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	 APPLICATION GUIDELINES

	

	DATE:  
	June 27 – August 12, 2011   *There is no program on Monday, July 4, 2011.

	
	(June 27-July 1, July 5-8, July 11-15,  July 18-22, July 25-29, Aug 1-5, Aug 8-12)

	

	HOURS:  
	Monday - Thursday 8:30am - 3:00pm  Friday 8:30am - 1:00pm

	PROGRAM:
	· The session will be for seven (7) consecutive weeks.  Students must register for the entire seven weeks, whether they attend every week or not.

· The session may not be split.

· All paperwork must be returned complete.

	PROGRAM FEE:
	Summer Day Program Tuition: 
	$3,370.00

	
	One:One Aide (if applicable): 
	$4,600.00

	
	We cannot process an application until we have confirmation of payment. All payments are payable to Easter Seals Massachusetts.

	REGISTRATION:
	The application includes TWO sections to be completed:

   Section I  - by Parent/Guardian
   Section II - by Primary Care Physician
If you fill out the forms electronically, they must be printed, signed and mailed to our office.  Completion of the application does not guarantee acceptance to program.

	1:1 AIDE:
	If your child is currently on a 1:1 ratio in his/her school program, it is your responsibility to see that it is maintained throughout the Summer Day Program.  Contact the school to discuss so they can complete the Agreement Form by the deadline.

	SCHOOL SYSTEM PAYMENT:
	If your school system has agreed to pay for the Summer Program:

· An Agreement Form will be emailed to all school systems that signed an Agreement for our 2010 Summer Day Program.
· It is the responsibility of the parent or guardian to contact the school to ensure that they received an Agreement Form and have submitted the signed form to our office.

· If your child is new to our program or you have moved since last year, please contact our office to request an Agreement Form be forwarded to the school.

	TRANSPORTATION
	Transportation is the responsibility of the parent/guardian to arrange.

	NEW APPLICANTS:
	All new applicants must schedule an interview with Ray Jackman, Coordinator of Community Programs (781-830-8752).

	PT, OT, AND SPEECH SERVICES:
	These services are not routinely provided as part of the summer program. If you are interested in PT, OT and Speech services, please contact Easter Seals at (508) 751-6348 for further information.  If your child is a patient of M.H.S., please discuss the summer with your therapists.

	APPLICATION DEADLINE:
	March 17, 2011

	MAIL APPLICATION TO:
	Dick Crisafulli

Director of Recreation

Massachusetts Hospital School

3 Randolph Street

Canton, MA  02021


	If you fill out this form electronically, you must print it to sign it before mailing.


	STUDENT INFORMATION

	Last Name: 
	     
	First Name:
	     
	Nickname:
	     

	Home Address:
	     
	
	     
	
	MA
	
	     

	
	Street
	
	City/Town
	
	State
	
	Zip

	DOB:  
	 FORMDROPDOWN 
 /         /      
	Age: 
	   
	Sex:  
	 FORMCHECKBOX 
M  FORMCHECKBOX 
F
	

	Has your child attended the MHS Summer Program before? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	

	CONTACT INFORMATION

	CONTACT #1:

	
	 FORMCHECKBOX 
Mother   FORMCHECKBOX 
Father   FORMCHECKBOX 
Guardian
	

	
	Last Name:
	     
	First Name:
	     

	
	Address:
	     
	
	     
	
	MA
	
	     

	
	
	Street
	
	City/Town
	
	State
	
	Zip

	
	Home Phone:
	    -     -     
	Work Phone:
	    -     -     
	

	
	Cell Phone:
	    -     -     
	Place of Employment:
	     

	
	Email:  
	     
	

	

	CONTACT #2:

	
	 FORMCHECKBOX 
Mother   FORMCHECKBOX 
Father   FORMCHECKBOX 
Guardian
	

	
	Last Name:
	     
	First Name:
	     

	
	Address:
	     
	
	     
	
	MA
	
	     

	
	
	Street
	
	City/Town
	
	State
	
	Zip

	
	Home Phone:
	    -     -     
	Work Phone:
	    -     -     
	

	
	Cell Phone:
	    -     -     
	Place of Employment:
	     

	
	Email:  
	     
	

	

	CONTACT #3 OR EMERGENCY CONTACT:

