
       
 
 
 
 
 
 
                                                                                                          
 
 
 

               February 2008 
 
 
 
Dear Parent, 
 
We are excitedly preparing for our summer camping sessions and need your assistance with the required 
paperwork. All forms must be in order to be in compliance with the New York State Department of Health 
guidelines, and we thank you for your cooperation in providing us with this information. The enclosed packet 
MUST BE COMPLETED FOR ATTENDANCE. Your child WILL NOT be allowed on the bus to Camp if these 
forms are not complete. Please have all forms completed 3 weeks prior to your child’s camping session, and either 
mail or fax to the Camp office in Mendon, NY. 
 
The following information on the “Medical Form” MUST be completed by you (booklet): 

• General Information    • Medications 
• Health Information    • Consent for Medical Treatment & Permission Slip/waiver 

 
The following forms MUST be completed by your child’s health care provider: 

•  Health Information/ Physical Exam (exam must be within 1 year) 
•  Individualized Orders 
 

A RN will be on site 24-hours a day during the camping sessions in addition to a physician back-up. During the 
“Doing a World of Good” and “Teddi’s Team” programs, a nurse practitioner will be on site as well. Please know 
that your child will not be kept at Camp if s/he becomes seriously ill. However, most minor medical concerns that 
arise can be dealt with in the Infirmary by the nursing staff, and medical staff will determine whether a phone call to 
parent or guardian is appropriate on an individual case basis. Standard over-the-counter medications (i.e. Tylenol, 
Ibuprofen, Robitussin, etc.) will be available for distribution to your child only if your child’s health care provider 
has completed the “Individualized Orders” form that is part of this packet. Any major medical concerns that 
develop will be handled at either Soldiers and Sailors Hospital in Penn Yan or at Strong Memorial Hospital in 
Rochester. If your child needs lab work (i.e. blood counts) or X-Rays, your health insurance will be billed for these 
services. Please attach a copy of your child’s health insurance card to the forms. 
 
Please note that you are responsible to send to camp any medications your child takes (both scheduled and “as 
needed”) and, if applicable, supplies for his/her central line. This includes, but is not limited to, dressing change 
kits, syringes, needles, caps, saline and heparin. Medications and supplies will be collected by staff at the pick-up 
site where the bus meets the children. Please have your child’s medications and supplies separate for collection 
and CLEARLY LABELED. Oral medications will be distributed by Infirmary staff at mealtime, and IV or IM 
medications will be given in the Infirmary with supervision. 
 
Additionally, chickenpox (varicella) can be very serious for some of our campers. Please do not send your child to 
camp if there has been any contact with chickenpox within the 3-weeks prior to camp. Please call the Camp office 
with any questions. 
 
You will be receiving a letter approximately 2 weeks prior to camp providing you the transportation information for 
your child. We offer transportation from Rochester, Buffalo, Syracuse and Corning. 
 
Thank you very much for your cooperation in providing us with this necessary medical information. I am available 
to answer any questions you or your child’s health care provider may have. Please contact Tamara Federico or 
myself at (800) 785-2135 if we can be of any assistance. We look forward to seeing your child this summer! 
 
All the best, 
 
 
Shannon L. Grieve 
Camp Director 
 



Doing A World of Good I or II/Camp Teddi’s Team/Jr. Good Days 
(PLEASE CIRCLE PROGRAM YOUR CHILD WILL BE ATTENDING AND ATTACH PHOTO OF CAMPER) 

 
 

CAMP GOOD DAYS & SPECIAL TIMES 
1332 Pittsford-Mendon Rd. P.O. Box 665 Mendon, NY 14506 
(585) 624–5555 or 1-800-785–2135  FAX:  (585) 624–5799 

 

General Information: 
 
Child’s Name __________________________________________________________ 
 
Address: _____________________________________________________________ 
 
City: ____________________________  State: __________  Zip-code: ___________ 
 
Home phone: ____________________  Parent work/cell phone: ___________________ 
 
Date of Birth: ________________________              Current Age: ________________ 
 
Name of Parent/Guardian: ________________________________________________ 
 
Emergency Contact Information (other than parent/guardian): 
 
 Name: __________________________________________________________ 
 
 Relationship to camper: _____________________________________________ 
 
 Home phone: _____________________    Work/cell phone: _________________ 
 
Health Care Provider Information: 
 
 Institution/Hospital where child receives care: ___________________________ 
 

Name of physician/nurse practitioner: __________________________________ 
 
Phone Number: ___________________________________________________ 

 
Insurance Information (child must have insurance to attend camp- please attach copy of card): 
 Name of Insurance Company: _________________________________________ 
 

