
	Intolerance
	No
	Do you have a dose of epinephrine (EpiPen, Ana-kit) with you because of your allergies?      Yes      No 
Please sign if you answered Yes
I hereby authorize the persons designated by XYZ camp to administer the dose of epinephrine to me in case of emergency. 

Employee’s initials: ____________

	Hay fever
	
	
	
	

	Poison ivy/ragweed
	
	
	
	

	Insect stings
	
	
	
	

	Animals*
	
	
	
	

	Medications*
	
	
	
	

	Food allergies*
Specify: ________________________
	
	
	
	

	Others (specify):

	
	
	
	




5. PRESCRIPTION MEDICATION (OPTIONAL*)
	Are you taking medication? 
	Yes      No 

	If yes, names of medications:
	
	Dosage:

	If the medication causes you to experience observable secondary effects that could affect your work, please indicate them here. 
	




6. OTHER RELEVANT INFORMATION (OPTIONAL*)

	Is there anything we need to know about your health?
__________________________________________________________________________________


	Do we need to plan any arrangements in response to your situation?
__________________________________________________________________________________


	Is there any important information we should know about if you were admitted to a health facility? 
__________________________________________________________________________________















Please note that all information concerning your health will remain confidential. They will be passed on only to your supervisors or to competent authorities in the even of a medical intervention. 

7. AUTHORIZATIONS

	
	I authorize the managers of Camp XYZ to see that I receive all necessary treatment. I also authorize them to transport me by ambulance or otherwise (at my expense) and have me admitted to a health facility if they deem this to be necessary. In addition, in an emergency or should it be impossible to contact either of my emergency contacts, I authorize the physician chosen by the camp authorities to give me any medical treatment that my condition requires, including surgery, transfusion, injections, anesthesia, hospitalization, etc.

	
	Should any change in my health occur before the start of or during the period of the camp, I undertake to communicate this information to camp management, who will follow up appropriately with the camp. 

	Employee’s signature:


	Date:

	Employee’s name (please print): 



	For minor employees, signature of parents or guardian: 


	Date: 


	Name of parent or guardian (please print): 
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