	
	 FORMCHECKBOX 
Mother   FORMCHECKBOX 
Father   FORMCHECKBOX 
Guardian
	

	
	Last Name:
	     
	First Name:
	     

	
	Address:
	     
	
	     
	
	MA
	
	     

	
	
	Street
	
	City/Town
	
	State
	
	Zip

	
	Home Phone:
	    -     -     
	Work Phone:
	    -     -     
	

	
	Cell Phone:
	    -     -     
	Place of Employment:
	     

	
	Email:  
	     
	


	CHILD’S NAME:
	Last: 
	     
	First:
	     
	

	

	NAME OF PARTY RESPONSIBLE FOR BILLING AND PAYMENT

	

	A.  FORMCHECKBOX 
 PARENT/GUARDIAN

	
	     Option A:
	 FORMCHECKBOX 

	Full payment enclosed.  Payable to Easter Seals Massachusetts

	
	     Option B:
	 FORMCHECKBOX 

	Bill my credit card for the full amount.

	
	
	 FORMCHECKBOX 
 VISA
	 FORMCHECKBOX 
 MASTERCARD

	
	
	Cardholders Name: 
	     
	

	
	
	Card # 
	     
	Exp. Date: 
	      /     
	

	
	
	
	
	     
	

	
	
	Signature of Cardholder
	
	Date
	

	
	

	B.  FORMCHECKBOX 
 MY CHILD’S SCHOOL SYSTEM HAS AGREED TO PAY THE FOR   FORMCHECKBOX 
Tuition  FORMCHECKBOX 
1:1 Aide

	
	School Name: 
	     
	

	
	Contact Name:
	     
	

	
	Title:
	     
	

	
	Email Address:
	     
	

	
	Telephone:
	     -      -      
	Extension:
	     
	

	
	IMPORTANT:
	A signed Agreement Form from the school system must be received by MHS Recreation Department before a child’s application is accepted.  It is the parent’s responsibility to contact the school to ensure that the Agreement Form has been signed and returned to our office.

Non-payment and/or late payment of your account may result in non-admission to the program. 

	
	

	TRANSPORTATION INFORMATION

	

	Transportation is the responsibility of the parent/guardian.  If your school system has agreed to provide transportation, please discuss arrangements with them.

	
	Who will be driving child to and from Summer Program?

	
	A.  FORMCHECKBOX 
 Parent/Guardian

	
	B.  FORMCHECKBOX 
 Transportation Company 
	 FORMCHECKBOX 
 Parent arranged

	
	
	 FORMCHECKBOX 
 School System arranged

	
	
	Name of transportation Company:
	     

	
	
	Phone Number:
	    -      -      
	


	CHILD’S NAME:
	Last: 
	     
	First:
	     
	

	


	SUMMER DAY PROGRAM CONSENTS

	

	A. CONSENT FOR PROGRAM PARTICIPATION (signature required to attend the program)

	
	In consideration of the use of the Finnegan Recreation Complex and the Massachusetts Hospital School grounds, I/we the undersigned, intending to be legally bound, hereby, for myself/ourselves, my/our heirs, my/our executors, administrators, and assignees do hereby discharge, waive and release any and all rights and claims for losses, injuries, and damages involving my/our, child/ward against the Massachusetts Hospital School, the designated vendor, and any individual persons involved in the supervision of this usage, and all sponsors associated therewith or any and all injuries, damages, losses and demands whatsoever arising in any manner and resulting directly or indirectly from participation at this summer program.

I also understand that under Massachusetts Law, an equine professional is not liable for an injury to, or death of, a participant in equine activities resulting from the inherent risks of equine activities, pursuant to Section 2D of Chapter 128 of the general laws.

	
	
	
	
	

	
	Signature Parent/Guardian 
	
	Date
	

	B. CONSENT FOR FIELD TRIPS

	
	I/We give permission for my/our, child/ward to go on Massachusetts Hospital School field trips as part of the Summer Day Program during programs with coverage by staff of the Massachusetts Hospital School and the designated vendor.  I understand that the chaperones will act in good faith in attending to the needs of my/our child/ward.

	
	
	
	
	

	
	Signature Parent/Guardian 
	
	Date
	

	C. CONSENT FOR PHOTOGRAPHY

	
	I/We give permission to have my/our child/ward’s photograph taken during the programs to be used for internal and external program activities and public relations. 

