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	Camp Fish Tales
2177 E Erickson Rd. 
Pinconning, MI  48650
Toll Free: (866) MY-TALES
Office: (989) 879-5199
www.campfishtales.org

Online Registration Supplement

Camper Name:  ____________________________________________________________________                                                                                      
Camper Information: 
The following is very important. We need this info to give the best camp experience. Please be sure to complete all fields.

	Personal Likes and Dislikes:

	What do you / the camper enjoy to do? (Any hobbies, or interest?)



	How would you describe your / the campers personality? (Alert, easy going, shy, moody?)



	Eating Habits:

	Please describe your / the campers eating habits. (Good, fair, poor?)



	Please describe any special diet in which you would like the camp to follow?



	Sleeping Habits:

	Do you / the camper need any help during the night or at bedtime? (Night Bracing, Dressing, or needing direction)



	Can you / the camper turn in bed without help, or is there a special position you sleep in? 



	

	

	Orthopedic Equipment:

	Do you / the camper wear any types of braces? (please include body, leg, hand splints or anything worn during normal activities)



	Is a lifter used to move you / the camper, if yes will it be brought to camp? 

	Communications:

	Do you / the camper speak? If difficulty speaking please describe. (uses sign language, writes out words)



	Are you / the camper visually impaired?

	Mobility:

	Can you / the camper transfer yourself? (bear weight on arms)

	Do you / the camper require range-of motion exercises?

	Medical Section: 
Please check the box if you / the camper had or are subject to the following:

	· Apnea

· Fatigue

· Repertory Problems

· Appendicitis

· Frequent Colds

· Serious Illness

· Asthma

· Hearing Problems

· Serious Injury

· Bed Wetting

· Heart Defect

· Skin Breakdown

· Bladder Infection

· Heart Murmur

· Seizures

· Bleeding / Clotting Disorder

· Hernia

· Skin Problems

· Constipation

· Homesickness

· Sleepwalking

· Cramps

· Hysteria

· Special Fears

· Dentures / Bridges

· Headaches

· Surgery

· Diabetes

· Indigestion

· Throat Infections

· Diarrhea

· Kidney Disorder

· Tonsillitis

· Ear Infections

· Menstrual Problems

· Violence

· Epilepsy

 Date of last cycle:

· Other:

· Eye Problems

· Nausea

· Fainting

· Nervous Condition



	

	Allergies: 
Please list any allergies and also your / the campers reaction next to them.

	Foods:

	Hay Fever:

	Insect Bites:

	Ivy Poisoning:

	Penicillin:

	Medications:

	Other:

	Diseases:

	Do you / the camper have a “current” Infectious disease? If yes, what?



	Have or have had:

	· Chicken Pox
	· Measles

	· German Measles
	· Mumps

	· Hepatitis
	· Rheumatic Fever


Medical Release:
To whom it may concern,

The health history provided is correct so far as I/we know and the person herein described has permission to engage in all prescribed camp activities, except as noted by me/us and/or examining physician. I/we certify to the best of my/our knowledge, the camper does not have any contagious disease or condition. I/we also understand that the camp is not responsible for illness due to previous poor health conditions. 

If there is an emergency while you/ the camper is at Camp Fish Tales or going to and from camp, I/we authorize the director or medical staff of the camp to use their best knowledge to select and designate nurses, physicians, and/or surgeons to furnish nursing medical and/or surgical care should it prove to be necessary and the admittance to a hospital in case of emergency. 
As a parent/guardian or adult camper, I/we herby authorize treatment by a qualified and licensed physician in an emergency which in the opinion of the attending physician may endanger the camper’s life, cause disfigurement, physical impairment, or undue discomfort if delayed. I/we further absolve the designated nurses, physicians, and /or surgeons from any and all liability for their reasonable acts done in good faith. 

I/we understand that i/we will be notified of any emergency as soon as possible.

This form is completed and signed of my own free will with the sole purpose of authorizing medical treatment under emergency circumstances in my absence.


	

	Printed name of parent/guardian or adult camper

	

	Signature of parent/guardian or adult camper


For Office Use Only.


Date Received: _______________�Payment: ___________________�Entered: ____________________�Acceptance Letter Sent: ________











