
Bayview Glen Day Camp
275 Duncan Mill Road, Don Mills, M3B 3H9

(416) 449-7746

Camper Health Information and Consent Form
  No child will be permitted to participate in camp activities if we do not have a completed Health Form for this child.

All Health Forms must be completed by the parents and received by the Camp Office the first Monday in June

Name of Camper:	 _ _________________________________ q  Male

Date of Birth:	  	   _______   ____   ____   ________  _	 q  Female
                              month              day          year        age as of July 1
 
Camper’s Full Address: ________________________________________________________
Camper’s Home Phone: (            )   _________________________

Health Card Number:_______________________________________________(include version code)

Father:	q  Dr.   q  Mr.	 _____________________ 	 ________________________
		                 First Name                                                 Last Name

Tel.  Home: (      ) ____________   Work: (      ) ____________  Cell: (      ) _ ______________

Mother:	q  Dr.   q  Mrs.   q  Ms.___________________ 	 ________________________ 	
		                 First Name                                                 Last Name

Tel.  Home: (      ) ____________   Work: (      ) ____________  Cell: (      ) _ ______________

If separated or divorced:  Which parent does the child live with?    q  Father     q  Mother     q  Both

Are there any restrictions on either parents’ or legal guardian’s access/custody?   q  Yes     q  No

If yes, please provide details: ______________________________________________________

Emergency Contacts, if parents cannot be reached.
	
	 ____________________________ 	 (         )_ _________________	 ___________________________
                           Name                                                       Telephone                                 Relationship to Camper

	 ____________________________ 	 (         )_ _________________	 ___________________________
                           Name                                                       Telephone                                 Relationship to Camper

	 ____________________________ 	 (         )_ _________________	 ___________________________
                           Name                                                       Telephone                                 Relationship to Camper

Allergies (Please specify nature and severity of reaction):

Food 	 _______________________________________________________________________________
	 __________________________________________________________________
Medication_______________________________________________________________
Other__________________________________________________________________

OFFICE USE ONLY
Form Reviewed by 
____________________RN

Epipen / Puffers
Does your child carry an: 
	 Epipen	 q  No   q  Yes
	 Bronchodilator 	 q  No   q  Yes
	 (puffer)

Please select the option which you prefer:
q My camper will carry it at all times in a waist pouch
q Will stay in Health Centre during the day and travel 	
       with my camper on the bus back and forth daily
q Will stay in Health Centre for my camper's entire stay 	
	       at Camp (not travelling back and forth daily)	



Is there any particular encouragement or restriction of (please include MEDICAL INFORMATION ONLY):
Diet			 _ ___________________________________________________________________________________
			 _ ___________________________________________________________________________________
Physical Activity_____________________________________________________________
Other		 __________________________________________________________________
				  __________________________________________________________________

Are all immunizations up-to-date?    q  Yes    q  No

 For your child’s protection and for the protection of other children, we recommend, but do not require, that 	
     your child be examined by a registered Physician prior to attendance at Bayview Glen.

Please review this list and indicate any conditions that your child has experienced:
q	Asthma	 q	Fainting Spells	 q	Lice	 q	Skin Problems
q	Bedwetting	 q	Frequent Nosebleeds	 q	Measles, German	 q	Sleepwalking
q	Chicken Pox	 q	Hay Fever	 q	Measles, Red	 q	Swimmer’s Ear
q	Dental Problems	 q	Headaches	 q	Mononucleosis	 q	Tuberculosis
q	Diabetes	 q	Hearing Problems	 q	Mumps	 q	Urinary Problems
q	Ear Infections	 q	Heart Condition	 q	Previous Surgery	 q	Vision Problems
q	Eating Disorder	 q	Hepatitis	 q	Seizures	 q	Whooping Cough
q	Eczema	 q	Hernia	 q	Severe Abdominal Pain	 q	Other _________
q	Epilepsy	 q	Kidney Trouble	 q	Sinus Problems	 q	Other _________
						    

Weight: 	 Does your child wear glasses?		 q  Yes     q  No
	 Does your child wear contact lenses?    		q  Yes     q  No

Please summarize your child’s current or past medical history:
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Would you like a nurse to contact you by phone prior to camp    q  No     q  Yes
If yes, please provide details (if possible)   _____________________________________________
______________________________________________________________________   



Medications Being Taken

Please list all medications taken routinely (including over-the-counter and prescription products, and whether they are 
taken by mouth, on skin, in eyes, ears, etc …)

	 Name of Medication      	 Dosage 	 When should it be administered?

1._ ____________________________________________________________________
2._____________________________________________________________________
3._____________________________________________________________________
4._____________________________________________________________________

Please remember to send all medication labelled with the name of the child, in the original packaging / bottle 
that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the 

frequency of administration.

Child’s Regular Doctor:  _____________________________________________
Phone #:  (        ) _____________________________ 

•	 To the best of my knowledge, this Health Information Form is correct and the child herein described has 	
	 permission to engage in all camp activities, except as noted.

•	 I agree to notify the Camp Office if there is any change in the health of the child herein described 		
	 between the time of completion of this Health Information Form and their daily arrival at Camp.

•	 I hereby give permission for Bayview Glen Day Camp to release any records necessary for medical or 		
	 insurance purposes.

Authorization For Treatment: 

•	 I hereby give my consent and permission for my child to receive treatment in the BVG Health Centre.

•	 I give permission for the child herein described to be given over-the-counter medication, if 			 
	 necessary for the treatment of fever, allergic reactions, coughs, headache or other minor complaints. 		
	 I understand that these medications will only be given at the discretion of one of the camp nurses.

•	 I understand that in the event of an emergency, attempts will be made to contact me or the 			 
	 emergency contacts immediately. In the event that I cannot be reached in an emergency, I hereby 		
	 give permission for my child to be transported to, assessed and treated in a hospital as deemed 			
	 necessary in the circumstances.

 
Parent’s / Legal Guardian’s Signature: _______________________________      Date: __________________

Please read and sign below:



For Health Centre Use Only
	 Date	 Reason Seen	 Parent Notification
			   (Written or Phone)