	
	
	
	
	

	
	Signature Parent/Guardian 
	
	Date
	

	D. CONSENT FOR WATER SPORTS

	
	I/We give permission to have my/our child/ward to participate in the Adapted Wind-surfing, Rowing, Kayaking, Boating, Canoeing, Tubing and Water-skiing Programs being held at the Massachusetts Hospital School Summer Day Program.  I understand that the Summer Day Program staff will act in good faith in attending to the needs of my/our child/ward.

	
	
	
	
	

	
	Signature Parent/Guardian 
	
	Date
	


	CHILD’S NAME:
	Last
	     
	First:
	     
	

	


	MEDICAL AUTHORIZATIONS

	

	A. AUTHORIZATIONS TO ADMINISTER MEDICATIONS

	
	I/we hereby authorize the MHS licensed nurses to administer medication as prescribed by my/our child/ward’s health care provider.  I understand that all of the medications my/our child/ward will need while at the Summer Day Program must be sent in daily in properly labeled containers from a pharmacy (including any special instructions, e.g. crushed, etc.).  I/we understand that it is my/our responsibility to notify the program nurses in writing of any changes in medications, doses, or if any medications are either added or stopped.

	
	
	
	
	

	
	Signature Parent/Guardian 
	
	Date
	

	B. AUTHORIZATION FOR TREATMENTS AND SPECIAL CARE

	
	I/we hereby authorize the MHS licensed program nurses to administer such treatments and special care as necessary, and as specified by my/our child/ward’s health care provider.

I/we understand that it is my responsibility to provide all necessary equipment and supplies my/our, child/ward will need at the summer day program.

I/we understand that it is my/our responsibility to notify program nurses in writing of any treatment changes, e.g. new ventilator settings, or a change in nutritional support.

	
	
	
	
	

	
	Signature Parent/Guardian 
	
	Date
	

	C. AUTHORIZATION FOR EMERGENCY CARE AND FIRST AID

	
	I/we hereby acknowledge that the program will administer first aid, including emergency basic life support (CPR) to my/our child/ward as necessary.

I/we further acknowledge and understand that transportation of my/our child/ward to the nearest fully equipped emergency room may be necessary if the injury or illness appears to be serious or urgent.

I/we understand that I/we, or a designated responsible adult, must be available by phone at all times, so that program personnel can contact me/us as soon as possible if an illness or injury was to occur.

I/we further understand that I/we may be asked/required to bring my/our child/ward to his/her primary care provider directly should he/she become ill while at the summer day program, and that it will be the responsibility of that practitioner/physician to decide whether or not my/our child/ward may safely return to the Summer Day Program.

	
	
	
	
	

	
	Signature Parent/Guardian
	
	Date
	


	CHILD’S NAME:
	Last:
	     
	First:
	     
	

	

	SUMMER PROGRAM MEDICAL INFORMATION

	

	IDENTIFYING INFORMATION:

	
	DOB 
	 FORMDROPDOWN 


 FORMDROPDOWN 
  /      /      
	Age:
	   
	Sex:  
	 FORMCHECKBOX 
F  FORMCHECKBOX 
M

	
	Primary Diagnosis:
	     

	
	Secondary Diagnosis:
	     

	

	ALLERGIES: 

	
	Does your child have any drug, food, and or environmental allergies?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	

	
	If yes, list all allergies: 
	     

	
	
	     

	
	Does your child need an epipen because of this?  
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	

	
	

	PLEASE NOTE THAT YOUR CHILD WILL BE TAKEN TO THE NEAREST HOSPITAL IN CASE OF EMERGENCY.   TRANSPORTATION FROM THAT FACILITY TO THE HOSPITAL OF YOUR CHOICE WOULD THEN HAVE TO BE ARRANGED THROUGH YOUR PHYSICIAN.

	

	HEALTH INSURANCE PROVIDER & ID NUMBER (e.g.: Mass Health, Tufts, BC/BS, Harvard Pilgrim, etc):

	
	A. 
	     

	
	B.
	     

	

	DENTIST: 

	
	Name: 
	     
	Phone: 
	    -      -     
	

	
	Address: 
	     

	

	DOES YOUR CHILD HAVE A BEHAVIOR PLAN? 

