3.

4,

This is what your child needs for Horizons Summer Program this year:
(The attachments are all labelled 1, 2, 3 and 4- Explanation for each attachment provided below)

Youth Health History for Horizons Summer Program Students
We realize that you answered most of these questions on the enroliment application, but this form is

required by the state of Maryland to be in each student’s file.

Medication Administration Authorization Form
-There are (3) forms that are in this section. All (3) forms will need to be filled in by your child’s doctor.
This will inform the staff at the program the medical issues your child is diagnosed with and the treatment
prescribed by the child’s doctor. This will also inform staff if your child can take the medication
themselves or staff need to administer the medication to them.
Examples of a few Medical issues that would need these (3) forms filled out:

=  ADHD requiring daily medication

e Asthma requiring an inhaler

e Allergies that require medication or an epi pen

e  Migraine headaches

These are just a few examples. We are not permitted at Horizons to medicate children unless
there is a doctor’s order to do so, that includes Tylenol, Advil, ete.

Asthma Action Plan
~There are (2) more additional forms that will need to be filled out by your child’s docter if your child is
diagnosed with Asthma.

Permission for use of Sunscreen

-We will need a parent’s signature on form #4. We have a children’s SPF 50 Sunscreen spray
that we will be using daily on each child attending camp unless you have a particular sunscreen
you would like to provide and keep at camp for your child. Just et us know your preference.

*Some of your children wiil only need #1 The Youth Camp Health History and #4 The Sunscreen
Permission slip. Other children may need forms #2 and/ or #3. If you have any questions regarding any
of these forms please feel free to contact us. We will be happy to help you and want to make this
process as simple as possible.

Sincerely,
Teresa Dellamura

Program Coordinator

Horizons of Kent & Queen Anne’s
1168 S. Lynchburg St
Chestertown, MD, 21620
410-778-9903
tdellamurahorizons@gmail.com



Child's Name:

Current residence:

EMERGENCY CONTACT INFORMATION:

Emergency Contact
(Parent or Legal Guardian): Phone:

2" Emergency Contact
(Other than Parent Above): Phone:

Primary Care Physician or
other provider of medical care: Phone:

HEALTH INFORMATION:
Are there any health problems including physical, psychiatric, or behavioral problems of which we
need to be aware? O NO

[0 YES, and youth camp participation was discussed with the camper’s healthcare provider including
considerations related to risk of COVID-19
Explain health problems and any considerations:

Are there any medications, dietary restrictions, allergies, or special needs that we need to be aware of to
ensure that your child’'s camp experience is positive? O NO

0 YES, Explain:

IMMUNIZATION INFORMATION:
Must list current residence above.

For campers who currently reside within the United States, a United States territory, or the
District of Columbia: Does the camper have any immunization exemptions because of a parental
or guardian objection or medical contraindication? O NO

[ YES, List:

For campers who reside outside the United States, a United States territory, or the District of
Columbia: Attach record of vaccination or immunity on Department form MDH-896.

Parent or Legal Guardian's Signature Date
MDH-4768 (06/2020)



MEDICATION ADMINISTRATION Meryland Departmert of Health (MDH)
_ AUTHORIZATION FORM ety et iy Sphop- -
for Youth Camps in Maryland

This form must be completed fully In order for youth camp operators and staff members to administer the required medication or for the
‘v or | camper to self-administer madlcation. A new medication administration form:must bs completed at the beginning of each camp season;- 1
for sach medication, and each time there s a change In dosage or time of administration of a médication.

¢  Prescription medication must be in 8 container labeled by the pharmacist or prescriber,
+  Nonprescription medication must be in the original contalner with the instructions for use, Nanprescription medigation Includes
vitamins, homeopathic, and herbal medicines.
An authorized indlividua) must bring

ation to the camp and g

the medic

1. CHILD'S NAME
I
Sonh _ Day Yoar
3. COND!TION FOR WHICH MEDICATION IS BEING ADMINISTERED: . 4, EMERGENCY MEDICATION
[ 1YES ¥ sas il below. NO

5. MEDICATION NAME 6. DOSE ) 7. ROUTE

8. TIME/FREQUENCY OF ADMINISTRATION 9. IF PRN, FREQUENCY
10, IF PRN, FOR WHAT SYMPTOMS
11. KNOWN SIDE EFFECTS SPECIFIC TO CHILD
12. MEDICATION SHALL BE ADMINISTERED 42a, FROM 12b. TO

during the year In which this form Is dated In 14b below unless mare restrictive dales / / / /
are specified In 12a and 12b, This authortzalion Is NOT TO EXCEED 1 YEAR
: Wolh _Dey _ vesr | Monh Dev  Yesr |

