In acoordance with the J05 CMR 430, T80 of bhe Md Dapt. of Health

Camp Code
MEN'S ICk HOCKEY
{Print Cleariy) MEDICAL INFORMATION FORM (Frimt Claariy}
FULL MAME: D.0.B.:
ADDRESS: Malet O  Female: O
CImy: STATE: 2P
TELEPHOME: Home # _ _ Work & _

CELL PHOME: Dad #

Mom #

MANDATORY: Please attach a copy of this year's school physical (Tt bas all o fyoor childs immuniraticns and yoor Doctor 5 signatune).

IMEUNLIZATIONS: Dose 1 | Dose ? | | Dose 3 | Cosed | Dose 5 |
ks for sach dose.}
Hep B
DTP/DT/DTaP
Td
OPV/IPY
MMR
O Chicken Pox: Age:

Varicella (Piasse coack)
Wisight__ Heigh: BP:

Yes MO (Phoasa Check ¥ Appiicaiie}

] O OOMild O Moderate O Severe [ Esercise Inducec

O d Amies. [ Medication [CFood [ Seasonal [ ther_

] ] i jon; Onset O Foed O Lstes

O O .EEIMH.EEIIJE T YES, please include a doctors order stating emergency use of pen

] O Digbetec: OTyoeI O Typell

] | i I

(Plaasa Chack]

Restrictions: The following restictions apphy to this individual -

Distzry
[0 Does rok eat red meat
[0 Does not eat poulry
O oeher (desoribe)

O Does not eat pork
O Dwes not eat seafood

O Does not eat apgs
[0 Does not eat daiy oroducts

General Health History that apolies to this individual

Ay Pecent injury, 1ness of infectives deense?
Harwe: 3 chennkc or recurring Bress?

Ever bean hosplallzed?

Ever bl swrgery?

Harwe: frequint hasdaches™

Ever hawe a haad Injary?

Ever Batisn krecciisd unconscious?

Wear glasses, contacts?

Ever bl Fresguent sar Indections?

Ever passad out during or afber ewercie?
Ever been dirry during o after exercise?
Ever had selrunes?

Ewer had dhest pains during o atter eoencise?
Ewer had high bicod pressure?

Yes

OoO0oooooooooon

oOoooooooooooooz

Ever bean disgrosad With & F2ar mumms?
Ever had back probiems?

Ewer had probbem with joints? (L& mee, ankde)
Have an orthapedic sppllince for camp”
Have sy shin problems? {Le. acne, rash)
Had mononuckeosis In the past 12 months?
Had problems with damr 7
Haee: probilens with shespwalidng?

Haee: & hisboey of bisd-weetting?

Ewer had an eating discrder™

Ewer had emotional difficulties tor which
Professional help was sought?

0O OOoOoooooooog
0 OOOoooooooog

Elaric axeiio pry P LAENEE 08 IO S8IG,



Explanation of "YES" answers from previous page.

Jmmmujmsmm:mmmmmaﬂ«mmmmmmmwmerea-em:-
apparent contraindications fo participating in roating bockey camp actities

Diate of Last Prhyscalz Physician's Name:

Physician's Address:

Physician's Teleghone #:

Today'sB@mDate:
—_— Phiysician's Spnature

The FarvelyGuaroian by higTer donature demes Mar any sigrificant healh problems fave ocoerned since the above date,

Todsy'sDete:

CONSENT TO TREAT
T grant & imveckoal personned of Dynamic Skating pesmis<ion 1o prowie medical care B conoions, which arie during panticatkn i the
Dynarmic Skading Hookey Sohool Every Tt will be made fo conia pareats B Specific pestrission i general anethebic &5 indicated. T hendly
authevire M adminitration of whalever medical or surgical rastment may, i e fuolpment of the plysican, be nevessary and advisales Br my
chilsl, Dynamic Skating is not responsiie for partiopants who arve sick o infureal (See Polcy Letter]

— (Child's Name)

{Parent or Guardian Signature) — R [Dat=]

Required
MUST BE FILLED OUT

EMERGENCY INFORMATION: (If parents cannot be reached)

NAME: RELATIONSHIP:
TELEPHOME: Home # Work #
(CELL PHOMNE: # EMATL ADDRESS:
Required
MUST BE FILLED QUT
A A H
Policy Holder: Policy Holder DuOLB.:

Policy Holder Sodal Security # -
Comparty Policy is held with:

PO Box # and address of Insurance Company:

200 # of Insurance Company:

Additional Informetion:

[ acoordance with the 105 CMR 430 160 of the MA Depl. of Health



Administration of Prescription + Non-Prescription Medication

to a Camper or Staff Member
In sccordance with be 10F CMS 450 160 of the M Dept. of Heaith
(To be completed by Parent/Guardian) Camp Code # ____

NAME OF CAMPER:

NAME OF PARENT/GUARDIAN:

TELEPHCNE: Home # _Work #
CELL PHOME: Dad # Mom #

EMERGENCY #: MNAME

FOODYDRUG ALLERGIES:

Please list ALL medications (including ower-the-counter or non prescription drug) taken routinely. Bring
medication to last the entire time at camp. Keep original packaging/bottle that identifies the
prescribing physician (if prescription drug), the name of the medication, the dosage, and

e Na Non-Prescription Medication
= = Allowed to take "ower the counter” medications during camp stay (Adwil, Tylenal, Turs, et}
‘fag No Prescription Medication
o = Prescription Medications will be taken during camio stay, Please list each drug separately in the baxes below
[ This includes inhalers/epi pens).
Mame of Medication:
Diose given at Camp: - (e, Lx/day, 2oiday) Duration of Order:

Spacific Directions (2,9., on an emoty stomach/with meals/zt bed time)

Specal Storage Requirements:

Mame of Medication:

Dot_gh " (ie, La/day, 2efday) Duration of Order:

Spacfic Directions (,9., on an emoty stomach/with meals/z bed time)

Soecial Storsge Requirements:

Mame of Medication:

Diose given at Camp: (ie. 1x/day, 2oiday) Duration of Order:

Specfic Direcions (8.g., « o emoty stomach fwith meals/at bed tme)

Special Storsge Requirements:

T Derant ;"' '."';."' S T lié_}"ﬂ.’d‘l’:l‘?‘ﬁpl;ﬁﬂ‘!“ T