	
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	If yes, please copy and send in with application

	

	OXYGEN: 

	
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
	

	
	Flow 
	     
	
	Delivery System 
	     
	

	
	Humidification 
	     
	
	Trach Size
	     
	
	Suction Size Cath 
	     
	


	CHILD’S NAME:
	Last:
	     
	First:
	     
	

	
	
	

	BREATHING TREATMENTS:    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No Please specify only times during summer program hours

	
	EQUIPMENT*
	HOW OFTEN
	
	SETTINGS
	
	MEDICATIONS NEEDED

	
	 FORMCHECKBOX 
 Nebulizer
	     
	
	     
	
	     

	
	 FORMCHECKBOX 
 Bi-pap
	     
	
	     
	
	     

	
	 FORMCHECKBOX 
 IPV
	     
	
	     
	
	     

	
	 FORMCHECKBOX 
 Ventilator
	     
	
	     
	
	     

	
	 FORMCHECKBOX 
 Inhaler
	     
	
	     
	
	     

	
	 FORMCHECKBOX 
 Other
	     
	
	     
	
	     

	
	 FORMCHECKBOX 
 Suctioning
	     
	
	     
	
	     

	
	Catheter Size:
	     
	

	
	*IF USED, PLEASE BRING ALL EQUIPMENT

	

	PLEASE CHECK IF THE STUDENT HAS OR HAS HAD ANY OF THE FOLLOWING:

	 FORMCHECKBOX 
 seizures
	 FORMCHECKBOX 
 chicken pox 
	 FORMCHECKBOX 
 constipation

	 FORMCHECKBOX 
 loss of consciousness/severe head trauma
	 FORMCHECKBOX 
 German measles
	 FORMCHECKBOX 
 diarrhea 

	 FORMCHECKBOX 
 attention deficit disorder
	 FORMCHECKBOX 
 mumps 
	 FORMCHECKBOX 
 lactose intolerance

	 FORMCHECKBOX 
 developmental disorder
	 FORMCHECKBOX 
 measles 
	 FORMCHECKBOX 
 heart palpitations

	 FORMCHECKBOX 
 spasticity
	 FORMCHECKBOX 
 infectious mononucleosis
	 FORMCHECKBOX 
 other heart problems

	 FORMCHECKBOX 
 decreased tone
	 FORMCHECKBOX 
 hepatitis A
	 FORMCHECKBOX 
 high blood pressure

	 FORMCHECKBOX 
 easy bruising
	 FORMCHECKBOX 
 hepatitis B
	 FORMCHECKBOX 
 low blood pressure

	 FORMCHECKBOX 
 bone fractures
	 FORMCHECKBOX 
 hepatitis C
	 FORMCHECKBOX 
 chest pain or discomfort

	 FORMCHECKBOX 
 fragile bones
	 FORMCHECKBOX 
 diabetes mellitus
	 FORMCHECKBOX 
 shunt

	 FORMCHECKBOX 
 vagal nerve stimulator
	 FORMCHECKBOX 
 bladder problems
	 FORMCHECKBOX 
 autonomic dysreflexia

	 FORMCHECKBOX 
 respiratory problems or discomfort
	 FORMCHECKBOX 
 bladder infections
	 FORMCHECKBOX 
 headaches

	 FORMCHECKBOX 
 a ventilator in use
	 FORMCHECKBOX 
 kidney infections
	 FORMCHECKBOX 
 vision problems

	 FORMCHECKBOX 
 oxygen in use
	 FORMCHECKBOX 
 kidney stones
	 FORMCHECKBOX 
 wears glasses

	 FORMCHECKBOX 
 asthma
	 FORMCHECKBOX 
 blood in urine
	 FORMCHECKBOX 
 hearing problems

	 FORMCHECKBOX 
 difficulty in swallowing saliva or food
	 FORMCHECKBOX 
 blood in stool
	 FORMCHECKBOX 
 wears a hearing aid

	 FORMCHECKBOX 
 frequent choking
	 FORMCHECKBOX 
 C difficile diarrhea
	 FORMCHECKBOX 
 special communication system

	 FORMCHECKBOX 
 liver problems
	 FORMCHECKBOX 
 obesity
	 FORMCHECKBOX 
 SBE prophylaxis precautions

	 FORMCHECKBOX 
 digestive problems
	 FORMCHECKBOX 
 poor weight gain
	 FORMCHECKBOX 
 skin problems, pressure sores,

	 FORMCHECKBOX 
 gastro-esophageal reflux 
	 FORMCHECKBOX 
 problems with overeating
	        eczemas, dermatitis

