Town of Ticonderoga

Summer Program 2024

The program will run from Monday, July 8 through Friday,
August 9, from 7:30 AM - 2:30 PM at the Ticonderoga
Elementary/Middle School (you must enter through the
main office entrance at the front of the building)

The cost is $50.00 per child.

The registration, medical and health record forms, and
payment can be given to the town clerk at any time. You
can obtain them at the Town Clerk's Office or off the Town's
Website - townofticonderoga.org - Youth Department

Pre-Registration and payment is required.

You can choose to send your child to the program every
day or you can choose what days your child will attend.

If you should have any questions please contact the Town
Clerks Office at (518)-585-6677.



Town of Ticonderoga

Summer Program 2024

Age 5 to age 13
Registration fee $50.00 per child

Parent/Guardian Name:

Address

City
Zip

~ State ___

Phone

Name of the child{ren) along with the age of the child{ren) that you
are registering for the Summer Program and dates of attendance:

Name Age Dates Attending

Signhature

Date



Dates will atié<deampifrom  to
MonthDay/Year MonttvDay/Year
Campear Name: - — = — e
First Middie Last
. [ Cvaie [Jremake BrthODale _ Ageon amival at camp:
Morth/Day/Yeer
» > - - ahaa o S 4o R A4 ARl R R T LR E T RE R L 2 T Perr g aa——p t*
+ To Parentisl/Guardienis}: Flease follow the instructions below. Attach additional Information I nasdad, H
Mait this form to: : '
- 1) Complets pages 1, 2 end 3 of this form (FORM 1) and make # c00V. .
| ¢ 2 Sendthe erloinal, signed FORM 1 to camp by the'requested dafe, H
e 3)  Complete the top of FORM 2 (CAMPER HEALTH-CARE RECOMMENGATIONS) and provids the
. cony of FORN { with FORM 2 to your chiid’s trealth-core provider for review and completion.
M 4] After it has boen gompfsted and signed by your child’s health-care provider, return EORM 2 fo
H camp by the requrested date.
‘IUI...IQ.'.'.I.II.II'I.I.I..I."..i'lll..lll.......‘llIll.l.ll..l...‘..
Camper Home Address: I—— S e
Sireat Address Gty Sials Zip Cade
Name _ 1o Camper: Preforred Phones: ( ) ( )
Email: B
T City — State " ZpCode

Relationship
to Carnper:

_Preferred Phones: { y.
Email:

_ Prefarrad Phones: ( ) { )

Allergles: O No known allergies. [3 This camper is allergic to: D Food D Medigina () The environment (insect stings, hay fever, etc.) O Other
{Please describe below what the camper is allergic to snd the reaction seen.)

O This camper eats a regulardiet. O This camper eals a regular vegetarian dief.

Diet, Nutrition:
0 This camper has speclal food needs. {(Please describe befow,)

Restrictions: O ! have reviewad the pregram and activities of the camp and fesl the camper can participate without restrictions.
O I have reviewed the program and activities of the camp and feel the camper can participate with the following restrictions or
adaptallons. (Flease describe below.)

Medical Ingurance information:

This camper is covered by family medicalfhaspial insurance [J Yes [ No ; |
Include a copy of your insurance card if appropriate; copy both sldes of the card so Information is raadable.

=
-

Policy Number, .
Insurance Company Phone Number { )

insurance Company _
Subseriber

ParenyGuardian Authorization for Health Care:

This haalth history Is correct and accurately reflects the heahth status of the camper to whom It pertains. The psrson described has permission to participate In
afl camp activities excapt as noted by me andior an ining physiclan, | give parmission to the physiclan selscted by the camp fo order x-rays, routine tests,
and tresiment related to the health of my child for both routine heafth cara and in emergency situations. if | cannot be reached In an emergency, | gve my
permission 1o the physiclan to hospitatize, sscure proper treatment for, and order injection, anesthesla, or surgary for this child, | undersiand the infarmationon |
this torm will be shared on a "need to know" basis with camp staff. | give permission to photocopy this form. in eddition, the camp has parmission to obtain a
copy of my chiki’s healih record from providers who treat my child and these providers may talk with the program's staf¥ about my child’s heaith status,

Signature of Custodial Relstionship
Parent/Guandlan _ o . to Camper:

ff for refiglous or othsr reasonys you cannot sign this, contact the cemp for 8 legal walver which must be signed for atfendance.

