i On 430-18 Concorde Place
m Don Mills, Ontario M3C 3T9
O p tel./ffax: 416.321.8996
fun@TheBandCamp.ca

By TYWO Charity # RR 14073 7966 RR 0001

We want The BandCamp experience to be the best it can be. Please be sure to fill out every detail on this Medical Form carefully; one form per child. If the form is
not completed fully, we will send the form back to you for completion before registering your child. Please attach a school photo or headshot with name on back.

Camper: Last Name First Name O male
O Female
Home address: street City Prov Postal Code
Birth date: yyyy-mm-dd Age as of July 1st Healthcard # Issuing Province
Height: Weight: Immunizations up to date? Date of last tetanus or DPT: yyyy-mm-dd
) Oyes o
ft in Ibs
DPT,MMR,HIB,HepatitisB,Meningitis

Emergency Contact #1 Emergency Contact #2 Family Physician

Name: Name: Name:

Home Phone: Home Phone: Phone:

Work Phone: Work Phone: Approx. date of last examination:

Cell Phone: Cell Phone:

Dmother Dfather Dguardian Dmother Dfather Dguardian Dother We strongly encourage the camper to have a yearly physical

check-up; one per year is covered by OHIP.
Food Allergies: Uno (circle or list:)  Environmental Allergies: Uno Drug Allergies: Uno
peanuts, nuts, lactose intolerant, shellfish, dyes bee stings, pollen, dust/mold, dander, spiders Penicillin, Sulpha, Codeine, Acetaminophen,
Ibuprofen
Other: Other: Other:
Describe reaction: Describe reaction: Describe reaction:

Is allergy life threatening? Oyes Uno
If yes, carries auto-injector? no Wanakit Epi-pen LTwin-Ject Does child know how to use it?  Uyes UWhno

Please indicate any special diet provisions for your child: (e.g. vegetarian, vegan, peanut-free etc.): O no special diet
provisions

Check any conditions that affect your child. Please indicate any other health concerns and/or restrictions below:

U None U Behavioural Concemns U Eating Disorder U Mental Health Issues [ Sleep Walking

() ADD/ADHD O cancer a Hearing Difficulty a Migraines/Headaches ] Stomach Problems
L Asthma U Depression U Homesickness L Nightmares L Thyroid Condition
a Autism/Aspergers a Developmental Delays (other) O Hiv/Aids U Seizures O Ulcers

(L Bronchitis U Diabetes U Heart Condition 1 Sinus/Colds, frequent (A Urinary Tract

a Bedwetting a Epilepsy O Bs U Sore Throats U Visual Problems
U Bleeding Disorder U Ear Infections, frequent U Learning Disability U Skin Conditions U Other (describe):
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Regular Medication:

Medication Dose When Given? For what condition/purpose?

Occasional Medication:

Medication Dose Instructions (circumstances, how often, etc.)

All prescription medications must be sent in the original container with pharmacy label, camper’'s name, physician’s name and instruction. Non-prescription medication
(including vitamins) must come in the original package clearly labelled with camper’s name and instructions. Please check expiry dates. Check medications in with a staff
member on the bus, or with the camp nurse upon arrival at camp by car. We suggest packing your child’s medication containers in a labelled zip-lock plastic bag.

If your child requires an auto-injector (eg. Epi-pen) or inhaler on his/her person at all times, please provide a fanny-pack for this purpose.

Over-the-counter Remedies Please check which of the following our health-centre staff may give to your child, if needed, and sign for consent:

DAcetaminophen (e.g. Tylenol) or leuprofen (e.g. Advil) for pain, fever, inflammation
U stomach or Digestive Aid (e.g. Pepto Bismol, Tums) for nausea, upset stomach, diarrhea U Antihistamine (e.g. Benadryl) for minor allergy relief

DDecongestant/Cough syrup (e.g. Motrin, Tylenol Cold) for cold symptoms L Calamine Lotion for insect bites and/or plant skin irritations
Guardian Name: (print) Signature: x Date: x
Does camper wear glasses/contacts? Oyes Ono

Does the camper have dental appliances? Oyes Uno
Does the camper require hearing devices? Uyes Uno
Special Considerations:

Any specific activities that should be limited or encouraged due to recent injury/illness or for other reasons? Qyes Lno If yes, please explain:

To the best of my knowledge, all medical problems or conditions requiring ongoing medical supervision have been fully noted, the child is physically able to
fully participate in all camp activities except as noted, does not have a communicable disease, and has not been exposed to any communicable diseases
within 3 weeks of the start of camp. | hereby certify that all information completed on this form is accurate and up-to-date. | will contact The BandCamp in
writing if any changes occur in the camper’s health status between now and arrival at camp. | understand that any medical, emotional or behavioural
condition(s) not fully disclosed on this form could result in the camper being sent home at my expense without a refund. | understand that the camper must
be free of head lice and nits before his/her arrival at camp. | understand that The BandCamp’s facility is not a nut-free environment.

| hereby give permission for The BandCamp'’s staff to administer the medications noted above according to the instructions provided. | give permission for
this health information to be shared with the appropriate camp staff and outside medical personnel as necessary. | give permission for the camp to contact
the camper’s physician/specialist. (Please inform your physician/specialist that you have given this authorization.)

In the event of a medical emergency | understand that every effort will be made to contact guardians. In the event that a guardian cannot be reached, |
hereby give consent to The BandCamp staff to take whatever steps it deems necessary to ensure the health and safety of the camper. | will assume full
responsibility for any extra expenses for the treatment of my child that are not covered by the Ontario Health Insurance Plan or equivalent health insurance.

Guardian Name: (print) Signature: x Date: x

CMF-100408 Thank you!



