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Hi Families, 

We look forward to having your child/children at camp.

This year Dr. Katherine Johnson will be joining camp staff. Dr. Johnson joined Self Regional Healthcare- Montgomery Center Family Medicine. Dr. Johnson is a family medicine physician with a specialty in diabetes.  

Be sure to fill out and return all forms including the YMCA permission slip.  A self-addressed envelope is included. No one is allowed to climb the tower or swim without the YMCA permission slip filled out and returned to us. 

Please complete the application and sign all necessary forms. This year we will be collecting checks on the first day of camp. 

Please return all forms by mail or scan completed forms an email to mara.schwartz@selfregional.org by May 1st. 

If you mail your forms please send me an email stating your child will be attending, since last year we had some issues with return packets getting lost in the mail. 

Where to drop off and pick up your child from camp:

Drop Off between 8:45 - 9 AM. Please drive your car to the right side of the parking lot to let your child off. Please look for camp staff near the parking lot fence. Please wait for a camp staff member to sign-in your child. If you will need to drop of your child earlier please contact Mara prior to camp start to see if we can accommodate your needs. 
Pick Up: Pick up will be at the YMCA front door by 4 PM Monday – Thursday. Please wait for a Staff member to sign-out your child each day. 

Family Picnic – Friday, June 14th at 12 PM

The family picnic will be held Friday June 14th.  Please meet us at the YMCA Pavilion at 12:00pm. If you are not able to attend the picnic, please pick your child up Friday at 2:00 pm.  

If you have questions, please call or email me.

Contact information: 864-725-5007

Email: mara.schwartz@selfregional.org

Thank you

Mara Schwartz BSN, RN, CDE, CPT 

Camp Porcupine Coordinator 
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Monday, June 10th – Friday, June 14th
Camp Porcupine Diabetes Day Camp

Greenwood YMCA
Ages 6 – 18
$15.00/week.  Scholarships available
Camper's Name: _______________________ Parent's/Guardian's Name: _____________________________ 
Home phone _______________      Cell phone________________           Work phone: __________________
Parent email address___________________
Address: ______________________________________________________
City/State/Zip: _________________________________________________

Birth Date: ________Age: _______ School________________________________ Next year grade: _____

Circle the t-shirt size the camper wishes to receive on the last day of camp.

T-shirt Size Youth:  S  M  L  XL          T- Shirt Size Adults: S   M   LG   XLG   1X     2X    3X

Age when diabetes was diagnosed: _____ years old 
Previously attended camp? Yes or No 
Please tell us the number of people that will be attending the picnic on Friday June 14th at 12pm ______________
Be sure to complete and attach all of the enclosed forms with your application.
APPLICATION DEADLINE: May 1, 2019
DIABETES DAY CAMP
Application for Financial Aid

Camper's Name: ___________________________________________

Address: ________________________________________________

City/State/Zip: __________________________________________

Registration Fee: $15.00 (submit with application)

Self Regional Healthcare does not want any child to miss camp because of financial reasons.  Scholarships are available through a grant received from the Hospital Foundation in Greenwood, S.C. Please indicate below the amount of assistance you are requesting.  If you need to discuss this further, contact Mara Schwartz at 864-554-5203.
Amount of Financial Assistance Requested   $_______________

Signature of Parent/Guardian: ___________________________________________
Print Parent/Guardian Name: ____________________________________________

Date: ____________________

SELF REGIONAL HEALTHCARE

DIABETES DAY CAMP JUNE 10- JUNE 14, 2019 PARENT/LEGAL GUARDIAN CONSENT
AND WAIVER OF LIABILITY FORM
Name of Camper: ___________________________________________________________

PARENTAL/LEGAL GUARDIAN CONSENT
I, parent/legal guardian of the above-referenced child, hereby grant permission to Self Regional Healthcare as follows:

