2016 4-H Great Lakes & Natural Resources Camp Post-Acceptance Forms Packet

Counselor Training is 5 p.m. on July 29-July 31; Camp is July 31 to August 6, 2016
Counselor’s Name: 






   County: 







Last


First


 
     County of 4-H involvement

Each of the individual sections of this forms packet requires a separate signature by a parent or guardian (Parental Release, Media Release, Program Evaluation Release, and Medical Treatment Authorization). 
Counselors who are 18 years old or older must still complete all the form sections but do not need a parent or guardian’s signature.  Counselors who will be age 18 or older at the time of camp have been sent an additional form to complete (a criminal history check).  Reference checks were done on all counselors at the time of application.
Please double check that all form sections are signed and return this packet by May 27, 2016 to: 

Laura Potter-Niesen, MSUE/4-H

160 Morrill Hall of Agriculture
446 W. Circle Drive
East Lansing, MI 48824
Fax: 517-353-4846
SECTION 1 – PARENTAL RELEASE FORM
Dear Parent:
The following release is necessary to comply with the Michigan Department of Human Services Office regulations governing the operation of summer camps.  Please complete and return this release form along with your other camp forms.  If you are not yet sure who will pick up your child from camp, make your best guess now and we can update it before or at the start of camp. This release must be on file in camp for the DHS inspection during the week.

I, 






, being of legal age, do hereby authorize Parent/Guardian’s Name (please print)









 to accept responsibility for my child, 


Responsible Adult Picking Up Youth










, at the conclusion of 4-H Great Lakes

Counselor’s Name
& Natural Resources Camp at Camp Chickagami on August 6, 2016 at 11 a.m.
Signature of Parent/Guardian if counselor is under age 18



Date
Phone Number(s):











   
Counselor’s name: 


SECTION 2 – MSU MEDIA RELEASE FORM

Participants in MSU-sponsored programs and activities may be photographed and videotaped for use in MSU promotional and educational materials. The participants are not identified by full name in the materials.

I authorize MSU to record the image and voice of the subject named below and I give MSU, and all those acting with MSU’s approval, all rights to use these images and voice recordings. I understand that such images and/or recordings may be used for educational and promotional purposes. This authority extends to all conventional and electronic media, including the Internet and any future media, and to any printed material.

I understand and agree that these images and recordings may be duplicated, distributed with or without charge, and/or altered in any manner without compensation or liability, in perpetuity.
Signature of Parent/Guardian or Counselor age 18 & up
        

Date
SECTION 3 – PROGRAM EVALUATION RELEASE

As part of this program, we would like to have the youth take part in the evaluation of this program.  This information will give us feedback which will help improve the program for future participants!  The evaluation will consist of simple questions in a written format.  Assistance will be provided for youth who wish to have help in reading the survey.  The survey questions will be given in short (approx. 15 minute) sessions, so that the reading is easy for youth who are anxious to be outside and actively involved in the rest of our fun learning experiences.  
Participation in the evaluation is voluntary and there will be no penalty for non-participation.  Names of participants will be kept confidential; youth’s comments will not be associated with their names.  Your child’s privacy will be protected to the maximum extent allowable by law.  

As a parent/guardian of the youth listed below, I give my permission for this youth to take part in the evaluation of this program.

Signature of Parent/Guardian or Counselor age 18 & up
        

Date
SECTION 4 – 4-H OVERNIGHT HOUSING PERMISSION FORM 
(REQUIRED FOR COUNSELORS UNDER 18 YEARS OLD)
I understand that campers and counselors of the same sex share cabin-style lodging. Some cabins may have two counselors, one of which may be 18 years old or older.  A criminal history check will be done on all counselors aged 18 or older at the time of camp. By signing this form I give my permission for my child to attend this event under these lodging conditions.

Signature of Parent/Guardian if counselor is under age 18


Date
Counselor’s Full Legal Name: 





 County: 



                                               Last


First

     M.I.
SECTION 5 – MEDICAL TREATMENT AUTHORIZATION AND HEALTH STATEMENT

Please complete this form to give a medical facility permission to treat the participant for minor injuries or medical problems. In the event of serious injury or illness, the parent or person designated will be contacted. Treatment will proceed before contacting the parent or person designated only if the situation is urgent and does not permit delay.

Address: __________________________________________________________________________



Street


City



State

Zip Code
Sex:  Male ___
 Female ___

Age on July 25, 2016: ______ 
Birth Date:______________

Parent/Guardian: ____________________________________________________________________

Home Phone: ______________________________ Work Phone: _____________________________

Parents/Guardians’ cell phone numbers: ________________________   ________________________

If parent/guardian will be at different location during camp week, please list below.

____________________  __________________________  __________________________

Location

 Date(s)


Phone Number

Alternate emergency contact person if we are unable to reach parent/guardian.

___________________________________________________        ______________________

Name






             
Relationship to Child

___________________________________________________        ______________________

Address





                          
Phone

___________________________________________________        ______________________

Physician





                           Phone

_____________________________________________________________________________

Address

HEALTH INSURANCE INFORMATION

Policy holder’s name: _______________________ Relationship to camper: ______________________

Policy holder’s address: ________________________________________________________________

Attach a photocopy of both sides of your insurance card or complete the insurance information below.