Policy #: ________________________________________________________ 
 
 Name which policy is under: __________________________________________ 
 



 
Cancer patients only 
Diagnosis: ______________________________ Date of Diagnosis: ______________     
 

Is child still on therapy?  NO   YES      Date of relapse (if applicable): ______________ 
 

Has the child had a bone marrow or stem cell transplant?   NO    YES (Date ____) 
 
Sickle Cell Anemia patients only 
Has your child ever been hospitalized for a sickle cell crisis?     NO         YES 
 If yes, what is the date of the most recent hospitalization?  ________________ 
 

Other Medical Issues (i.e. seizures, diabetes, asthma, ADHD, etc.): 
 

__________________________________________________________________ 
 
________________________________________________________________________________ 
  

Allergies (to medications, food, insects, etc.): 
 
___________________________________________________________________ 
 
___________________________________________________________________ 
 

Infectious Diseases:  
 

Has your child had chickenpox or shingles?              NO        YES (Date: ________) 
 

Was this diagnosed by a healthcare provider?         NO         YES 
 
To your knowledge, has your child been exposed 

  to chickenpox within the past 3 weeks?          NO          YES 
 

Food Restrictions: 
 

___________________________________________________________________ 
 
Physical Restrictions / Limitations (i.e. vision/hearing deficits; casted limb; WC): 
 

___________________________________________________________________ 
 

Are there any social, emotional, or behavioral concerns we should be aware of? 
 

___________________________________________________________________ 
 

 
 

  



Medications (Please include all scheduled and prn oral, IV, and IM meds including 
heparin/saline flushes; You must send medications/supplies to camp with your child): 
 

Name Dose Route Schedule 
 
 
 

   

 
 
 

   

 
 
 

   

 
 
 

   

 
 
 

   

 
 
 

   

 
**We know that medication schedules may change before summer; If necessary, please complete the “Late 
Changes” form included and send it to camp with your child  
 
Does the child have a central venous catheter?   NO      YES 
 

 If yes, what type: Hickman/Broviac  Infusaport/Portacath  Other: _______________ 
 

Does the child have permission to swim in a chlorinated pool?   NO   YES 
 
Does the child have permission to swim in the lake?     NO     YES 

 

Does the child have permission to shower?    NO   YES 
 

Circle the days dressing changes are due (if applicable):      Su   M Tu  W Th  F   Sa 
 

 Circle the day of the week a cap change is due (if applicable): Su  M  Tu  W Th  F  Sa 
 

 Circle the days heparin flushes are due:           Su  M  Tu  W  Th  F  Sa 
 

Strength of heparin?  10u/ml     100u/ml    Other: _________ 
 

How much heparin? _____cc        How much saline?_____cc  
 

 



Child’s Name: ________________________________________________________________________ 
 
Parent/Guardian Name (please print): ______________________________________________________ 
 

I.  Consent for Medical Treatment: 
The undersigned hereby grants permission to the medical staff at the camp or consulting physicians/ nurse 
practitioners to administer routine and other medications as well as any emergency care required to the above 
named child. 
 
I hereby give permission to the medical personnel selected by the camp director to order X-rays, routine tests, 
treatment; to release any records necessary for insurance purposes; and to provide or arrange necessary related 
transportation for my child.  In the event that I cannot be reached in an emergency, I hereby give permission to 
the physician selected by the camp director to secure and administer treatment, including hospitalization, for the 
child named above. 
 
____________________________________________________       ____________________________ 
Signature of Parent/Guardian                                                    Date 
 

II.  Permission Slip/Waiver: 
 
I hereby grant permission for the above named child to participate in the 2008 Camp Good Days and Special Times, 
Inc. camping program. 
 
I hereby waive and release Camp Good Days and Special Times, Inc., and everyone involved of any liability or claim 
in association with anything that might occur while my child is attending this program. 
 
____________________________________________________         ___________________________ 
Signature of Parent/Guardian                                                       Date 
 

III.  Photo/Audio-Visual/Media Release: 
 
I hereby grant permission for my child to participate in any audio-visual event (including photos and videos for 
future Camp use) that may take place in regard to this program and release Camp Good Days and Special Times, 
Inc., and everyone involved of any liability or claims in association with the media coverage if such takes place. 
 
PLEASE CIRLCE ONE:  YES   or   NO  (If No, please notify your child of this responsibility) 
 
____________________________________________________         ___________________________ 
Signature of Parent/Guardian                                                       Date                      
 

IV.  Contact Information: 
 
I hereby grant permission for my child’s contact information (address/e-mail) to be shared with other campers via 
an “address list” at the close of the camping session.  Please note that phone number will not be included in the list 
provided by camp. 
 