Date:
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CAMPER HEALTH HlSTORY FORM 1 = Wiids it

| et eyt T ey Oy

¢ | -l ‘,.'.i.-'-;m:-'...--.-‘ 3

Immunization History: Provide the month and year for each immunization. Staed (%) immunizations must be current. Coples of immunization forms
from healih-care providers or state or local govemment are scceptable; please attach to this form.

immunization Dose 1 Dose 2 Dosa 3 Dose 4 Dose 5 Most Recent Doge
Month/Year Monih/Year Month/Year Month/Year Month/Year _Monlh/Year

a, tetanus, pertuseis &
DTaP) or (TdaP)
Tetanus boosterw
d7] or [TdaP) .
Mumps, measkss, rubella
MMR)
Polio®
1Pv)
rsemophilus influenzae type B
HIB)
Pneumococcal
IPCV)
riapatitis B

Hepatitis A

Jaricela ]I:IHnd chickan pox

| chicken pox) |Date:

Ieningococcst meningitis
MCV4)

[Tubercutosts {TB) test | Date: |3 Negative O Posllive |

f your camper has not been fully immunized, please sign the following statement | undorstand and accept the risks to my child from not
being fully immunized.

Signatura of Custodlal Relationship
Parent/Guardian: o . Date; . toCompen;

Medication: [ This camper will nat take any daily medications while attending camp. (mm-.}- mdude mcd,ca-},m ar(_)«(\r)
O This camper will take the following daily medication(s) while at camp:

'Medlcaﬂon is any subslanee ] pemon takes to maintaln and/or improve thelr health. This includes vitamins & natural remedies. Ploase review camp
Q03 red pg < Mymmﬁmmwmmmwmhshwmmp«‘s
nwnecndbowﬂwmedluﬂonshou!dbogﬂwn Provide b aof each medication to last the entire time the camper will be st camp.
ame of medication] Date started Reason for taking it When i Is given Amount or dose given How it Is clven
D Breakfast
OLunch
O Dinner
D Bedfime
O Other time:
[CBreakfast
OLunch
CDinner
OBedime
Other time:
CBreakfast
Lunch
Inner
Bedtime
Other tima:

The following non-prescription medications may be stocked In the camp Health Center and are usad on an a5 needad bagis to manage iliness and injury.
Cross out those the camper should nof

Acataminophen (Tylenol)
Phenylephrine decongestant (S.
Antihistamina/allergy med

tion
';} wes for constipation (Ex-Lax) Blamutf subsalicylate for diarrhea (Kaepectate, # epto-Bismol)
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N C ‘ﬂ"'j' ﬁ‘?«h[:*‘al I'rl lfa;n):lrfg,em {:‘; r'::‘gh &I Camper Name:— T -

BithDate:

