Alberta Fire Fighters’ Burn Camp Application 

2015
Suite 1, 7024 - 101 Avenue
Edmonton, Alberta, T6A 0H7 
Phone (780) 994 – 2962   Email: ian.mckee@firefighterbtu.net

General Information (Page 1 of 4):
Child’s Name: _________________________  Sex:_______   Age:_____  Date of Birth: __________

Mailing Address: __________________City:_____________  Prov:_____  Postal Code: __________
Home Address: ____________________________________________________________________
(If different from mailing address)

Parent’s email address: ___________________________________

Child’s T-Shirt Size:  (Circle one)   Adult  /  Youth  (Circle one)   S   M   L   XL   XXL   XXXL

School Grade Attending This Year: ___________ 
Parent/ Guardian Information (Where the child lives):
Primary Contact: ______________________ Relationship to Camper_________________________
Home #: _(_____)____________  Cell #: _(_____)_____________  Work #: _(_____)____________ 
Alternative Contact :___________________ Relationship to Camper__________________________
Home #: _(_____)____________  Cell #: _(_____)_____________  Work #: _(_____)____________ 

Child Information:

Has your child been to a burn camp before? _________ If yes, which years? ___________________
Water skills:
Is your child an experienced swimmer? _________  If yes, please specify the level of swimming 
achieved or capabilities: _____________________________________________________________
Camper Thoughts:

What are you most looking forward to about Camp this year? ________________________________

________________________________________________________________________________

________________________________________________________________________________

Alberta Fire Fighters’ Burn Camp Health Information (Page 2 of 4) :
Each child is required to have a health form filled out and returned to the burn camp office BEFORE camp begins.  Complete information is necessary for attendance and is mandatory to ensure optimal child care.  This information is kept confidential.   These questions need to be filled out by the parent or guardian of the child that is attending camp

Child’s Name: ______________________  Parent/Guardian Name: __________________________

Is there anyone who should NOT be contacting or picking up you child at camp? ________________
Emergency Notification

If parents/ Legal Guardians are not available in case of an emergency please notify: 

1. _______________________ Phone#_________________ Relation to Child: _________________
2. _______________________ Phone#_________________ Relation to Child: _________________
Alberta Health Care Number: ______________________________________________________

Name of Family Doctor: ________________________  Phone Number: _______________________

Health Information

Indicate if the child is currently or in the past had any of these items listed below, give dates if applicable 
	Ear Infections
	
	Hay Fever
	
	Chicken Pox
	

	Heart Defect/ Disease
	
	Ivy Poisoning
	
	Measles
	

	Epilepsy/ Convulsions
	
	Insect Stings
	
	German Measles
	

	Diabetes
	
	Penicillin
	
	Mumps
	

	Bleeding/ Clotting Disorder
	
	Chronic Illness
	
	Head Lice
	

	Bed Wetting
	
	Fainting Spells
	
	Frequent Sore Throats
	

	Menstrual Irregularities
	
	Snoring
	
	Shortness of Breath
	

	Sleep Walking
	
	Constipation
	
	Eczema
	

	Obesity
	
	Drug Abuse
	
	Asthma
	

	Sinus Trouble
	
	Psychiatric Treatment
	
	Attention Deficit Disorder
	

	Headaches
	
	Athletes Foot
	
	Mononucleosis
	

	Hyperactivity
	
	Discharging 
	
	Emotional Problems
	


Allergies/Sensitivities:_______________________________________________________________
Describe Reaction:________________________________________________________
_____________________________________________________________________
Any recent contact with a contagious disease?: ___  Which One? ____________ When?: _________  
Alberta Firefighters Burn Camp Health Information Continued (Page 3 of 4):

Immunization History:  (Record the date, month, year of basic immunizations and recent booster doses or shots.)
Diphtheria, Pertussis (whooping cough), Tetanus: DPT ____________________________________

Oral Polia (Sabin) ________________________     Injectable Polie (Salk) _____________________

Measles (hard measles, red) _______________      Mumps _________________________________
Rubella ________________________________     Tuberculin Test Given (most recent) __________
Recommendations and Restrictions While at Camp

Special Diet: ______________________________________________________________________

Water Activities: ___________________________________________________________________

Strenuous Activities: ________________________________________________________________

Physical Limitations: ________________________________________________________________

Fears Of: 

	Dark
	
	Being Alone
	
	Animals
	
	Thunderstorms
	

	Water
	
	Heights
	
	Fire
	
	Being away from home 
	


Other: ___________________________________________________________________________

Medical History and Treatment:

Date of Burn Injury:_______________ Percentage of total body surface burned: ________________

Area of Body Burned: ______________________________________________________________
Cause of Burn: ___________________________________   Skin Graft Required?: _____________
Length of stay in hospital: ____________________  Name of hospital: _______________________

Please describe your child’s acceptance or denial of his/her burn injury or burn experience: ________

________________________________________________________________________________

________________________________________________________________________________

Does your child CURRENTLY wear any splints, pressure garments, or have any open wounds that require dressings? _________  If yes, please describe Splint, Garment or dressing and schedule.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Alberta Firefighters Burn Camp Health Information Continued (Page 4 of 4):

Is your child currently receiving Physical or Occupational Therapy? ________

If Yes, will your child require the same type of Physical or Occupational Therapy while at camp? ____

If Yes, contact information for the therapist: _____________________________________________
Is your child currently taking any type of medications (prescription or over-the-counter)?: __________

Will your child be using these medications during camp?: _______

If Yes, please bring medications in a zip lock bag with the camper’s name on the outside. Include a list of medications and care instructions. Give this bag to the Burn Camp representative on the first day of camp.
Please supply us with any other information that will make your child’s stay at camp a positive and rewarding one: ____________________________________________________________________

Parent Authorization
This health history is correct so far as I know and the person herein described has permission to engage in all prescribed camp activities except noted by me.

__________________________          ____________________          ___________________   
Form Completed By (Parent/ Guardian)           Signature (Parent/ Guardian)
    Date Signed 
Parent/ Guardian’s Medical Treatment Authorization

In the event that I cannot be reached in an EMERGENCY, I hereby give permission to the physician selected by the camp director, to hospitalize, secure proper treatment for, and to order injection, anesthesia, or surgery for my child as named above.
__________________________          ____________________          ___________________   

Form Completed By (Parent/ Guardian)           Signature (Parent/ Guardian)
    Date Signed 

Parent/ Guardian’s over-the-counter Medication Authorization

I authorize the use of over-the-counter medications for aches and pains, coughs, nasal allergies or cold symptoms, itching, etc. for my child when it is deemed necessary for the relief of symptoms.  I have listed above all allergies to adverse reactions to over-the-counter medications that my child has.
__________________________          ____________________          ___________________   

Form Completed By (Parent/ Guardian)           Signature (Parent/ Guardian)
    Date Signed 
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