Camp Odonata

Camper Application Form
Please return by August 3rd, 2012  to:
   Mail:      Camp Odonata                      or Email: campodonata@gmail.com          
        

                   P.O. Box 2449,     

                   Wolfville NS, B4P 2N5
Personal Information
Applicant’s Full Name: ___________________________________________________________________

Nickname:_________________ T-Shirt Size (circle one): Child: S  M  L or Adult: S  M  L  XL  XXL
Address: ______________________________________________________________________________

City/Town: ____________________ Province: ____________________ Postal Code: ________________

Home Phone: ​__________________________ E-mail: _________________________________________

Age: _________ Birthdate: _________________ Sex: (circle one)  Male    Female

Parent/Guardian: _______________________________ Relationship: _____________________________

Address (if different from above): ___________________________________________________________

Home Phone: _______________________________ Work Phone: ________________________________

Referred by: ___________________________________________________________________________

It is important that we are able to provide a useful and meaningful experience for your child. You can help us by answering the following questions related to your child’s bereavement and health history. Your frankness will allow us to provide the most effective support for your child. Thank you.

Information requested on this form is for use by Camp Odonata only, and will not be shared with any other persons or organizations.

	Office Use Only
App. Rcvd ______________            Note sent_______________            Meet/call _______________   Packet sent ______________            Grief AX # _____________                                                        Released signed:     Med/Emergency       Admin. Medicine         Image Use        Research Consent


About the Person who died
Name of deceased: ______________________________________ Relationship to child: ______________

Date of Death: ___________________________________________  Age of deceased: _______________

Nature of death (please check one)


​___
Illness


___
Accident


___
Murder


___
Suicide


___
Other: ____________________


Please give a brief account of the death (type/length of illness, type of accident, etc.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Place of death (please circle one)
Home
Hospital       Other

How would you describe your child’s relationship with the deceased?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Bereavement History

Age of your child at time of death: ______________________________

Is this the first experience of death for your child? (Please circle one)
Yes
No

If NO, please list the relationship of the other person(s) who died and the nature of the death(s): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

General Information








(Please circle one)

Has your child been told the facts about the death?

Yes
No

Was your child present at the death?


Yes
No

Did your child attend the viewing?



Yes
No

Did your child attend the funeral?



Yes
No

Has your child received counseling related to the death?
Yes
No

If YES, please comment: ____________________________________________________________________________________________________________________________________________________________________________

Since the death, has your child shown any of the following feelings/behaviors?

(Please check all that apply)


__ Belief that illness/death was his/her fault


__ Belief that illness/death is a punishment


__ Loss of interest in usual activities


__ Nightmares about illness/death

__ Problems in school/declining grades

__ Withdrawal from family/friends

__ Seems angry a lot

__ Changes in eating/sleeping habits

__ Always trying to act “perfect”

__ Changes in weight

__ Changes in how he/she feels about self

__ Expresses wishes to die

__ More accident prone/more injuries than normal

__ Recent problems with the law/vandalism

__ Caring for others by not caring for self

__ Complaints of headaches/stomachache/backache, etc.

__ Lack of energy

__ Other: _______________________________________________________________________

Please comment on any checked items:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have there been any other losses, changes, or stress in your child’s life since the death (i.e., divorce, illness, move/change of address, etc.)? (Please circle one)
Yes
No

If YES, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please comment on your goals for your child related to Camp Odonata:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What do you believe your child’s goals are related to Camp Odonata?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Health History
How would you describe your child’s health? (Please check one)


__ Excellent


__ Good


__ Fair


__ Poor

Please check all of the following that apply to your child:


__ Allergies: ____________________________________________________________________


__ Anxiety


__ Asthma


__ Constipation/diarrhea


__ Seizures


__ Diabetes


__ Drug/alcohol use


__ Ear infections


__ Emotional/behavioral problems


__ Epilepsy


__ Fainting


__ Hearing impairment


__ Heart disease


__ Menstrual cramps


__ Motion sickness


__ Nosebleeds


__ Vision problems



__ corrected with glasses



__ corrected with contact lenses


__ Other (please specify) __________________________________________________________

Please explain any of the items checked above: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Within the past year, has your child had any serious injury or operation? (Please check one)   Yes     No

If YES, please give date(s) and explain:

____________________________________________________________________________________________________________________________________________________________________________

Has your child spent the night away from home before?
(Please circle one)
Yes
No

Since the death, has your child spent the night away from home?


Yes
No

List any medications your child will need to take to camp (prescription or over the counter):

______________________________________________________________________________________

Please list/describe any special needs (dietary or others), limitations or other medication information regarding your child:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Permission to Seek Medical Attention
Doctor: _____________________________________________ Phone: ____________________________

The information in the bereavement and heath history is correct to the best of my knowledge. 

I give permission for this information to be shared with the Camp Odonata staff working with my child.

I give Camp Odonata permission to administer first aid (including over the counter medication) to my child in the case of minor emergency.

In the case of emergency, I understand every effort will be made to contact me. In the event I cannot be reached, I hereby give permission to the physician selected by Camp Odonata staff to secure proper treatment including hospitalization, anesthesia, surgery, or injection of medication for my child.

Child’s Name: ______________________________ Health Card #: _______________________________

Physician: __________________________________Phone: _____________________________________

Parent/Guardian Signature: _______________________________ Date: ___________________________

(Please circle one)
Parent

Legal Guardian

Request to Administer Medication
I request that the staff of Camp Odonata administer the following medication to my child, ______________________________________, for the duration of the Camp.

Medication: ______________________________________ Dosage: ______________________________

Administration Times: ___________________________________________________________________

Medication: ______________________________________ Dosage: ______________________________

Administration Times: ___________________________________________________________________

Parent/Guardian Signature: _______________________________ Date: ___________________________

(Please circle one)
Parent

Legal Guardian

Permission to Use Image
I hereby grant permission to Camp Odonata to use images of my child, ___________________________, in the Camp Video and for promotional purposes. This may include still photos or video images used in brochures, press releases or presentations.

Parent/Guardian Signature: _______________________________ Date: ___________________________

(Please circle one)
Parent

Legal Guardian
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