Northland Youth Music Program Health Form

Student Information:

	Student Full Legal Name: 

___________________________________________

Preferred Name:


	Birthdate:
	Age on 1st day of camp:
	  Male

  Female

	Street Address:


	City, State, Zip


	Cell Phone:

(          ) 
	Instrument (s):


Circle camps your child will be attending     : Week # 1Concert Band 

Week # 2 Jazz Band

My child will be:



On campus


Commuter

Contact # 1 Information:

	Legal Guardian #1 Full Legal Name:


	Relationship to student:
	Email Address:

	Home Phone#:

(           )  
	Work Phone #:

(            )
	Cell Phone #:

(           )        

	Street Address:


	Work Extension or Department:
	Other Contact info:



	City, State, Zip:


	Employer/Company Name:
	


Contact # 2 Information:

	Legal Guardian #1 Full Legal Name:


	Relationship to student:
	Email Address:

	Home Phone#:

(           )  
	Work Phone #:

(            )
	Cell Phone #:

(           )        

	Street Address:


	Work Extension or Department:
	Other Contact info:



	City, State, Zip:


	Employer/Company Name:
	


Immunizations:

	Date of Last Tetanus Shot:
	Please provide a copy of immunization record.

	Are all immunizations up to date?     Y    N
	If no, explain:


Allergies:

	List allergies:
	Reaction (hives,breathing problems...)
	Medication ( benadryl, epi pen)

	
	
	

	
	
	

	
	
	


Student Name:_______________________________________
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	Heart Condition Y    N

Describe:


	Seizure Disorder  Y  N

Describe:
	Diabetes   Y    N

Type I   Type II

Please Supply Dr's. Orders for care @ camp


	Activity Restrictions:  Y  N

Describe:

	Developmental Delays

Y     N

Describe:


	Mental Health Issues

Y     N

Describe: 
	Other Medical Conditions:


	Past Surgeries or Hospitalizations:


Complete this section if your child has Asthma:

	Asthma  Y   N 

Circle one:

Mild Intermittent

Mild Persistent

Moderate Persistent

Severe Persistent

Exercise Induced

Cough Variant
	Rescue Inhaler 

Student will Self Carry:

Y       N

I will supply an additional inhaler to be kept by staff.

Y      N
	Triggers:

Does your child have an asthma action plan?

Y     N

Please provide a copy 
	Other Asthma Info:

Has your child been hospitalized for asthma issues?   Y   N


Insurance:

	Insurance Company Name:

	Policy Number:

	Group Number:


Accommodations and Special Instructions:

	Explain any accommodations your child will need to participate in this camp?



	Describe any limitations or restrictions on your child's activities:



	Hospital  choice if medical treatment is needed:         St. Mary's        St. Luke's            No Preference


By signing below as parent or guardian, you are giving NYMP your consent for the following:

I give consent in advance for medical treatment at an appropriate facility in case of illness or injury.

I give consent for my child to participate in all camp activities.

I give consent for camp staff to transport my child as needed.

I give consent to NYMP for emergency treatment of my child

I will be financially responsible for any medical care that is not covered by my medical insurance.

	Signature of legal guardian:
	Date:

	Relationship to child:
	


MEDICATIONS AT CAMP

Student's Name: ____________________________________________
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NYMP supplies the following to students with parental consent.  Please indicate and initial if your student may have the following medications at camp.  Dose will be determined by student age and manufacturers' instructions.

	Ibuprofen:

YES  ___________

          initials

NO
	Tylenol:

YES___________ 

       initials

No
	Hydrocortisone Cream for itching

YES ___________

        initials

NO


Medications this student is bringing to camp:

If your child will be under the age of 18 while at camp medication or medical devices can be self administered with approval of the nursing staff or administered by camp staff.  Some prescription medications (controlled drugs such as ritalin) must be supervised and stored by camp staff.

All medications must be supplied in the original packaging and FDA approved.  Prescription medications must have a pharmacy label indicating the student's name, medication name, dose prescription number, Physicians name, date prescribed and instructions for use.  Inhalers and epi pens may be carried by students.

Please send only enough medication to last the duration of camp.

Please select and initial one of the following:

________________No medication (prescription or over the counter) has been brought to camp.  

________________My student is age 14 or older and may administer the medication or operate the medical device.

________________Nursing staff will administer the medication or operate the medical device for my student.

	Medication Name
	Reason for taking
	Dosage (mg)
	Time(s) to be given
	Side effects
	Prescribing Dr. Name
	Dr.'s Phone number
	# of pills

	
	
	
	
	
	
	(      )
	

	
	
	
	
	
	
	(      )
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Special instructions for medications: 

I request that the above medications be give at camp.  I give permission for the medications to be administered by camp nursing staff or designee.  I give permission for nursing staff to consult with licensed prescriber about above medications or medical conditions treated by these medications.  I release camp personnel from liability in the event of an adverse reaction as a result of taking this medication.

Guardian signature: __________________________________________________________  Date: _________________

_________________________________________________________________________________________________

To be Completed by Camp Staff at Check in:

Will parent/guardian be available at the numbers supplied during camp?___________

Medications received match the information and amount indicated above. _______

Are there any changes in the students health status, medications or related information since this form was completed?________