	 FORMCHECKBOX 
 gastric or duodenal ulcer
	 FORMCHECKBOX 
 problems with under eating
	 FORMCHECKBOX 
 menstrual problems

	 FORMCHECKBOX 
 recent exposure to tuberculosis/+ TB test
	 FORMCHECKBOX 
 g-tube / feeding
	 FORMCHECKBOX 
 other (please specify)

	If you have checked any of the above, please explain: 
	

	     

	


	CHILD’S NAME:
	Last:
	     
	First:
	     
	DOB:
	  /    /    

	

	AUTHORIZATION TO ADMINISTER THE FOLLOWING MEDICATIONS

DURING THE SUMMER PROGRAM (8:30am-3:OOpm)

	MEDICATION #1:
	     
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
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Hospital School

3 Randolph Street
Canton, MA 02021



MEDICATION #2:
	     
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
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3 Randolph Street
Canton, MA 02021



MEDICATION #3:
	     
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
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MEDICATION #4:
	
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
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Canton, MA 02021



MEDICATION #5:
	
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
	     

	
	

	
	
	
	
	

	
	Signature Parent/Guardian
	
	Date
	


	CHILD’S NAME:
	Last:
	     
	First:
	     
	

	

	SUMMER PROGRAM FALL RISK ASSESSMENT

	Responses with *numbers are totaled to determine level of risk)
	

	1. PRIMARY MEANS OF MOBILITY: 
	 FORMCHECKBOX 
 PWC
	 FORMCHECKBOX 
 MWC (dependent)

	
	 FORMCHECKBOX 
 MWC (Self Propels)
	 FORMCHECKBOX 
 Ambulates(*10)

	2. IF AMBULATORY, WHAT DEVICE IS USED?
	     

	3. WHAT TYPE OF BRACING IS NEEDED?
	     

	4. TRANSFER STATUS AND
	 FORMCHECKBOX 
Independent(*10)
	 FORMCHECKBOX 
Supervised(*5)
	 FORMCHECKBOX 
Minimal Assist(*3)

	     ASSISTANCE NEEDED:
	 FORMCHECKBOX 
Moderate Assist(*2)
	 FORMCHECKBOX 
Dependent 
	 FORMCHECKBOX 
Stand Pivot 

	
	 FORMCHECKBOX 
Two-Person Lift
	 FORMCHECKBOX 
One-Person Lift
	 FORMCHECKBOX 
Hoyer Lift

	5. BED MOBILITY:
	 FORMCHECKBOX 
Independent w/rails
	 FORMCHECKBOX 
Independent w/o rails

	
	 FORMCHECKBOX 
 Minimum Assist
	 FORMCHECKBOX 
Moderate Assist
	 FORMCHECKBOX 
  Dependent

	     COMMENTS:
	     

	6. BALANCE: Sitting Balance
	 FORMCHECKBOX 
Independent(*5)
	 FORMCHECKBOX 
Minimum Assist(*3)

	
	 FORMCHECKBOX 
Moderate Assist
	 FORMCHECKBOX 
Dependent

	7. BALANCE: Standing Balance
	 FORMCHECKBOX 
Independent(*5)
	 FORMCHECKBOX 
Minimum Assist(*3)
	

	
	 FORMCHECKBOX 
Moderate Assist
	 FORMCHECKBOX 
Dependent 
	 FORMCHECKBOX 
Not Applicable

	8. HISTORY OF FALLS IN PAST 12 MONTHS:
	 FORMCHECKBOX 
YES(*5)  FORMCHECKBOX 
NO
	

	9. SEVERITY OF INJURY FROM PREVIOUS FALLS:
	 FORMCHECKBOX 
No Injury

	
	 FORMCHECKBOX 
Minor Injury – No Treatment Required  FORMCHECKBOX 
Major Injury – Treatment Required  FORMCHECKBOX 
Not applicable

	
	COMMENTS:
	     

	10. SENSORY IMPAIRMENTS: Vision
	 FORMCHECKBOX 
No Impairment
	 FORMCHECKBOX 
Mild
	 FORMCHECKBOX 
Moderate(*1)
	 FORMCHECKBOX 
Severe(*3)

	
	TYPE OF VISUAL AIDE:
	      