PLEASE CIRLCE ONE:  YES   or   NO 
 
_____________________________________________________         __________________________ 
Signature of Parent/Guardian                                                         Date                      
 



Health Information /Physical Exam:  Name ________________________________    D.O.B. __________ 
         Date of Exam (must be within 1 year): ____________ 
 
                   IMMUNIZATION DATES                    EXAMINATION                                 RESULTS 

DTaP  
 

 Height/ 
Weight 

 

Polio                   X Vitals  
(T, P, R, BP) 

                       

Hib                   X General 
Development 

 

MMR                                X          X           X   
Skin 

 

Hep B         X           X  
H.E.E.N.T 

 

Varivax                  X           X          X          X  
Heart 

 

Tetanus 
Booster 

   
Lung 

 

Other    
Lymph 

 

LABS RESULTS DATE  
Abdomen 

 

    
GU 

 

   Musculo-
skeletal 

 

    
Neurologic 

 

 
SIGNIFICANT MEDICAL HISTORY:  
 
Medical Conditions/Concerns ( i.e. seizures, asthma, diabetes, bedwetting, behavioral problems, etc.): 
 
 
 
 
 
 
Allergies (food, medication or insects):  No    Yes     Explain: 
 
 
Food Restrictions: No     Yes     Explain: 
 
 
Physical Restrictions or Limitations: (amputations, walker, wheelchair, vision/hearing deficits, casted limb, etc.) 
 
 
 
 
 

 
**Please note that medications must be listed on separate form 

 
______________           _______________________________                _________________ 

                Today’s Date                                Signature of Provider                                                  Phone Number 
 
 

Camp Good Days and Special Times  1332 Pittsford-Mendon Rd  Mendon, NY 14506   Phone:  585-624-5555  Fax: 585-624-5799 



INDIVIDUALIZED ORDERS FOR:  Name ________________________D.O.B. ________Weight ______ 
 

Standard Over the Counter / PRN Medications (meds available in the Infirmary / First Aid Kit; to be administered at the discretion o
a RN; THIS SECTION MUST BE COMPLETED EVEN IF THE CHILD IS NOT ON ANY PRESCRIPTION MEDICATIONS; 
PLEASE CIRCLE “YES” or “NO” IN THE PROVIDER ORDER COLUMN AND SIGN BELOW): 

 
DRUG ROUTE 

{please circle preferred 
formulation(s)} 

DOSAGE SCHEDULE PROVIDER  
ORDER 

COMMENTS 

Tylenol 
 

PO 
(chewable tabs, 
elixir, or tabs) 

Per label 
instructions by age 
/ weight 

Q 4 hr prn for pain 
or fever > ______ 

 
Yes   /    No 

 

Ibuprofen 
 

PO 
(chewable tabs, 

suspension,or tabs) 

Per label 
instructions by age 
/ weight 

Q 6 hr prn for pain 
or fever > ______ 

 
Yes   /    No 

 

Robitussin 
 
 

PO 
(syrup) 

Per label 
instructions by age 
/ weight 

Q 4 hr prn for 
cough 
 

 
Yes   /    No 

 

Pepto-Bismol 
 
 

PO 
(liquid,  or 

chewable tabs) 

Per label 
instructions by age 
/ weight 

Q 30 min to 1 hour 
prn for diarrhea 
(no>8 doses/24 hr) 

 
Yes   /    No 

 

Children’s 
Mylanta  

PO 
(chewable tabs) 

Per label 
instructions by age 
/ weight 

 BID- TID prn for 
stomach upset 

 
Yes   /    No 

 

Dramamine 
 

PO 
(chewable tabs- 

50 mg) 

Per label 
instructions by age 
/ weight 

Q 6 – 8 hrs prn for 
motion sickness 

 
Yes   /    No 

 

Dimetapp 
 
 

PO 
(elixir or tabs) 

Per label 
instructions by age 
/ weight 

Q 6 - 8 hr prn for 
nasal congestion / 
drainage 

 
Yes   /    No 

 

Benadryl PO 
(elixir, chewable 

tabs, or pills) 

Per label 
instructions by age 
/ weight 

Q 6 hr prn for 
allergic reaction 
(hives, insect bite) 

 
Yes  /   No 

 

 
Prescription Medications (Please complete with patient’s current regimen for both scheduled and prn medications including 
heparin flushes for central lines; please use 2nd page if needed)  TURN FORM OVER FOR PAGE 2 