13. PRESCRIBER'S NAMETITLE ‘ This space may be used for the Prescriber’s Address Stamp
TELEPHONE | FAX
ADDRESS
cITY ' STATE | ZIPCODE
14a. PRESCRIBER'S SIGNATURE (Parentiguardian cannot sign hers) 14b. DATE
(ORIGINAL SIGNATURE OR SIGNATURE STAMP ONLY)
< o AR e ""'!-5. R T e T K S P e T B
R R IR, s i 1. PARE! 'AUTHORIZATION..-..= s o e ik

| request ihe authorized youth camp operator, staff member or volunteer to administer the medication of sa the camper in self-administra
as prescribed by the above authorized prescriber. Iwﬂfymatlmlqdwmwmmmmwmmmmwmdemedm.

h&s&!mhea&nlﬁsﬂaﬂonofmodlaﬂonltﬂlafloﬂy. | undarstand that at the end of the authorized peﬂod.annuWMulduaLﬂiiqted In
15 balow, which may Inciude the child, must pick up the medication, otherwise 1 will be diecarded. | authorize camp personnel and the authorized
ar Indicated on this form to communicate In compliance with HIPAA.

15a. PARENT/GUARDIAN SIGNATURE 16b. DATE 15C. INDIVIDUAL(S) AUTHORIZED TO PICK UP MEDICATION

16d. HOME PHONE # 15e. CELL PHONE # 16f, WORK PHONE #

==

TR TAISTRATION | SELFCARRY [OFTIONAL) _

sidte

This section shoiid only be compilated if this medication is approved for ssii-adminisiration. Seif-carry s only permitied for smergency medications
such es inhalers and epinephrine. mmmmmmmmmammmmmm. However, youth camp
ﬂ“ﬂﬂ”mﬂwwmm‘wnam. . )
| authoriza sel-adminisiration of the above fistsd medication for the child named above under the supervision of the youth camp operator, &
d alaff member or volunteer. |f indicated below, tha child named sbove may self medication
18a. PRESCRIBER'S SIGNATURE 18h. SELF-CARRY EMERGENCY MEDICATION (Check One) 16c. DATE
= e [1YES [ INO [ 1 N/A - Not emergency medicalion '
17a. PARENT/GUARDIAN'S SIGNATURE 17b, SELF-CARRY EMERGENCY MEDICATION (Check One) 17c. DATE
i [1YES [ 1NO [ 1 N/A - Not emargency medicalion

MDH-4758 (01/2017) KEEP FOR 3 YEARS Page 1 of 1



MEDICATION ADMINISTRATION AUTHORIZATION FORM for Youth Camps in Maryland Maryland Department of esith (MDH)

Office of Healthy Homes and Communities
This form must be completed fully in order for youth camp operators and staff members to adminter the required madication or for the camper to self-adminster

: {410) 767-8417 or 1-877-4MD-DHMH ext. 8417
medication. A new medication administration form must ba completed at the beginning of each camp season, and esch time there isa change In dosage or time of 3
Draft Revision Date: 4/4/2018
administration of a medication.

- Prescription medication must be in a contalner labeled by the pharmacist or prescriber.
- Nonprescription medication must be in the original container with the Instructions for use. Non prescription medication inclu udes vitamins, homeophathic, and herbal medicines.
. E.!E:BE«E the medication to the the medication to an adult staff member.

Section |. PRESCRIBER'S AUTHORIZATION .

T CHILD'S NAME st misde o e T2 DATE OF BIRTH (m/ddvyy)
J/
3. MEDICATION SHALL BE ADMINISTERED 3a. FROM (mm/dd/yyyy)  [3b. TO (mm/dd/yyyy)
during the year in which this form s dated in 7b below unless more restrictive dates are specified in 38 and 3b. This autheorization is NOT TO EXCEED 1 YEAR. L. ¥ W 4
Medication Name Condition Being Treated/PRN Parameters _ Dose Route Frequency OK to Self-Administer _ OK to Self-Carry (Emerg Meds Only)
_D,_‘nm O No [ Yes [No o Notemergency med

1

Emergency Medication: © Yes G N6 Known side effects:

2

Cyes CiNo [ Yes [INo o Notemergency med
Emergency Medication: 0 Yes ntua.u!%_&_rnﬂ.. : : :

3 CYes ONo O Yes ONo O Not emergency med
Emergency Medicotion: o Yes © No B-n!_._uﬁn% ;
4. PRESCRIBER'S NAME/TITLE This space may be used for the Prescriber's Address Stamp
TELEPHONE FAX
ADDRESS
amy [sTaTE |zip cope
Sa. vwmmnm_mmxm SIGNATURE (Parent/guardian cannot sign here) 5h. DATE (mm/dd/yyyy)
re or stam| ) e —

—e \Illllla
2 5 munﬂo..: PARENT/GUARDIAN Pq..:.uw_gﬁaz P .

