PHYSICAL FITNESS/HEALTH CERTIFICATE
Surname:_____________________Given name: _________________ DoB:____________ Age:_______     M      F

Address: ___________________________________________________City:______________________________

Province:___________________ Postal code: ___________ Home phone:_________________________________
Physician’s name: _________________________________ Phone #: ____________________________________
OHIP NUMBER: ______________________________Other insurance: ___________________________________
Emergency Medical Conctact Information:

Parent/Guardian:__________________________________Home phone: _________________________________

Business phone: ______________​​____________________Cell phone: ___________________________________
Does the applicant have any allergies?
Yes
No  
(If yes, please indicate below.)

Medicine
Insect bites
Smoke
Plants
Animals
Food
Other

Details:_______________________________________________________________________________________

If your child has a serious or potentially life threatening allergy (bee stings, peanuts, etc.) he/she must come to camp with his/her own personal EPIPEN (or equivalent injectable adrenalin) and camp staff be so notified.

Has had (please check):
Appendicitis
Mumps
Chicken pox
Measles


Rheumatic Fever
Scarlet fever
Heart condition
Kidney disease

Other:  _______________________________________________________________________________________

Is subject to any of the following (check and give details):
Asthma
Bleeding disorders
Back problems
Convulsions
Bed wetting

Headaches
Ear problems
Motion sickness
Sleepwalking
Nightmares

Fainting spells
Diabetes
Cramps
Other____________________________________
Details:_______________________________________________________________________________________

If female, has participant menstruated?    Yes    No               Has she had menstruation explained to her?    Yes     No

Does the participant require special care, medication or diet?
Yes
No

Details:_______________________________________________________________________________________
Has it ever been necessary to restrict applicant’s activities for medical reasons?
Yes
No

Details:_______________________________________________________________________________________
Date of most recent physical examination:__________________Date of last tetanus shot:______________________
To the best of my knowledge, my child is in good health and has not been exposed to any infectious disease in the past four weeks and is physically able to participate in all Camp activities, except as previously indicated.

I hereby give permission to Camp Sidrabene to secure emergency medical and surgical treatment and to provide routine, non-surgical medical care for the child named above while attending Camp Sidrabene.  

Name of parent/guardian: _______________________ Parent/guardian signature: ___________________________
Date:____________________________________