1.
Permission for any staff member(s) of Self Regional Healthcare to provide medical examinations, diabetic regimen adjustments, treatment, administration of medications, obtain blood and/or urine samples, and/or hospitalization if any or all such treatment is deemed medically necessary by said Staff.  I further understand that certain medications may cause an allergy or reaction.  If any such reaction occurs, the above-referenced child will be examined by the appropriate Self Regional Healthcare Staff.  The results of said examination performed at the Camp will be made available to the child’s primary care physician. Primary physician’s name, address and phone number are listed below:

	Primary Care Physician


	
	Endocrinologist 
	

	Address

 
	
	Address


	

	City, State, Zip Code


	
	City, State, Zip Code


	

	Office Phone number 


	
	Office Phone number 


	


2.
Authorize any and all Self Regional Healthcare Staff to consent to, on my child’s behalf, any and all urgently needed medical treatment if said staff member(s) is unable to reach me at the numbers listed below.

	Primary Contact 
	Name 
	

	
	Phone number
	

	Alternate Contact #1
	Name 
	

	
	Phone number
	


3.
Permission for any and all staff member(s) of Self Regional Healthcare to supervise my child while he/she is attending Diabetes Day Camp, including, but not limited to, discussion and enforcement of  any and all Camp rules and regulations, including the consequences if said rules and regulations are not followed.

4.
Permission for the above-referenced child to go on trips outside of the camp facility accompanied by camp staff member(s).

5.
Permission for the above-referenced child to be transported to trips outside of camp, by a vehicle operated and maintained by the local Greenwood YMCA and its employee(s), agent(s) and/or contractor(s). Self Regional Healthcare makes no warranties as to these transportation services and directs you to the Greenwood YMCA for any questions or concerns related to transportation. 
6.
Permission to Self Regional Healthcare to take pictures, including, but not limited to, photographs, motion pictures, videotapes and/or slides of the above-referenced child; to record the above-referenced child’s voice and/or write descriptions of this child’s activities at camp, both individually and as a member of a group, for the purpose of inclusion in educational films, educational brochures, newsletters and other publications as Self Regional Healthcare may deem appropriate.  As parent/legal guardian of the above-referenced child, I agree that any such material is the sole property of Self Regional Healthcare and can be used as it deems appropriate.  I hereby release the Self Regional Healthcare, its agents, employees, officers, directors, volunteers and members from any and all liability related to the production, reproduction and/or distribution of any and all materials above-referenced.
HEALTH AND ACCIDENT/HOSPITALIZATION INSURANCE
The above-referenced child is covered by health and accident and/or hospitalization insurance as listed below.

Insurance Company: ________________________________________________________
Named Insured: ____________________________________________________________
Policy #:___________________________________________________________________
ACCIDENTAL EXPOSURE TO BLOOD AND/OR OTHER BODILY FLUIDS

I understand that if the above-referenced child exposes another child to blood and/or bodily fluids, or if the above-referenced child is exposed to blood and/or bodily fluids by another child, the child’s primary care physician as listed above in # 1, will be notified.  Upon notification, that physician will determine what, if any, testing and/or treatment is necessary.  If said child is exposed to blood and/or bodily fluids by a Self Regional Healthcare staff member(s), any and all testing will be provided by Self Regional Healthcare Employee Health Services.  Any such test results will be provided by Self Regional Healthcare Employee Health Services to the child’s primary care physician.

RELEASE FROM ACCIDENTAL BODILY INJURY

As parent and legal guardian(s) of the above-referenced child, I specifically release Self Regional Healthcare, its agents, employees, officers, directors, volunteers and members from any and all liability for any and all injuries that may occur while the above-referenced child is being transported to/from and/or attends the Self Regional Healthcare Teen Retreat and Diabetes Day Camp.

FURTHER INFORMATION
I am providing the following additional information regarding the above-referenced child’s diet, physical activities limitation(s), and information regarding other non-diabetic related medications, and any emotional or behavioral issues the above-referenced child may have.

