Town of Ticonderoga

Summer Program 2023

The program will run from Monday, July 10 through Friday,
August 11, from 7:30 AM - 2:30 PM at the Ticonderoga
Elementary/Middle School (towards back of building - the
cafeteria side entrance)

The cost is $10.00 per day.

The registration, medical and health record forms, and
payment can be given to the town clerk at any time. You
can obtain them at the Town Clerk's Office or off the Town's
Website - townofticonderoga.org - Youth Department

Pre-Reaistration and pavment is reauired.

You can choose to send your child to the program every
day or you can choose what days your child will attend.

If you should have any questions please contact the Town
Clerks Office at (518)-585-6677.



Town of Ticonderoga

Summer Program 2023

Age 5 to age 13
Registration fee $10.00 per day

Name:

Address

City State

Zip

Phone

Name of the child{ren) along with the age of the child{ren) that you
are registering for the Summer Program and dates of attendance:

Name Age Dates Attending

Signature

Date
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CAMPER HELTH Dates will aﬂérél‘camp: from

to
y/Year Manth/Day/Yeer

HISTORY FORM 1 Camper Name: _ S S
W] By ARl T oyt EMale  [JFemate Birth Date ____. . Age on arival at camp: |
o MINTVDSY (BT,

veererrreriarees

L e e e e S SR o % i , Nfatudoon o 5 -»
Jo Parent(s)/Guardian(z}: Piease follow the instructions below. Attach a ! information if needed.

1) Complete pagos 1, 2 and 3 of this form (FORM 1) and muake 8 copy.

2}  Send the grginal, signed FORM 1 to camp by the'requestod dafe,

3} Complete the top of FORM 2 (CAMPER HEALTH-CARE RECOMMENDATIONS) and provide the
sony of FORM 1 with FORM 2 fo your child’s heslth-care provide; for review antd completion,

4}  Affer it has bsen completed and signed by your child’s health-cere provider, retum EORM 2fo
camp by the requiested dale,

..I.l.'.lI...I.O.......6l..........IIIll.I....'....l..'l-.l......'.....

Mal! this form to:

[ LA RINTYT YN

Camper Home Address:

“StrestAddrass i Cty Stats Zip Code

Name: to Camper: __Preferred Phones: ( ) { )
Email:
Home Address: 5
(If different from above) Streat Address City Siata Zip Code
Second parentiguardian of d gency contaet:
Relationship
Name: to Camper: Preferred Phanes: ( ). { )
Email;
ﬁabﬁonship
Name(s): to Camper; i Preferred Phones: (__ ) ( )

Allergles: O No known allergies. 3@ This camper Is allergic to: O Food [0 Medicine [ The environment ('lnséd sfings, hay fever, etc.) O3 Other
(Please describe below what the camperIs allergic to and the reaction seen.)

Diet, Nutrition: O This camper eats a regular diet. O This camper eats a regular vegetarian diat.
00 This camper has speclal food needs. (Please describe below,)

Restrictions: O | have reviewed the program and activities of the camp and feel the camper can participate without restrigtions,
O |have reviewed the program and activities of the camp and feel the camper can participate with the following restrictions or

adaptations. (Please describe below.)

E Medical Insurance information: :
i This camper is covered by famlly medicalfhospital insurance O Yes 0O Mo N
Inciude a copy of your insurance cerd if sppropriate; copy both sides of the card so information is readable.

Insurance Company — — Policy Number
Subscriber Insurance Company Phone Number ( )

Parent/Guardian Autharization for Health Cars:

This health history Is comect and accurately reflacts the health status of the camper to whom it pertains. The person described has permlssion to participate in
all camp activitles excopt as noted by me and/or an examining physician. | give psrmission to the physician selected by the camp to order x-rays, routine tests,
and treatment related to the heaith of my chlild for hoth routine health care and In emergency situations. f{ cannot be reached In an emergency, | give my
permission to the physician to hospitalize, secure proper treatment for, and order injection, anasthesia, or surgery for this child. | understand the information on
this form will be shared an a "need to know™ basis with camp staff. | give permission to photocopy this form, In addition, the camp has penmission to obtafn a
copy of my chiid’s health record from providers who treat my chlld and these providers may talk with the program’s staff about my child’s health status.