 
DRUG DOSAGE ROUTE SCHEDULE COMMENTS 

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
Provider Name ______________________________________   Provider Signature _____________________________________           
 
License # ___________________________        Phone # ____________________________      Date      _____________________ 

              
Camp Good Days and Special Times  1332 Pittsford-Mendon Rd  Mendon, NY 14506  Phone: 585-624-5555 Fax:  585-624-5799 



Page 2 (Continued) 
 
 

INDIVIDUALIZED ORDERS FOR:  Name ___________________________   D.O.B. ______________ 
 
 

Prescription Medications (Please complete with patient’s current regimen for both scheduled and prn medications including 
heparin flushes for central lines) 

 
DRUG DOSAGE ROUTE SCHEDULE COMMENTS 

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
 
 
 

    

 
 

Additional Orders (as deemed necessary by health care provider to be implemented by a RN; i.e. peak flows, blood draws / lab 
work; dressing changes, cast care; feeds via GT, etc.) 
 
 
 
 
 

 
 
 
 
 
 
 

 
 

 
Provider Name ______________________________________   Provider Signature _____________________________________           
 
License # ___________________________        Phone # ____________________________      Date      _____________________ 

              
Camp Good Days and Special Times  1332 Pittsford-Mendon Rd  Mendon, NY 14506  Phone: 585-624-5555 Fax:  585-624-5799 



LATE CHANGES FORM 
 

(If there are changes from original medical forms, please send this to camp with child) 
 

Campers name: ____________________________________________ 
 
Today’s date: __________________ 
 
Please list medication information if it is different from what is on medical form: 
 

Name Dose Route Schedule 
 
 
 

   

 
 
 

   

 
 
 

   

 
 
 

   

 
 
 

   

 
Most Recent Blood Count: 
 
Date: ___________ 
 
Hgb: _____  Hct: _____ RBC: ________WBC: ________  Plts: _________  
 
Differentials: ______________________________________________ 
 
Has your child had contact with chickenpox during the last 3 weeks?    NO    YES 
 
Please indicate any further information about your child’s medical needs you feel 
we should know about that is not already listed on medical forms: 
 
 
______________________________________________________________ 

 

 



 

 
 

 
February 2008 
 
 
Dear Parents, 
Here at Camp Good Days, we have always taken the safety and well-being of our campers, your children, very 
seriously.  After all, giving your children over to the care of other people is perhaps the greatest act of trust you, 
as a parent, can engage in.  We aim to do everything we humanly can to earn and keep that trust.  We also know 
we cannot do this without your help.  With more and more children using the Internet, cell phones and other 
technologies at younger ages, we appeal to you as parents to partner with us to ensure that your children 
continue to have the safest, most wholesome experience with us at camp as possible. 
 
Please read our letter carefully.  It will help you understand the challenges some technologies pose to the 
continued health and safety of our camp community.  Please also review and then read to your child the 
enclosed policies regarding the Internet, social networking sites and exchanging contact information with their 
counselors.  As always we invite you to call us if you have any questions or concerns about any of these issues. 
 
Cell Phones 
As of 2007 we have enacted a “no-cell phone” policy at camp.  Aside from the fact that cell phones are 
expensive and can get lost or stolen and that the physical camp environment is not kind to such items, there is a 
fundamental problem with campers having cell phones at camp, and that is trust.  When children come to camp 
they, and you, are making a leap of faith, temporarily transferring their primary care from you as their parents to 
us and their counselors.  This is one of the growth-producing, yet challenging aspects of camp.  As children 
learn to trust other caring adults, they grow and learn, little by little, to solve some of their own challenges.  We 
believe this emerging independence is one of the greatest benefits of camp.  It is one important way your child 
develops greater resilience.   
 
We agree to tell you if your child is experiencing a challenge in their adjustment to camp.  You can help by 
talking with your child before they leave for camp and telling them that there is always someone they can reach 
out to, whether it be their counselor, a trusted activity leader, the camp nurse, or myself.  We are all here to help 
make each camper’s experience safe and memorable. 
 
Digital Photographs 
Another drawback of having cell phones at camp is many of them have built-in cameras.  It has happened at 
some camps around the country that children have secretly taken photographs of other campers or staff during 
changing or showering times and later uploaded those images onto the Internet.  To lessen the possibility of this 
happening we have decided to ban all digital cameras and suggest that if your child wants pictures from camp, 
that they bring a disposable film camera.  We take photographs during the summer, which are available for  


