[image: image1.jpg]VILLE DE
PINCOURT






Day Camp Town of Pincourt.
Accompaniment program for children living with an intellectual and/or physical disability.
[image: image2.png]TOWN OF Z~\
PINCOURT



                                                                                                    DAY CAMP TOWN OF PINCOURT.  ACCOMPANIMENT PROGRAM FOR 
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               PHYSICAL DISABILITY




Day Camp Town of Pincourt.

Accompaniment program for children living with an intellectual and/or physical disability.


Child’s Profile
1. CHILD
	Name
	
	Gender 
	

	Last name 
	
	Date of birth   
	         /            /            (MM /DD/ AAAA)

	Address
	

	City  
	
	Postal code 
	

	Medicare card #
	
	Expiration date
	

	First camp experience? Yes ( No (

	Language(s) spoken at home
	Other language(s) spoken
	

	Friend(s) or siblings at the day camp? Oui ( Non (
	Name(s) : 

	
	Age(s) :

	
	Relation : 

	Check the desired use of bathrooms/ facilities/ locker room etc. that your child is used to taking:

( Female       ( Male       (  Other 


2. PARENT(S) / GUARDIAN(S)
	Name 
	 
	Name 
	 

	Last name
	 
	Last name
	 

	Relation with the child
	 
	Relation with the child
	 

	Adress
	
	Adress
	 

	Telephone
	Home:  
	Telephone
	Home:  

	
	Office:
	
	Office:

	
	Cell.:
	
	Cell.:

	Email
	 
	Email
	 


3. EMERGENCY CONTACT(S) (OTHER THAN PARENTS)


	Contact # 1
	Contact # 2

	Name 
	 
	Name 
	 

	Last name
	 
	Last name
	 

	Relation with the child
	 
	Relation with the child
	 

	Telephone
	Home:  
	Telephone
	Home:  

	
	Office:
	
	Office:

	
	Cell.:
	
	Cell.:


4. SPECIAL NEEDS AND DIAGNOSIS(S)
Our camp wants to integrate children with special needs. Information on the health of your child is valuable and we will make sure that they have a great camp experience. Please complete the requirements attached to these evaluation sheets.
	Has your child received a diagnosis? 
(Behavior problem, ADD/ADHD, anxiety, autism spectrum disorder, reduced mobility, intellectual, visual, etc.)  Yes (     No (

	If yes, specify which: 


Will the child need a shaded area for the day camp activities? Yes (   No (
	         Suggested Ratio: __________ (1/1, 1/2, etc.)

	To assist the needs of my child, I authorize the Pincourt day camp to contact the following people:

	Organization (CRDI, CSSS, School,etc.)
	Name of integration aid
	Job
	Telephone 

	
	
	
	

	
	
	
	

	
	
	
	


5. AUTORIZATIONS 
	(
	Over the counter medication taken (if applicable)

I authorize the coordinators of the Pincourt Day camp to administer to my child, if needed, one or more of these over-the-counter medications.

	
	Check the medications:
( Acetaminophen (Tylenol, Tempra)

( Antiemetic (Gravol)

( Antihistamine (Benadryl, Reactine)
	( Anti-inflammatory Ibuprofene (Advil)
( Antibiotic cream (Polysporin)

( Cough sirop 

( Other, indicate: ____________________________

	(
	
I authorize the coordinators of the Pincourt day camp to ensure that my child be provided with all necessary care. I also authorize my child to be transported by ambulance or otherwise (at my expense) to be admitted to a healthcare facility. In addition, in an emergency or if we cannot be reached, I authorize the physician to provide my child any medical treatment for his condition, including the practice of surgery, transfusion, injections, anesthesia , hospitalization, etc.

	(
	If changes regarding the state of health of my child before the start or during the camp period, I agree to forward that information to the director of the camp, who will make the appropriate follow up with the camp.


	Signature of parent or guardian:
	Date:


This information will remain confidential and will ensure a great camp experience for your child! Only the relevant information will be disclosed to their shadow and the coordinators to allow for better interventions. Please complete the sections that are pertinent to your child.
6.SPECIAL NEEDS AND DIAGNOSIS(S)
Check boxes if applicable : 

	(
	Intellectuel difficulties
	( Light     ( Medium   ( Severe

	
	
	Specify: 

	(
	Autisme spectrum disorder
	Specify which, Asperger, TED-NS, or other: 


	(
	Reduced mobility
	Sspecify: 

	(
	Visual impairement
	Specify: 

	(
	Auditory difficency 
	Specify: 

	(
	Trouble speaking 
	( Expression   ( Comprehension     ( Mix

	
	
	Specify : 

	(
	Attention deficit disorder 
	( With hyperactivity      (Without hyperactivity

	
	(ADD/ADHD)
	Specify : 

	(
	Mental health
	( Anxiety   ( Attachement issue    ( TOC     ( Depression    

	
	
	Other, specify :

	(
	Behavior problem 
	( Opposition    ( Agressive    (  Passive

	
	
	Other, specify: 

	(
	Diabetic
	Specify: 

	(
	Epilepsy 
	Specify: 

	(
	Other(s) (Trisomy 21, etc.)
	Specify: 


7. ALLERGIES, INTOLERANCES AND DIETARY RESTRICTIONS
	Allergies and/or intolerances?  (food, animals/insects, medications, other)  Yes (    No (
Specify :​​​​​​​​​​​​___________________________________________________
___________________________________________________________        
	Specify the severity:

Intolerance (
Allergy light (
Allergy severe (
Allergy fatal  (
Allergy if ingested (
Allergy upon contact (

	Signs or symptoms to watch for : _______________________________

___________________________________________________________       


	

