HEALTH QUESTIONAIRE

We would like to have as much information on your child’s visual impairment as well as any other information on any other disability your child may have.  Please take the time to answer the questions below.  This will be beneficial for the counselors and specialists working with your child to understand their needs better.

Please check which classification your child falls into:

______ Class B1:  No light perception in either eye up to light perception, but inability to recognize the shape of a hand at any distance or in any direction.

______ Class B2:  From ability to recognize the shape of a hand up to visual acuity of 20/600 and/or a visual field of less than 5 degrees in the best eye with the best practical eye correction.

_______ Class B3:  From visual acuity 20/600 and up to visual acuity of 20/200 and/or a visual field of less than 20 degrees and more than 5 degrees in the best eye with the best practical eye correction.

_______ Class B4:  From visual acuity above 20/200 and up to visual acuity of 20/70 and a visual field larger than 20 degrees in the best eye with the best practical eye correction.

Please answer the following questions:     Please be as specific as possible!

1.  My child has difficulty going from dark to light places?   Yes     No

Explain:_________________________________________________________________

2.  My child has difficulty going from light to dark places?  Yes    No

Explain:_________________________________________________________________

3.  My child has a good sense of peripheral vision?  Yes     No

Explain:_________________________________________________________________

4.  My child has good sense of central vision?   Yes    No

Explain:_________________________________________________________________

5.  My child has tunnel vision?   Yes    No

Explain:_________________________________________________________________

Disability (mark all that apply)

_____ Learning Disabled


_____ Cerebral Palsy


_____ Mentally Retarded


_____ Down Syndrome


_____ Physically Impaired


_____ Multiple Sclerosis


_____ Hearing Impaired


_____ Autism


_____ Brain Injury



_____ Speech Impaired


_____ Spina Bifida



_____ Emotionally Disturbed


_____ ADD/ADHD



_____ Other _____________

Behavior (mark all that apply)

_____ Hyperactive



_____ Hits others


_____ Temper Tantrums


_____ Socially Isolated


_____ Loud or Abusive Language

_____ Inappropriate Sexual Behavior

Cognitive Ability _________________________________________________

Communication Skills ______________________________________________

Mobility
Walks without assistance ______
Walks with use of cane ______



Walks with other device _____ Explain, ______________________



 Uses a wheelchair ______

Specify type and degree of assistance if required in each area:

Eating ________________________________________________________

Toileting _______________________________________________________

Uses protective undergarments? ________________________________

Additional information about the athlete that you would like to share with the staff?

_____________________________________________________________________________________________________________________________________________________________________________________________

MEDICATION INFORMATION

Name of Parent: _______________________ Name of Camper: ____________________

Please List all medication your child is currently taking:  Please Be Specific!
	Name of Drug
	Dose
	Frequency and & Times Given
	Side Effects

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Over the Counter Medications
The following is a list of over the counter medications that may be used by our Director(s)/Camp Nurse for minor discomfort.  Medications will be administered according to package recommendation for dosage administration for the following: minor aches, fever, cramps, headaches, sprains, sinus congestion, diarrhea, sunburn, abrasions, stomach ache, indigestion, sore throat, cold/allergy symptoms and cough.
Please check those medications you would NOT want your child to take.

( Tylenol



( Advil



( Sudafed

( Benadryl



( Immodium



( Peptobismol

· Chloraseptic Throat Spray
            ( Tums



( Cough-Drops
· Cold/Sinus/Allergy 



I have reviewed the above list of over the counter medications used at camp and give my permission for administration as per recommended dosage with the exceptions noted.  I also understand that the generic formula for these products may be used.

_________________________________________________________________

Parent/Guardian Signature

Printed Name

Date

Please send any OTC medicines that are frequently or occasionally used by your child to camp with their name on it!  