i ol ’ oL MontivDay'Year
E.DEELHLMMM Check “Yes” or “No" for each statemesnt. Emlam "Yu"mmvws below,
Has/does the camper;
1. Ever been hosplalized? .8 Yes 0 No 11.Had fainting or dizziness? . O Yes 0O No
2, Ever had SWTEIY? .......ccconceveervsimreenens .0 Yes DO No 12 Passed outhed chest pain during e}(e«:lse? 0O Yes DO Ne
3. Have recurrent/chronic finesses? ....... . OYes DO No 13.Had mononucleasis "mong”) during the past 42months?..0 Yes D No
4. Hod a recent Infattious disease? ....... .0 Yes [ No 14 If female, have problems with parlods/menstruation?. O Yes 0O No
5. Had a recent INfury? .....cevecninnioncniene .0 Yes 1[I No 15, Have problems with falling asleep/sleapwalking? .....ccvueens e O Yes O No
6. Had asthme/wheezing/shoriness of breath?..... 0 Yes [J No  16. Ever had backjoind problems? . ~..03 Yes O No
7. Have digbetes? ........ccumeiciimmmineenies .0 Yes 00 No 17. Have a history of bedwetiing? . .0 Yes O No
8. Had selzures? 0O Yes 0 No 18, Have problems with diarshea/constipation? .. 0 Yes 0O No
9. Had headaches? .0 Yes 0O Na 1. Have any skin problems? Yes D No
10. Wear glasses, contacts, or protecive ayewesr? D Yes [ No  20. Traveled ouiside the country in the past B months?.............. O Yes DO No
Piease axplain “Yes" answers in the space bafow, noting the number of the questions. For travel outside the country, please name countries visited
and dates of travel.
Ment3l, Emotional, und Soclal Health: Check “Yes" or "No* for each statemant.
Has the camper:
1. Ever been treated for attention deficit disorder (ADD) or sttention deficithyperactivity disorder (ADMDY? @ ... O Yes 0O No
2. Ever been treated for emotional or behavioral difficulties or an ealing disorder? O Yes O No
3. During the past 12 months, seen a professional lo address mentalemotional heatth concems? . .O0Yes ONo
4. Had a significant iife event that continues to affect the camper’s iife? O Yes DO No

{(History of abuse, daath of a loved one, family change, adoption, foster care, new sibling, survived & disaster, others)
Please explain “Yes” answess in the space below, noting the number of the guestions, The camp may contact you for addilonal information.

Heglth-Care Providers:

Name of camper’s primary doctor(s): Phone: (__ )
Name of dontist(s): Phone: {_ )
Name of orthodontisi(s): Phone: ( )

What Have We Forqotten to Ask? Please provide In the space befow any additional Information about the camper’s heaith that you think important ar
that may affect the camper's ability to futly participate in the camp program. Attach edditiona! information if nesded.

Parents/Guardisns: STOP here. The rest of this is form Is completed when the cemper amrives at camp. Keep 8 copy for your records.
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FIEST i v

< o8 . Cam) :
i ERH L‘I”HH STORY¥ORM1 por Name: e o o
| R
Individual Health Record (For Camp Use Only)
Initial Screaning DatefTime: Initials:
D Screenirig has been conduciad according o camp protocol and significant findings noted as foows:
A. Any signafsymptoms of ness of. injury upon amival?., arerarne O Yes as noted below
B. History of exposure 10 COMMUNICADIS AISBABET....awm s 1 No [ Yes as noted balow
C. Additions or correctiona to information on this health history?............ O No O Yes as noted below
D. Medication given to heatth-cane staff?.........cociicnninio s, D No D Yes as noted below
E. Any signs/symptoms of head lice?...... O No D Yes as noted below
Provider notes: (dateflimelinitial afl entries)
Exit Note: Check one of the foliowing:
[ Left camp this day with no reparted iliness or injury symploms.
0 Left camp this day with the following problem/concer:
This person was told ebout the problem and instructed about follow-up as noted above:
Date/Time: Initials:
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Permission Slip

Parents this page must be filed out and signed for your child/children to attend every
day. All staff and children will attend each trip, if you do not want your child to attend
the trip scheduled, then your child will not be able to attend camp that day or days.

| Give Permission For to attended swim trips to Black
Point Beach on every Mondays, Wednesdays, and Fridays.

| Give Permission For to attended trips to Bicentennial
Park every Tuesday and Thursday

| Give Permission For to attended trip to Fort
Ticonderoga July 16™ with the rain day being July 25™.

Signed Date / /

(Parent / Guardian)
Parent / Guardian Phone Numbers

Home

Cell




Summer Camp Permissions

The program needs your permission to apply sunscreen and bug repellant, when
appropriate. Check the area’s Below

| give permission for summer camp staff to apply sunscreen when needed.

Parents Notes

| give permission for summer camp staff to apply parent provided Insect Repellant
when needed.

Parents Notes

Signed Date / /

(Parent / Guardian)



Summer Camp Permissions

| give permission for the names listed below to have the ability to pick up my child/
children from summer camp.

Child Name , ,
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Names Phone Number
Signed Date / /

(Parent/ Guardian)