	11. SENSORY IMPAIRMENTS: Hearing
	 FORMCHECKBOX 
No Impairment
	 FORMCHECKBOX 
Mild
	 FORMCHECKBOX 
Moderate
	 FORMCHECKBOX 
Severe

	
	HEARING AIDE:
	 FORMCHECKBOX 
YES  FORMCHECKBOX 
 NO

	12. UE SENSATION:
	 FORMCHECKBOX 
Within Normal Limits   FORMCHECKBOX 
Impaired   FORMCHECKBOX 
Absent

	13. LE SENSATION:
	 FORMCHECKBOX 
Within Normal Limits   FORMCHECKBOX 
Impaired   FORMCHECKBOX 
Absent

	14. STRENGTH / TONE ABNORMALITIES:
	Check all areas where strength and/or tone are abnormal

	
	LE’s   FORMCHECKBOX 
(R)   FORMCHECKBOX 
(L)
	UE’s   FORMCHECKBOX 
(R)   FORMCHECKBOX 
(L)
	 FORMCHECKBOX 
 Trunk
	 FORMCHECKBOX 
 All

	15. SUDDEN OR ABNORMAL MOVEMENTS OR SPASMS:
	 FORMCHECKBOX 
 YES(*2) 
 FORMCHECKBOX 
 NO

	16. IMPAIRED COORDINATION:
	 FORMCHECKBOX 
 YES(*1)
 FORMCHECKBOX 
 NO

	17. IMPAIRED MEMORY / COGNITION:
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	18. SEIZURES:
	 FORMCHECKBOX 
 YES(*2) 
 FORMCHECKBOX 
 NO


	CHILD’S NAME:
	Last:
	     
	First:
	     
	

	
	

	SUMMER PROGRAM FALL RISK ASSESSMENT (continued)

	CURRENT MEDICAL PRESENTATION:

	
	1. ORTHOSTATIC HYPOTENSION:
	 FORMCHECKBOX 
YES(*1)
 FORMCHECKBOX 
 NO

	
	2. HEART DISEASE and / or ARRHYTHMIA:
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	
	3. PNEUMONIA:
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	
	4. TEMPERATURE ELEVATION: (>100F Oral or >101F Rectal):
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	
	5. DIURETICS and LAXATIVES:
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	
	6. INCONTINENCE – Fecal:
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	
	7. INCONTINENCE – Urinary:
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	
	8. POLYPHARMACY:
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	
	9. SEDATIVES, TRANQUILIZERS
	 FORMCHECKBOX 
 YES(*2) 
 FORMCHECKBOX 
 NO

	
	10. ANTIHYPERTENSIVES
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	
	11. MEDICATION WHICH MAY ALTER BALANCE / INCREASE RISK OF INJURY:
	 FORMCHECKBOX 
 YES(*2) 
 FORMCHECKBOX 
 NO

	
	12. IMPAIRED JUDGEMENT (Impulsivity or decreased safety awareness):
	 FORMCHECKBOX 
 YES(*2) 
 FORMCHECKBOX 
 NO

	
	13. HIGH ANXIETY:
	 FORMCHECKBOX 
 YES 
 FORMCHECKBOX 
 NO

	SUMMARY: (This summary will also be found in the electronic medical record)

	
	BASED ON THE ABOVE INFORMATION, IS THIS PERSON AT RISK FOR FALLS?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

	
	LEVEL OF RISK (Sum of * Values)
	 FORMCHECKBOX 
0-14 = Low risk
	 FORMCHECKBOX 
15-34 = Moderate risk
	 FORMCHECKBOX 
35-42 = High risk

	TREATMENT PLAN FOR FALLS:

	
	     

	PATIENT/CAREGIVER EDUCATION:

	
	     


	CHILD’S NAME:
	Last:
	     
	First:
	     
	AGE:
	

	

	PERSONAL CARE SUMMARY

	

	A. DRESSING:

	
	 FORMCHECKBOX 
Independent
	 FORMCHECKBOX 
Needs Assistance - Specify: 
	

	
	 FORMCHECKBOX 
Dependent
	Equipment Used: 
	

	

	B. TRANSFERS:

	
	 FORMCHECKBOX 
Independent
	 FORMCHECKBOX 
Needs Assistance - Specify: 
	     

	
	 FORMCHECKBOX 
Dependent
	Type of transfer:
	     

	
	Equipment Used:
	     

