ANAPHYLAXIS EMERGENCY PLAN

Only complete this form if your child requires an epi-pen

Anaphylaxis Individual Emergency Plan:

(child’s name)

2011

Uil doy c

This person has a potentially life-threatening allergy (anaphylaxis) to:

Registration Form
[ Tree Nuts [ InsectStings:
[J Egg [ Latex
O Milk [J Medication:
Food: The key to preventing an anaphylactic emergency is H .

Please attach current absolute avoidance of the allergen. People with food allergies Dear Parents and G Uardlans.

photo of your child. should not share food or eat unmarked/ bulk foods or products
with a “may contain” warning.
Epinephrine Auto-Injector: Expiry date__ [ If you are registering more than one Ch||d fOI’ Camp,
Dosage: [ Epi_Pe_:n Jr. 0.15mg O Epi!’e_:n 0.30mg

[ Twinject 015mg [ Twinject 0.30mg there are more 2011 Registration forms available online
Location of auto-injector(s):
[ Asthmatic: Person is at greater risk. If person is having a reaction and has difficulty breathing, give at WWW_ymcahbb_0a or at a” YM CA Branches_

epinephrine auto-injector before asthma medication.

A person having an anaphylactic reaction might have ANY of these signs and symptoms:

¢ Skin: hives, swelling, itching, warmth, redness, rash
 Respiratory (breathing): wheezing, shortness of breath, throat tightness, cough

¢ Gastrointestinal (stomach): nausea, pain/ cramps, vomiting, diarrhea Thank you for Choosmg YM CA Day CampS!

¢ Cardiovascular (heart): pale/ blue colour, weak pulse, passing out, dizzy/light headed

Act quickly. The first signs of a reaction can be mild, but symptoms worsen very quickly.

1. Give epinephrine auto-injector (e.g. EpiPen or Twinject) at the first sign of a reaction.

Give a second dose in 10 to 15 minutes or sooner IF the reaction continues or worsens. Help another child receive a YMCA Day Camp Experience
2. Call 911. Tell them that someone is having a life-threatening allergic reaction. . . . .
3. Go to the nearest hospital, even if symptoms are mild or have stopped. A gift to our YMCA Strong Kids Campaign would be greatly appreciated.
4. Call contact person. [] $25 [] $50 [] $75 [] $100 [] Other $:
Emergency Contact Information: (Please make a separate payment n support of the YMCA Strong Kids Campaign.
The undersigned patient, parent, or guardian authorizes YMCA staff to administer epinephrine to the above- Atax receipt will be issued for all donations over $15).
named in the event of an anaphylactic reaction. This protocol has been recommended by patient’s physician.
NAME RELATIONSHIP HOME PHONE WORK PHONE CELL PHONE
- - - — \ Xy ACCREDITED
Who is permitted to train the staff at your child's centre: o *. / * MEMBER
¥
[J The YMCA Supervisor [J Doctor [J Parent/Guardian YMCA \ //( 0CA 4+
. I . N We build strong kids, HIGH DCATA*
[ I'would like to attach additional information to my child’s Individual Plan strong families, strong communities. FIVE OntarioCamps Associaton

Parent/Guardian Signature Date or  Physician’s Signature Date



2011 REGISTRATION FORM

All fields on this form MUST be completed. All incomplete forms will be sent back in the
mail and children will not be registered for camp.

YMCADRY CAMPS

CHILD AND FAMILY INFORMATION
Child’s First Name: Child’s Last Name:

Birthdate: / / Sex: (M/F)
year month day
Child's Address:
City: Postal Code:
Home Phone Number: ( )
Resides with: [_] Mother L] Father (] Both Parents [IGuardian
Primary Contact: Relationship:

INDIVIDUAL CAMPER INFORMATION

Indicate if camper experiences or has experienced any of the following:

**|f child requires epi-pen, an “epi-pen information form” will need to be completed
(on the back of this registration form) in order to be processed.

Allergies: Clves [INo Epi-Pen: Clves [INo
If yes, indicate allergy type:
Medical: (ie. Vision/Hearing/Seizures/Diabetes/Mobility) [ Jves [INo

If yes indicate medical details:

Business Name:

Asthma: [ves [INo Inhaler: [Yes [INo

Business Address: City:

Day Phone #: Cell Phone #:

Currently taking medication? Clves CINo If yes, indicate type:

E-mail (used to send out weekly camp information):

Will medication be given at camp? ** Clves CNo I yes indicate type and times:

Secondary Contact: Relationship:

Business Name:

Business Address: City:
Day Phone #: Cell Phone #:
Primary Contact Address (if different than camper):

City: Postal Code:

Emergency Contacts (if primary or secondary contacts cannot be reached). An adult, 16
years of age or older, who can assume responsibility for the child.

