SELAH CAMP and RETREAT CENTRE
HEALTH FORMS/ WAIVER

2012
Please complete this entire form and return with payment immediately.  
All forms and final payment  need to be received by June 1. 

SELAH CAMP IS NOT A PEANUT AND NUT FREE FACILITY

CAMPER INFORMATION

Camper Name____________________________________      Sex_______       Age________

Email Address_____________________________________   Date of Birth  D_____M_____Y_____

Address: ____________________________________________ City ______________________________











    Cell

Postal Code______________________ Phone (____) ____________________, (____) _____________________

HEALTH CARD #_________________________________version code_______(please send a photocopy to camp)
Parent/Guardian Name: _______________________________________Phone (____) ______________________

Address (if different from above) ________________________________Phone (____) ______________________

City: ________________________________________ Postal Code __________________________

Emergency Contact: Name_______________________________________Relationship_____________________

Phone (_____) ___________________________        (_____) _________________________________________

Has this camper attended Selah Camp before?   _______If not how did you hear about our summer camps?

______________________________________________________________

Camps Attending _____________________ Cost $_______________ + HST =_$_________________



                _______________________       $______________ + HST = _$_________________

                

    _______________________       $______________ + HST = _$_________________

Please make cheque payable to   

LESS DEPOSIT RECEIVED

       -   $ ________________

           SELAH CAMP






BALANCE OWING



$_________________









TUCK SHOP MONEY         $__________





T-Shirt Size _____
T-Shirt  $10 or Free Promo
$__________ 

                      CAMP FEES






(Reg by April 1)
TEEN/ FROG JUMPERS/JR SOCCER $135 + 17.55 HST = $152.55



ALL OTHER CAMPS
                      $250 + 31.20 HST = $282.50
TAX RECEIPT REQUIRED


        TOTAL OF ATTACHED CHEQUE 
$ ________________

YES_______

           MAIL TO

         Selah Camp

          760 Hwy 6

         Wiarton,On

           N0H 2T0
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HEALTH HISTORY
PHYSICIAN INFORMATION
Name of family physician: _______________________ Telephone (      ) ___________________

ALLERGIES
Food: __________________________ Insect Stings or Bites______________________________
Drugs: _________________________ Seasonal Allergies________________________________

Other: _________________________________________________________________________

REACTIONS: __________________________________________________________________

Carries Ana-Kit   [] Yes  [] No
Carries Epi-Pen:  [] Yes  [] No
      Needs Benadryl  [] Yes  []No
RECENT ILLNESS, OPERATIONS or INJURIES:__________________________________

______________________________________________________________________________

Is camper under any form of treatment/medication for any illness, condition or injury? []Yes  []No

If yes, please explain:_____________________________________________________________

______________________________________________________________________________

Will this condition limit or affect participation in activities?    []Yes   []No

If yes, please explain:_____________________________________________________________

______________________________________________________________________________

Are your child’s immunization shots up to date?   []Yes   [] No

Has your child had any recent communicable disease?  []Yes  [] No   If yes when?___________

OTHER HEALTH ISSUES: (Please check all that apply to your child)

[]
Asthma



[]
Headaches

[]
Bedwetting



[]
Hearing Difficulties

[]
Behavioral Concerns


[]
Heart Disease/Defect

[]
Clotting Disorders


[]
Homesickness

[]
Dental Appliances


[]
Hypertension

[]
Diabetes



[]
Nightmares

[]
Eating Disorders


[]
Seizure Disorders

[]
Eye Glasses/Contacts


[]
Skin Disorders

[]
Emotional/Physical Limitations
[]
Sleepwalking

[]
Frequent Colds/Sinus Trouble
[]
Urinary Tract Infections

[]
Frequent Earaches/Infections

[]
Vision Difficulties

Other:_____________________________________________________________________________

I give permission for the first aid staff of Selah Camp to give my child __________________(name)
Tylenol___ Ibuprofen___ Gravol___ Benadryl____ if needed.  Signature_______________________

Have there been any recent changes in the camper’s family or household?  (Separation, divorce, serious illness, death, new baby, new house, etc.) _________________________________________________

_______________________________________________________________________________

Have you noticed any change in your child since or during this change? ________________________

_________________________________________________________________________________


[image: image1]
DIETARY RESTRICTIONS or CHOICES: _________________________________________________________
SPECIFIC ACTIVITIES TO BE ENCOURAGED OR LIMITED: __________________________________________
MEDICATIONS BEING SENT:  All medications must be in original containers and clearly labeled.

                 Medication Name
         Dosage
       Administration Times
      Reason for Taking

1. ____________________________      ____________      _______________________        _______________________

2. ____________________________      ____________      _______________________        _______________________

3. ____________________________      ____________      _______________________        _______________________

4. ____________________________      ____________      _______________________        _______________________

I GIVE MY PERMISSION FOR THE STAFF OF SELAH CAMP TO GIVE MY CHILD THE ABOVE MEDICAION AS LISTED FOR DOSAGE, AND TIMES.

                                          SIGNATURE
_____________________________________________________________

AUTHORIZATION

1. To the best of my knowledge, this camper does not have a communicable disease, and is physically able to participate in all camp activities except as indicated above.  All medical problems, or conditions requiring ongoing medical supervision or care, have been fully noted. 
2. You have my permission for my child to attend camp and to participate in off site activities.

3.  I give permission for this health information to be shared with the appropriate camp staff and outside medical personnel as necessary.  If the parent cannot be reached, permission is, hereby, given to the Selah Camp staff to take whatever steps it deems necessary to ensure the safety and health of the camper at the parent’s expense.  

4. While every precaution shall be taken to ensure the good welfare and protection of the camper, Selah Camp and Retreat Centre, its owners, staff members or volunteers are hereby released from any and all liability in the event of any accident or misfortune that may occur to the camper.

5. The Camp Director reserves the right to dismiss a camper who she feels is a hazard to the safety or rights of others or who appears to have rejected the reasonable expectations of the camp and will not receive a refund.

6. The person submitting this application are those having legal custody over the child and are legally responsible for the payment of fees and any other expenses/damages incurred by the child.

I, hereby, certify that all information completed in this form is accurate and up to date and I accept all the above conditions.  I will contact the camp, in writing, if any changes occur in the camper’s health status between now and arrival at camp. I give permission for my child’s photos to be taken and used for camp promotional purposes.
Parent/ Legal Guardian Name _________________________ Signature: _____________________________





Please print
Date:__________________________
FOR CAMP OFFICE USE ONLY





PAID IN FULL___________





MED ALERT  ___________





For Female Participants:


Has she menstruated [] Yes  [] No     If no has she been told about it? [] Yes   [] No


If yes, is menstrual history normal? [] Yes [] No


Any special Considerations:__________________________________________________ 