	
	(Be sure to provide the necessary straps/slings/chains or other equipment needed for transfers)

	
	

	C. HYGIENE:

	
	 FORMCHECKBOX 
Independent
	 FORMCHECKBOX 
Needs Assistance - Specify: 
	     

	
	 FORMCHECKBOX 
Dependent
	Equipment Used:
	     

	
	

	D. TOILETING:  URINARY

	
	 FORMCHECKBOX 
Independent
	 FORMCHECKBOX 
Needs Assistance - Specify:
	     

	
	 FORMCHECKBOX 
Dependent
	Equipment Used: 
	     

	
	
	Catheter Size:
	     
	

	

	E. TOILETING:  BOWEL

	
	 FORMCHECKBOX 
Independent
	 FORMCHECKBOX 
Needs Assistance - Specify:
	     

	
	 FORMCHECKBOX 
Dependent
	Program - Specify: 
	     

	
	(PADDED OR ADAPTED COMMODES MUST BE PROVIDED FOR THE STUDENT’S USE)

	
	

	F. SPECIAL SKIN CARE: 

	
	Specify:
	     

	
	

	G. SLEEP

	
	Usual bedtime
	      :    FORMDROPDOWN 

	Usual rising time
	      :    FORMDROPDOWN 

	Nap times:
	     
	Duration:
	     

	
	


	H. MOBILITY

	
	 FORMCHECKBOX 
Ambulatory
	 FORMCHECKBOX 
Ambulates with devices – 

	
	
	 Specify:
	     

	
	 FORMCHECKBOX 
Manual wheelchair
	 FORMCHECKBOX 
Electric wheelchair
	

	
	Massachusetts Hospital School requires the use of seatbelts on all wheelchairs
	

	
	Who services wheelchair:
	     
	Telephone #:
	     -       -      
	

	
	

	I. SAFETY:  Does the student:

	
	 FORMCHECKBOX 
Fall frequently
	 FORMCHECKBOX 
Wander 
	

	
	 FORMCHECKBOX 
Climb out of bed
	 FORMCHECKBOX 
Use side rails while in bed -
	Padded   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	
	

	J. APPLIANCES:  

	
	Does the camper wear AFO’s/splints  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	
	Special type and times:
	     


	CHILD’S NAME:
	Last:
	     
	First:
	     
	

	

	NUTRITION

	

	A. DOES CHILD REQUIRE ASSISTANCE WITH SET UP OF MEALS

	
	 FORMCHECKBOX 
Independent
	 FORMCHECKBOX 
Dependent- explain:
	     

	
	
	
	

	
	

	B. DOES CHILD REQUIRE ASSISTANCE WITH FEEDING?

	
	 FORMCHECKBOX 
Independent
	 FORMCHECKBOX 
Dependent- explain:
	     

	
	Please specify any adaptive equipment used during meals:
	     

	
	

	C. PLEASE SPECIFY CHILD’S DIET TEXTURE:

	
	 FORMCHECKBOX 
Regular
	 FORMCHECKBOX 
Soft (no fresh fruit/vegetable)
	

	
	 FORMCHECKBOX 
Chop
	 FORMCHECKBOX 
Ground
	 FORMCHECKBOX 
Puree

	
	Other considerations
	     

	
	

	D. DOES CHILD HAVE ANY KNOWN FOOD ALLERGIES? 

	
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 

	
	If yes please specify:
	     

	
	

	E. INDICATE FOOD PREFERENCES:

	
	(Include Any Special Dietary Restrictions: i.e. No pork, Vegetarian, etc.)

	
	     

	
	

	
	Food likes:
	     

	
	Food dislikes:
	     

	
	Supplemental feedings (specify type, rate, frequency, and route: by mouth or G-tube):

	
	     

	
	


	CHILD’S NAME:
	Last:
	     
	First:
	     
	

	

	PHOTO

	

	PLEASE ATTACH RECENT PHOTO:



	HISTORY & PHYSICAL EXAMINATION

	
	
	
	
	

	· The HISTORY & PHYSICAL forms are required to be completed and signed by the primary care physician:

	· The exam must be within one year of the program session.  Exam on or after June 27, 2010.

	· We realize some student’s will not be able to have their annual physical until after the deadline, but we will need to know the date of the scheduled appointment.  If you are in this situation, please return all completed forms with the exception of the History & Physical Examination by the deadline.