Signature of Custodial Refationship
Parent/Guardian Date; ______toCamper:

If for religious or other reasons you cannot sign this, contact the camp for a legal walver which must be signed for atiendance. Page 1/4
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CAMPER HEALTH HISTORY FORM 1 Camper Name: e T
[ jedd wd i by Ausecan Camp A piher Aanericas Adadems of Birth Date:
Month/Day/Year

Immunization History: Provide the month and year for each immunization. Starved (%) immunizations must be current. Copies of immunization forms
from health-care providers or state or local govemment are acceptable; pleage sttach to this form.

Immunization Dose 1 Dose 2 Dose 3 Dose 4 Most Recent Dose
Month/Year MonthvYear Month/Year Month/Year Monih/Year

Diptheria, tetanus, pertussis *
DTaP) or (TdaP)

Tetanus boosterk

dT) or (TdaP)

fiumps, measles, rubella
MMR)

Polio*

(PV)

Haemophilus influenzae type B
HIB)

neumococcal
PCV)
epatitls B

Hepalitis A

\Varicella OHad chicken pox
i chicken pox) |Date:
IMieningococcal meningitis
(MCV4)

[Tuberculosis (TB) test | Date: |0 Negative O Posttive |

If your camper has not been fully Inmunized, please sign the following statement: | understand and accept the risks to my child from not
being fully Immunized.

Signature of Custodiat Relationship
Parent/Guardian: Date: to Camper:

Madication: O This camper will not take any daily medications while attending camp. (mm.}. mdude m(d ICO\‘}IM ava‘_r)
O This camper will take the foliowing daily medication(s) while at camp:

"Medication” is any subsianoe a person takes to maintain and/or improve their heaith. This includes vitamins & natural remedies. Please review camp
Instructions : sd packeging/containers. Meny states require originel pharmacy containers with labelg which show the camper’s
name and how the medlcation should be given. Provide enough of each medication to last the entire ime the camper will be at camp.

ame of medication] Date started "~ Reason for taking it When it Is given Amount or dose given How it is civen

D Breakfast
OLunch
(Dinner
OBedtime
OOther time:
CBreakfast
Olunch
CIDinner
[OBedfime
OOther time: ] 1
OBreakfast | |
OLunch | |
ODInner
DBedtime
DOOther time:

| —i L

—

The following non-prescription medications may be stacked in the camp Health Genter and are used on an as needed basis to manage lliness an- injury.
Cross out those the camper should not be ziven. ’

Acetaminophen (Tylenol) : Ibuprofén {(Advil, Motrin) -~
Phenylephrine decongestant (Suesfed PE} Pseudoephedrine decongestani-Sudafad)
Antihistamine/allergy med > Gualfenesin cough syrup itussin)
-ilamine/allergy medicine (Benadryl) Dextromethorphan | 8yrup (Robltussm DM)
Generic cough dizrs
or cream (Nix or Elimite) Anﬂ:ctic/crx(
i { Aloe
ives for constipation (Ex-Lex) Bls 1 subsalicylate for diarrhea {Kaopectate, #epto-Bismol)

Copyright 2008 by American Camping Association, Inc. Page 2/4 Rev. 1/2007 LEE/EAW




Camper Name:
5 First Middls Last
| Birth Date:

CAMPER HEALTH HISTORY FORM 1

Month/Day/Year

General Health History: Check "Yes” or "Nao® for each statement. Explain “Yes” answers befow.

