
FRIDAY AFTERCARE PROGRAM 
INFORMATION/MEDICAL FORM 

2009/2010 
 

Name of Child _________________________________    Grade ________________ 
 
Home Address: ____________________________   City: _____________________ 
 
Postal Code: ____________  Home Phone #: ______________________ 
 
First Session ____   Second Session _____   
 
Male/Female (circle one)         Date of Birth  ____/____/______ 
         M     D         Y 
 
OHIP/Health Card #  ______________________________    
 
 

PARENT/GAURDIAN INFORMATION 
 
Mothers Name: ____________________________________________ 
 
Office # _________________________ Cell # ___________________ 
 
 
Fathers Name:  ____________________________________________ 
 
Office # _________________________ Cell # ___________________ 
 
 
Alternate Contact: ____________________________ Relation: _________________ 
 
Numbers to be reached at: _______________   ____________   __________________ 
 
 
 
Parent(s) are:  Married _____    Separated _____    Divorced _____ 
 

• If separated which child does the parent live with? 
 
• Does the other parent have free access? 

 
• Please provide a note describing custodial arrangements and 

concerns if there are issues with access. 
 



MEDICAL INFORMATION 
 

1. Child is fully immunized?    Yes  No 
 
2. Is the child prone to upset stomachs?   Yes  No 

 
3. Is the child prone to respiratory infection or asthma?    Yes  No 

 
4. Does the child have seizures?    Yes  No 

 
5. Allergies ______  No Known Allergies 

 
Please list any allergies your child may have along with any dosage of 
medication that is given and reactions to the allergy 
 
 
 
 
 

 
 
I/We provide authorization for JCC staff to treat my child as per above.  Yes     No 
 
________________________ Signature of Parent 
 

6. Does the child have any behaviour or emotional problems that we should    
be aware of? 
  Yes ____       No ____ 

If yes, please explain:   
 
______ 
 
 
 
 
7. Is the child on any regular dose of medications?  Yes _____ No _____ 

If yes please list below; 
  Drug    Dose    Time 

__________________________________________________________________ 
 __________________________________________________________________ 
 __________________________________________________________________ 

 
 



*If you need the staff to administer medication during the after-school/break 
camp hours, the original container with the prescribed instructions 
accompanying the medication and be given to the school by the parent or 
guardian. 
 
*If your child has known allergies, please make sure that the sufficient 
medication or epi-pens etc. are accompanying your child, and that you have 
signed # 5 up above. 

 
To the best of my knowledge, my child) is in good health and is physically able to 
participate in all activities, except as previously indicated.  If there are any changes 
during the camp Gail will be made aware at that time. 
 
 
 
______________________________                             ______________________ 
Parent or Guardian Signature     Date 
 
 