Dated_____________________________
__________________________________ Parent’s/Guardian’s Signature

OPTIONAL ACTIVITY PERMISSIONS
SWIM DAYS FOR 2019 ARE Monday June 10th –Friday June 14th
SWIMMING POOL AT the YMCA
________ 1.  As parent/legal guardian of the above-referenced child, I hereby GIVE permission for my child to go swimming in the pool at the YMCA with a certified life guard on duty.

OR
_________2.
As parent/legal guardian of the above-referenced child, I hereby DO NOT GIVE permission for my child to go swimming in the pool at Greenwood YMCA with a certified life guard on duty

**Please indicate your decision by initialing the sentence that correctly reflects your decision.  Any omissions will be considered as a “No” for that activity. **
****************

AFFIRMATION
By signing below, I affirm that I am the parent/legal guardian of the above-referenced child, that I have read and understand all pages of this document, and further, that all statements contained herein are true to the best of my knowledge.
________________________________________________   Date:_______________________________
Parent/Legal Guardian

Home Phone #: ___________________________

Office Phone #: ___________________________

Other Phone #: ____________________________
DIABETES DAY CAMP 
 MEDICAL HISTORY

Please complete the following  Medical History for your camper.  It is very important that the staff have the most accurate and updated information on each camper.  The camper will not be allowed to attend camp if the medical treatment section is not completed prior to camp.
Campers Name __________________________ Age _____ Ht. _____ Wt. ___

Medication Management:

It is very important that we know everything about the insulin or oral medication the camper is taking.  Please look at the box that the insulin comes in and complete the following information carefully.

Manufacturer:  This is the name of the company that makes your insulin.  Look at the insulin box and check to make sure you are checking the correct insulin below.

Type of Insulin:  This will be if your insulin is short acting, long acting, etc.   Look at your insulin box and check or write-in the brand name of your insulin below.
Please include a copy of the Diabetes Treatment Plan from the Endocrinology office, if available, or please provide the detailed information below. 
Please record the amounts, type (s) and time you usually take your insulin.

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

Sliding Scale Insulin.  If you are on a sliding scale, please record what your sliding scale insulin is. 

Type of insulin used for Sliding Scale is _______________
	Blood Sugar Range
	______ Units of Insulin

	
	

	
	

	
	

	
	

	
	


Correction Bolus or Correction Scale Formula.  Please provide us with the formula you use to do correction boluses or to correct blood sugar.
Insulin Sensitivity:  (1 unit lowers BG by how much?) 1:____= sensitivity
Pumpers:  Please record all basal rates.  If you are on an Insulin to carbohydrate ratio, please provide the ratio (s) on the next page.
Pump Brand: Circle one
Medtronic, Omnipod, T-slim
Infusion set type: Example (Minimed Mio) _____________

Cannula length:  Example (6 mm) __________

Tubing Length: Example (23”) _____________

Medtronic Only: Reservoir size (circle one)

1.8 ml (holds 180 units)    or    3.0 ml (holds 300 units)
Continuous Glucose Monitor: 

Yes ___ (if Yes, Brand_______________
No ___ (if no continue to next page

If child is on insulin pump list rates below:

	Basal Rate Time
	Basal Rate

	Example 12 AM
	1.0 unit/hour

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Note:  Some may use the same insulin to carb ratio for all meals, others may have different insulin to carb ratios for different meals. 
	Insulin to Carb Ratio

	AM/Breakfast
	1:

	PM/Lunch
	1:

	PM/Dinner
	1:

	AM/Snack
	1:

	PM/Snack
	1:

	Evening Snack
	1:


Oral Medications (Pills) If you are on oral medication for diabetes please list type, amount and time taken:__________________________________________________________
Medication Allergies:_______________________________If yes, reaction:____________________
Food Allergies:____________________________________If yes, reaction:____________________ 

Other Allergies:( Bees,etc)___________________________If yes, reaction:____________________

Epi Pen required: _____________ If yes, please provide pen to camp staff.

Please list all medications camper takes for any other medical conditions (seizures, asthma, ADHD, etc)
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