Insurance Company’s name and address:  _________________________________________________
Insurance Co. phone number: (____)______________   Policy numbers:_________________________
If you have HMO insurance, list the emergency treatment authorization phone no.:_________________
Employer’s name, address & phone no. ___________________________________________________
INFORMATION NEEDED ABOUT PARTICIPANT:

Are you currently experiencing or have you had any of the following health problems? List condition under health problem. Use back or attach additional sheets if necessary.






  
Yes      No           



Yes
No

1.
Hay fever, asthma, wheezing, shortness                


of breath or any breathing difficulties       _​​​__
___ 
7.  Urinary or bowel problems
___
___

2.
Chronic condition or disease

___
___
8.  Emotional difficulties

___
___

3.
Convulsions/seizures

 
 
___
___
9.  Speech or hearing problems
___
___

4.
Heart trouble



___
___
10.  Dental problems


___
___

5.
Hypo- or hyperglycemia



 ___
___
11.  Infectious diseases

___
___

6.
Frequent colds, sore throats, ear aches 
 ___
___
12.  Menstrual problems
___
___


(4 or more a year)


13.  Other: ______________
___
___
Please explain any problem areas identified above:  ________________________________________

MEDICATIONS – List all (both prescription and nonprescription) medications currently being given and/or discontinued within last 3 months. Attach additional sheet if necessary.

1.  Drug: _______________ Frequency: __________ Dosage: __________ Purpose: _______________

2.  Drug: _______________ Frequency: __________ Dosage: __________ Purpose: _______________

LIST ALLERGIES (e.g., insects, food, drugs, environment), REACTION (severity/type), & TREATMENT:
___________________________________________________________________________________


Have you ever had an ANAPHYLACTIC (severe allergic) REACTION?  If so, please explain.

___________________________________________________________________________________











ANY ACTIVITY RESTRICTIONS because of physical limitations or illness?  If yes, please explain limitation(s). For example: the condition(s) that pose potential problems(s), related restriction(s), duration of condition(s), requirement(s) to prevent or reverse condition(s), and warning sign(s) or symptom(s):

___________________________________________________________________________________













SPECIAL CONDITIONS to be watched for (fainting, sleepwalking, recent life changes or loss, etc.):

___________________________________________________________________________________














SPECIAL CONCERNS:  Identify any special needs, limitations, and adaptations and/or assistance needed. Include any special health and/or behavioral considerations (i.e. attention difficulties, learning disabilities, prostheses, and/or dietary needs).

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

OPERATIONS OR INJURIES (please describe):_____________________________________________
____________________________________________________________________________________
IMMUNIZATIONS:

1.
Tetanus -- Date of most recent immunization/ booster: _____________________________________
2.
Childhood diseases (diphtheria/pertussis, whooping cough, measles, mumps, rubella, polio) --

Are these immunizations up to date?  Yes ___
No ___

3.
If no, please explain:________________________________________________________________
Over-the-Counter Medications:

By signing this document, I/we agree to allow the Camp Health Officer for the 4-H GLNR Camp to administer to the undersigned minor only the medications listed below that are initialed for the relief of temporary and/or minor symptoms. All medications follow strict physician ordered dose and are provided by the 4-H GLNR Camp at no additional cost.  In the event of any/all serious illness or injury, the 4-H GLNR Camp Health Officer and/or administrator will contact the physician as well as the undersigned parent/guardian.  Additionally, each minor’s camp health history will be reviewed with the parent/guardian during checkout at the end of camp.

________
Tylenol for minor discomfort

________
Ibuprofen for minor discomfort

________
Antacid for minor heartburn/indigestion.

________
Benadryl if needed for allergy symptoms and/or itching

________
Bonine if needed or requested to prevent motion sickness

________
Tetanus booster (administered by appropriate health professionals if needed)
________
Hydrocortisone cream (topical – as needed for itching)
Allergy to any medications and reactions: ___________________________________________________________________________________
Special requests or concerns related to over-the-counter medications: ___________________________________________________________________________________
___________________________________________________________________________________
OFFICIAL AUTHORIZATION FOLLOWS:

I/we give our approval for the above named child to participate in 4-H Great Lakes & Natural Resources Camp from July 31 to August 6, 2016.  I/we agree that the medical history and information provided is accurate and complete and that the child has been informed of any/all conditions and/or restrictions.  I/we hereby give permission for the 4-H GLNR Camp, which is licensed by the Michigan Department of Human Services Office, to secure emergency medical and surgical treatment and to provide routine medical care for the above named individual while attending camp.  I/we also authorize the release of medical records or information to the appropriate medical facility as necessary to facilitate expedient and quality care.  I/we also authorize the medical facility to release any and all information required to complete insurance claims and also authorize payment directly to the medical facility.  I/we will assume responsibility for any necessary medical or hospital expense if such is needed by my child.  I/we understand that the 4-H staff and volunteers in charge will exercise every reasonable precaution to protect the health, safety, and welfare of the entire group at all times. I also understand that there may be a situation in which my child’s health needs or concerns are shared by the camp health officers with other camp staff to better serve the needs and well-being of my child.

___________________________________________________________________________________
Signature of Parent or Counselor if he/she is age 18 or older     Please Print Name            Date
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