	· If you cannot have a physical exam before the March 17th deadline, please schedule appointment immediately.

	Date of scheduled appointment:
	     

	

	SUBMIT APPLICATION


Please submit parent/guardian portion of the application ASAP, the physician’s forms may follow.

The deadline is March 17, 2011.

Mail application to:
Massachusetts Hospital School


Recreation Department – Summer Program


3 Randolph Street


Canton, MA  02021

PHONE: 781-830-8755 (MHS Recreation Office)   FAX #: 781-830-8498 (Medical Records Office - Summer Program)

	If you fill out this form electronically, you must print it to sign it before mailing.

	STUDENT INFORMATION

	CHILD’S NAME:
	Last:
	     
	First:
	     
	DOB:
	  /    /    

	

	PROVIDER INFORMATION

	NAME OF PROVIDER:
	     

	ADDRESS OF PROVIDER:
	     
	
	     
	MA
	     

	
	Street
	
	Town
	State
	Zip

	OFFICE PHONE #:
	    -      -      
	ANSWERING SERVICE PHONE #:
	    -      -      

	

	HISTORY & PHYSICAL EXAMINATION – Exam must be within one year of program (on or after  6/27/10)

	DIAGNOSIS:
	     

	

	PROBLEM LIST (Please include surgical history):

	
	     

	
	

	
	

	
	

	PHYSICAL EXAMINATION:

	
	WT:
	     
	lb
	-
	    
	%tile
	
	Blood Pressure:
	     
	

	
	HT:
	    
	in
	-
	    
	%tile
	
	Heart Rate:
	     
	

	
	HC:
	    
	in
	-
	    
	%tile
	
	Respiratory Rate:
	     
	

	

	GENERAL OVERALL APPEARANCE:
	
	

	
	HEENT:
	     
	NEURO:
	     

	
	CHEST:
	     
	ORTHO:
	     

	
	CARDIAC:
	     
	SKIN:
	     

	
	ABDOMEN:
	     
	OTHER:
	     

	

	PERTINENT LAB DATA (if applicable):

	
	

	
	

	
	

	

	ALLERGIES:  
	     

	
	

	

	HAS EPIPEN BEEN PRESCRIBED?  
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

	
	

	IMMUNIZATION HISTORY

	
	

	PLEASE ATTACH A COPY OF CHILD’S IMMUNIZATION HISTORY


	CHILD’S NAME:
	Last:
	     
	First:
	     
	DOB:
	  /    /    

	

	SUMMER PROGRAM ACTIVITIES –  I ACKNOWLEDGE THAT THE SUMMER PROGRAM TYPICALLY MAY INCLUDE THE FOLLOWING ADAPTED ACTIVITIES:

	
	Boating/Fishing
	Tubing
	Windsurfing
	Aquatics
	Cooking

	
	Horseback Riding
	Arts & Crafts
	Music & Performing Arts
	Sports & Games
	Field Trips

	RECOMMENDATIONS:

	
	1. In your opinion, can your patient participate in the summer program? 
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	
	2. If yes, are there any restrictions?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	
	    The following activities should be restricted or limited (Please be specific):

	
	     

	
	3. Bed Rail Needed?
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	

	ALL MEDICATIONS CHILD TAKES

	MEDICATION #1:
	     
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
	     

	MEDICATION #2:
	     
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
	     

	MEDICATION #3:
	     
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
	     

	MEDICATION #4:
	
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
	     

	MEDICATION #5:
	
	

	
	Dosage:
	     
	Route:
	     
	

	
	Time:
	     
	Duration:
	     
	 FORMCHECKBOX 
 Indefinitely

	
	Possible side effects and adverse reactions:
	     

	PHYSICIAN SIGNATURE

	
	  MHS Summer Program:  June 27-August 12, 2011

	PHYSICAL EXAM DATE:
	     
	(Must be within one year of program start date)

	

	SIGNATURE:
	
	DATE:
	     

	
	Primary Care Physician or Nurse Practitioner


	

	MAIL FORM TO:
	Massachusetts Hospital School

	
	Recreation Department – Summer Program

	
	3 Randolph Street

	
	Canton, MA  02021

	
	

	PHONE:
	781-830-8755 (MHS Recreation Office)

	
	

	FAX #:
	781-830-8498 (Medical Records Office - Summer Program)
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