
Parents Medical Form (Form 2 from list)
                                                                                       PLEASE RETURN THIS FORM NO LATER THEN MAY 1st
This needs to be filled out by the parent
[bookmark: _GoBack]
Hemophilia:  Yes_____    No_____     Type A_______     Type B_______
Von Willebrands Disease:  Yes ______  No______  Type _______________________
Delta Granule Storage Pool Deficiency:   Yes ________   No ________ 
Factor Product: __________________ Prophy dose:____________   Emergent dose: ______________
   If on a Prophy schedule which days does your child infuse:  _________________________________
Amicar dose:_____________________________________  Stimate dose: _______________________
What type of IV line does your child use for infusion:    Port ______   size of Huber needle __________
   PICC/Broviac ______   Butterfly/winged infusion set ______   Butterfly needle gauge/size _______
Does your child self infuses:  Yes__________   No __________
If not, what are the feelings regarding self infusion? ____________________________________________________________________________________________________________________________________________________________________________________________________
Does your child have any other medical conditions the camp staff should be aware of?  If yes, please explain and include the diagnosis (ie: asthma: uses inhalers daily/seizures: daily medications/ADHD: uses medications) ____________________________________________________________________________________________________________________________________________________________________________________________________
OTHER MEDICATIONS:  Medications other than factor (please include the name of medication, dose and frequency.  If the medication is on “as needed” basis indicate this on the list.) This also includes herbal or natural medications. 
1. ___________________________________________________________________________________________
2. ___________________________________________________________________________________________
3. ___________________________________________________________________________________________
4. ___________________________________________________________________________________________
5. ___________________________________________________________________________________________
6. ___________________________________________________________________________________________
DOES YOUR CHILD HAVE ANY ALLERGIES TO MEDICATIONS, INCLUDING OVER THE COUNTER MEDICATIONS?  If yes please give specific details :
____________________________________________________________________________________________________________________________________________________________________________________________________
EMERGENCY CONTACT:  Name of person/s to contact in case of an emergency if the parents or guardians  are not available.
NAME (s) _____________________________________________________  Phone # (s)___________________________
I understand that making any false statements on this form will be sufficient for non admission to the camp.  I hereby guarantee the correctness of the above information.  I authorize investigation of all statements herein and release the camp and all others from liability in connection with camp and services provided, etc for my child.
Parent’s signature________________________________________________________   Date _______________________________
Print name __________________________________________________________________________________________________