1) Name: Relationship:
Day Phone #: Cell Phone #:

Address: City:

2) Name: Relationship:
Day Phone #: Cell Phone #:

Address: City:

Family Physician:

Address: City:

Phone Number:

Authorized Pickup: Name of person(s) who can pick up child (if applicable) other than
primary or secondary contacts or emergency contacts (must be 16 years of age or older)

(1 Relationship:

(2) Relationship:

** If camper requires medication at camp: please fill out the “administration of
medication” form (located online or from camp staff) and review the medication
policy on page 5 of the brochure.

Developmental/Learning: (ie. ADD/ADHD/Autism/Delays) [ 1Yes [INo
If yes, indicate details:

Does your child require any additional assistance? (Day Camp maintains group ratios
ranging from 1:8 to 1:12 as stated in the program descriptions) LvYes LINo

If yes, indicate if there is anything we should know concerning school, relationships,
learning abilities, etc?

Is the camper immunized? (if no, please attach copy of exemption) Clves CNo

Any dietary or exercise restrictions? [ IYes [_INo Ifyes, indicate restrictions:

Does your child require a life jacket when swimming in the shallow end or a
walk-in beach? (life jackets are mandatory while canoeing) Clves [INo

If you would like your child grouped with other children who will be attending the
same week, please give their name(s) (children must be the same age)

Group With:

Authorization: | have read the policies and procedures in the day camp brochure and agree to comply as specified. My child is able to participate in a full range of activities as described in the day camp brochure. | give consent
that medical treatment be given in the event of an emergency and | consent that any phatographs or videos taken at the YMCA may be used for promotional purposes. | understand my child is required to bring and apply

their own sunscreen and bugspray (optional). | will not hold the YMCA responsible for lost or stolen items and | will not hold the YMCA, its staff or volunteers responsible for accidents which may occur. | understand the legal
obligation of the staff to report any suspected abuse. | understand that the YMCA may decline a child due to physical/or verbal aggression towards staff or other children or if the safety of the child and/or others is at risk.

I may revoke my PAD authorization at any time, subject to providing notice of 20 days. To obtain a sample cancellation form, or for more information on my right to cancel a PAD Agreement, | may contact my financial institution
or visit www.cdnpay.ca. | have certain recourse rights if any debit does not comply with this agreement. For example, | have the right to receive reimbursement for any debit that is not authorized or is not consistent with this
PAD Agreement. To obtain more information on my recourse rights, | may contact my financial institution or visit www.cdnpay.ca. Payment is required for all days registered including sick days and vacation. Any payments that
is returned as NSF will be re-produced by the YMCA within 10 business days. A $35 service charge will be applied to all returned payments.

Signature of Primary Contact:

Signature of Secondary Contact (if applicable)

The collection, use, and disclosure of personal information is governed by the Municipal Freedom of Information and Protection of Privacy Act, R.S.0. 1990, c.M.56

CAMP AND PAYMENT INFORMATION (Paymentin full must be attached)

Week Date
July 4-8

Camp Name Camp Location Extended Care Site

Total Weekly Cost

Are you receiving regional subsidy? (if so, please attach current contract)

CdYes [INo If yes, is your current contract attached? [1Yes [INo

July 11-15

Please select when you would like to be charged for camp and your

July 18-22

corresponding payment method.

July 25-29

(] Payment processed at time of registration [ Post-Dated Payments (dates on page 3of brochure]

Aug 2-5%

LI VISA (fillin and sign below) [ VISA (fllin and sign below)

Aug 8-12

(] MasterCard (fillin and sign below)
[ICash

[ MasterCard (fillin and sign below)
L] Pre-Authorized Debit (PAD)

Aug 15-19

(please attach VOID cheque)

o N o o B w N =

Aug 22-26

If paying by credit card or PAD, please fill in the information below:

9 | Aug29-Sept2

Name on Account/Card (please print):

Total Cost For All Weeks:

* short week due to Civic Holiday

Signature of Account/Card Holder:

Bus Name (outdoor only): Bus Stop Name (outdoor only):

CardNumber. 11 0 1 1 [ L 1 1 I [ | ExpiryDate:
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