Has/does the camper:

1. Ever been hospitalized? .0 Yes 0O No 11, Had fainting or dizziness? . ; 0O Yes 0O No
2. Ever had surgery? ........c.ceccmmeninnnene .0 Yes 0O No 12. Passed out/had chest pain during q‘xer‘cise? . .0 Yes [ No
3. Have recurrent/chronic illnesses? ....... . OvYes 0O No 13.Had mononuclgasis "mono”) during the past 12 months?... 0 Yes O No
4. Had a recent infectious disease? ....... .0 Yes D No 14, If female, have problems with periods/imenstruation?. .. O Yes 0O No
5. Had a recenmt infury? ...oucimensnmenen .0 Yes (I No 15. Have problems with falling asleep/sleepwalking? ............... O Yes 0O No
6. Had asthma/wheezing/shortness of breath?...... 01 Yes [ No  16. Ever had backfoint problems? . .0 Yes O No
7. Have qigbetes? ... eeeeciecremecavereanees .00 Yes [ No 17. Have & history of bedwetting? . .0 Yes 0 No
8. Mad selzures? O Yes 0O No 18. Have problems with diarhea/constipation? . 0 Yes 0O No
9. Had headaches? ' O Yes DO No 19.Have any skin prablems? === .cvsveseonnend O Yes 0O No
1D. Wear plasses, contects, of profective syewear? [ Yes [1 No 20, Traveled outside the country in the past B monthE7....ewn. O Yes D Neo

Please explain “Yos" answers in the space below, nofing the number of the questions. For travel outside the country, please name countries visited
and dates of travel.

Mental, Emotional, and Soclal Health: Check "Yes” or "No” for each statement. :

Has the camper:

1. Ever been treated for attentlon deficit disorder (ADD) or attention deficithyperactivity disorder (AD/HD)? woane O Yes O No
2. Ever been treated for emotlonat or behavlorai difficulties or an eating disorder? O Yes 0O No
3. During the past 12 months, seen a professional {6 address menial/femotional health concems? . .0 Yes DO No
4. Had a significant life event that continues to affect the camper's life?. O Yes O No

(History of abuse, death of a loved one, family change, adoption, foster care, new sibling, survived a disaster, others)
Please explain “Yes" answers in the space below, noting the number of the questions. The camp may contact you for additional information.

Health-Care Providers:

| Name of camper's primary doctor{s): R - _ Phone: (_ ) |
| Name of dentist(s): B ) - Phene; ( y
; |
Name of orthodontist(s): — — . Phoné" {_ )

What Have We Foraotten to Ask? Please provide in the space below any additional information about the camper’s health that you think important or |
that may affect the camper's ability to fully participate in the camp program. Atfach additional information If needed.

|

Parents/Guardfans: STOP here. The rest of this is form is completed when the camper amives at camp. Keep a ;:::py for your records.

Copyright 2008 by American Camping Asseciation, Inc, Page 34 Rev. 1/2007 LEEEAW




Ticondrroga Summer Youth
"’Hogmm

Individualized Orders for: Camper’s Name:

Prescription Medications

Birth Date: Weight:

Drug Name | Route Dosage Indication Comments

Camper’s Health Care Provider Name:

Address; . o

License#: Phone #:

Dr. Signature: B Date: / -

Favent SfynawLuve o ——



Camper Name:

O Screenirig has been conducted according to camp protocol and sigrificant findings noted as follows:

A, Any signafsymptoms of illness or. injury upon armival?.........veueeeess ... No [ Yes az noted below
B. History of exposure to communicable disease’? 00 No [ Yes as noted below
C. Additione er corections to information on this heslth history?............[0 No [ Yes as noted below
D. Medication given to heelth-care. staff?..., O No 0O Yes as noted below
E. Any signs/symptoms of head lice?..... O No D Yes as noted below

Provider notes: (date/time/initial all entries)

First Middle Last
Birth Date:
Month/Day/Yasr
Individual Health Record {(For Camp Use Only)
initial Scresning DatefTime: Initinls:

Exit Note: Check ons of the following;
O Left camp this day with no reparted iliness or injury sympioms.
O Left camp this day with the following probiem/concerh:

This person was told about the problem and instructed about follow=up as noted above:

‘DatefTime: _ Initials:

Copyright 2008 by American Campling Assodiation, Inc. Page 4/4
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