THE HARRY BRONFMAN Y COUNTRY CAMP MEDICAL FORM

PRIVATE 
Medicare/OHIP Number                                                        Expiry Date                     
         Name _________________________________________________________                            

Family Doctor                                                   _      Phone (        )_______________
Date of Birth  _                        _ Age at Camp ​__​​​​​​​_____ Home Phone (       )______________

Person (other than parents) to contact in case of emergency:



Home Address                        __                      
_______________________________










(incl. City+postal code)

Name:                                 

    Phone (         )                                  
Mother’s Name _________________________ Father’s Name ________________________

Relationship                                                             




Mother’s Office # (         )    
  __     _ Father’s Office # (       )__            _______         





















Mother’s Cell # (         )           __      _     __  Father’s Cell # (_____)____________________ ________________________________________________________________________________________________________________________________________________ 

Allergies to Medications?  





___

 Allergies to Foods? _______________________________________________________

Other allergies not above?                                                                                    ___                    





  

__
_______ 
Current medical/psychological/social conditions – treatments, etc. ___________________________________________________________________________________________

Special needs - medications​​​​​​​​​​​: _______________________________________________________________________________________________________________________

(Please send sufficient medication to cover the camper's entire camp stay. Make sure instructions are clearly written.)

Special needs (physical and emotional/psychological) ongoing or in the past: ________________________________________________________________________________ 

Has the camper ever been diagnosed with ADD (Attention Deficit Disorder)?   YES ( 
   NO(              Has camper/staff had chicken pox?  YES (  
   NO  (
Is camper/staff fit for all activities? YES(  NO( If no, specify: ____________________________________________________________________________________________

Comments: ​​​​​​​​_____________________________________________________________________________________________________________________________________

**Date of last tetanus shot (In the vaccine booklet, this may be listed as: Quadracel; Adacel; Boostrix; Pentacel; d2T5 or Tetanus) ​​_________________________________ 




If it has been more than 10 years since the last tetanus, please see your MD to have it updated, before camp begins

PARENT/STAFF CERTIFICATION:  THIS MEDICAL FORM FULLY


Medical Purchases:
DISCLOSES ALL CURRENT AND PAST MEDICAL/PSYCHOLOGICAL

Should there be a need to purchase medication (e.g. antibiotics) for your child at camp,

INFORMATION REGARDING ME/MY CHILD. Y COUNTRY CAMP CANNOT                    you will be contacted. The following is required:

ACCEPT RESPONSIBILITY FOR PREVIOUSLY KNOWN CONDITIONS


THAT ARE NOT DISCLOSED ON THIS FORM.




Insurance Co. _____________________________   or   ( RAMQ

Parent or Staff Signature  _______________________________________

Name of Policy _____________________________ Policy # or Card # ___________________ 
Date _____________________________





Visa □     Mastercard □ #_____________________________ Expiry Date ______________

Return completed form to: The Harry Bronfman Y Country Camp, 5400 Westbury, Montreal, Quebec, H3W 2W8

Submission of this form is a pre-condition of entry to camp 