	Auto-injector Epinephrine (Epipen, Twinject or other) 
Yes (     No (
	Person authorized to administer:

Child on their own (  Responsible adult ( 

	Dietary restrictions (other than allergies)?
Yes (     No (
	Specify : 

	How well can the child eat?  Easily (      Difficulty (    Small appetite (       Needs help eating (


8.MEDICATION 

To comply with the law and allow us to administer the medication, you must attach a copy of the prescription medication with this form.
Will your child need to take medication at camp? Yes ( If so, please complete the following table.       No (  
 

	Name of medication
	Prescribed for
	Posologie 
	Secondary effects and/or contre-indications (exposure to the sun, hydratation, appetite, etc.)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Does the child take medication during the year?   Yes (    No (      If so, which one(s): 










 Prescribed for: 








9.HEALTH STATUS
Check if applicable: 

	Health status
	Information, actions to take, etc.

	(
	Asthma
	

	(
	Constipation
	

	(
	Diarrhea
	

	(
	Eczema
	

	(
	Insomnia
	

	(
	Motion sickness
	

	(
	Head aches /migraines frequent
	

	(
	Menstruation
	

	(
	Frequent nausea/ vomitting
	

	(
	Frequent ear infections
	

	(
	Wetting the bed
	

	(
	Heart problems
	

	(
	Cutaneous problems
	

	(
	Nose bleeds
	

	(
	Sinusitis
	

	(
	Somnambulism
	

	Has the child had the following illnesses?
	Has the child ever received major surgery or a serious illness? 

	( Varicella
	Yes (       No (           

	( Mumps
	Date:                                     Reason:

	( Scarlet fever
	Results:

	( Measles
	Has the child had any serious injuries? Yes (      No (

	( Other (specify):
	Chronic or reoccurring illness? Yes (     No (

	Vaccines up to date? Yes (     No (
	Last date of Tetanos shot: _____/_____/_____

	Vision:  ( Excellent   ( Sufficient   ( Weak
( Glasses / contact lenses     ( Blind  

( Guide     ( Canne blanche
	Auditory:  ( Excellent   ( Sufficient   ( Weak
( Hearing aid (both ears)
( Right ear only   ( Left ear only


10.BEHAVIOR AND INTERESTS
Should we pay attention to certain behaviors? Check which ones are applicable:
	Comportement
	In what context do these behaviors tend to arise?
	How do you suggest that we intervene? (Ignore, humor, redirect, etc.)

	(
	Agressive towards themself
	
	

	(
	Agressive towards others
	
	

	(
	Anxiety
	
	

	(
	Automutilation
	
	

	(
	Flight risk
	
	

	(
	Habits or mannerisms
(Accepted or not)
	
	

	(
	Other (specifiy)
	
	

	Does the child have a tendancy to have fits?

Yes (    No (
	If so, what are the precursors. 
(agitation, isolation, etc.)?
	What are the interventions used when the child is throwing a fit?

	
	
	

	Does the child have any phobias or fears?
Yes (    No (
	If so, what are they and how do we deal with them? (ex: animals, water, heights, etc.)



	Does the child have difficulty in expressing the need for help or starting a conversation?

Yes (  No (
	Does the child easily adapt to new people, activities, and experiences?

Yes (  No (

	What are some the childs interests, pass times etc?
	

	What are the best ways to encourage / motivate the child?

	

	Interaction with others, how does the child react to:

	Other children
	

	People of authority
	

	New people
	


Any other information you would like to share with us concerning your child? (ex. recent changes within the family, particularly things the child does, etc.): 














































Any other tools or measures that we can put into place to better facilitate the child’s participation (ex.: Schedule using images, breaks, snack times etc.):  


































____________________________




11.AQUATIC CAPABILITIES
	Autonomous in the water:

( Swim alone in deep water 

( Swim alone in shallow water 

( Swim alone with life jacket 
	( Needs to be accompanied  

( Does not know how to swim
( Wears ear plugs


	Has the child taken swimming lessons? 
Yes (   No (
	Last level completed : 


	DEGREE OF AUTONOMY

	Constant Help
	Occasional Help
	Verbal supervision
	Autonomous

	Communication
	Communication with others
	
	
	
	

	
	Comprehension with directions
	
	
	
	

	
	To understand instructions
	
	
	
	

	
	Communication aids that are used: 

 ( Pictograms    ( Small board     ( Computer    ( Sign language    ( Sounds 
 ( Hand gestures

	Participation in activities
	Needs encouragement to participate
	
	
	
	

	
	Interaction with the adults
	
	
	
	

	
	Interaction with the other children
	
	
	
	

	
	Group functioning
	
	
	
	

	
	 Fine motor activities (crafts, manipulation, etc.)
	
	
	
	

	
	 Gross motor activities (sports, balls, etc.)
	
	
	
	

	Daily activities
	Habillement (ex.: get dressed, attach their shoes)
	
	
	
	

	
	Personal hygiene
	
	
	
	

	
	Specify (diapers, etc.):

	
	Eating
	
	
	
	

	
	Personal effects (ex.: lunch box, backpack, etc.)
	
	
	
	

	
	Staying with the group
	
	
	
	

	
	Avoiding dangerous situations (concious of danger)
	
	
	
	

	Transitioning to different locations
	Short transitions / at camp 
( Manual wheel chair 
	
	
	
	

	
	( Motorized wheel chair
	
	
	
	

	
	( Adapted stroller
	
	
	
	

	
	(Cane(s) / crutches
	
	
	
	

	
	( Walker
	
	
	
	

	
	( Autonomous (walking)
	
	
	
	

	
	On outings / long distances?

( same  ( different (specify): 
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