_igﬁgggﬂ. guﬂa:ﬁsvﬂnqgiﬂﬁlagasai n of to supervise the camper In %q&;lﬂ%iﬁng;g“gi E{Esﬁ_aega
to medical treatment for the child named abowve, Ei?égagsggi | understand that at the and of the authorized period an authorized Individual must pick up the medicaton; otherwise, It will be discarded. |
camp parsonnel and the authorized prescriber indicated on this form to icate in pliance with HIPAA

6a. PARENT/GUARDIAN SIGNATURE 6b. DATE (mm/dd/yyyy) __|6c. INDIVIDUALS AUTHORIZED TO PICK UP MEDICATION
6d. HOME PHONE # |6e. CELL PHONE # |I _|6f. WORK PHONE # &

- .- -Section 1. AUTHORIZATION amgzﬁgﬁg\mg {OPTIONAL) : ;
._Immmn_._ozmxoc_boz_kwmgﬂmﬂ séﬁdgigm%g;g ARE APPROVED FOR SELF-ADMINISTRATION, Seffcarry is gzgﬁﬁnﬁoﬂnﬁiﬂgﬁ«:ﬁ-ﬂnﬂu ﬁ__nu__.___.ﬂ_n.u =n
rine. Both the prescriber and the parent/guardian must consent to seff-administration below. However, youth camp operators are not required to permit self-administration or self-carry.

1!&:&# « seif-administration of afl of the medications listed in Section / above that are checked a5 "OK to seif-administer” or "OK to seif-administer and seff-carry™ for the child named above underthe supervision of the youth camp
operator, a designated staff member or volunteer. If indicated In Section [, the child named above may seif-carry emergency medications checked as 0K to seif-administer and self-carry.”

7a. PRESCRIBER'S SIGNATURE 7b. DATE 8a. PARENT/GUARDIAN'S SIGNATURE 8b. DATE

FOR SELFADMINISTRATION/STLR-CARRY FOR SELF-ADMINES TRATIONSELF-CARRY

#  MDH-4752 A (01/2019)

l ( ( (




1.

MEDICATION ADMINISTRATION AUTHORIZATION FORM far Youth Camps in Maryland mummm

1mmmu-uwhuwhﬂrhwmwumﬂmwhﬂhmmlMMufwhwmﬂMur (416} 767-8417 o 1-T-AMD-DHMH w22 8417
medicrtion. A pew madication sdonink rwtion form must be comp ‘nhhdumduﬁmmud—:hﬂmlh-nbld-mhwmuuﬂ Dt Revision Dates: 4/4/2058
—agdministration of 3 madication. :
!mm“”hhlwuﬂhhmww
mﬂnwmhmhuﬁimﬁ-%hmtu'mm pth dication | stamins, homeophathic, and herbal medicines.

< CTS NAWE Frstviddi w0 !2. DATE ojua:r'u__}wmn
3, MEDICATION SHALL BE ADMINISTERED 2a, FROM (mm/dd/yyyy! |5b-T0{mrrJddﬁnfm
wmmummmnthnmewusmwmnmnm-..mmmumnnmm g i mf ke =,
madleation Nome Condition Belng Treated/PRN Paramaters
1
mw.ﬂm 0 Na Know side affects
3 e | | |uv- ONs [cves Qe o ot emargancy mad
e ‘mm:rm 0 No_ Keawm 3t lfects;. ; R TR
3 == o R o |
{Emerpency Muhcation: © Ter 0 No Knawn s gfects: Bt T AT AL e
. . | | [uv« Do [Oves Do 0 Mot scmenpency mes
mwu‘m,_ummamp Sl T
. | | [Oves Obio [Cives Do o Mot emergency med
Ervwpency Mesicston; 1 Tes G No Kuorws e €ioess: ; :
| ]k [oves oM [Oves o o Notemergancy med
) coempency Mesatan o Ves 8 No, Kaown s e ' o
; | | [Oves e [ves Q1o o tot emergency med
conrpency Madiaton o Yes @ No Known e fets: i i s
N | T [aves 9“4—_'5"-“?@ 12 Not amergency med
e —— IR0 mwm.u_mmmmx 1 R
9 ES=— Tt T e sk
. __fwmw o Yes, B No Known sovaffects. ) A
i T | | [m-n OHe [ves Do & Not amermency med
mmﬂ o Yer u*m&m
~ o [ | [oves Do [Des CINo oNot emergency mad
I macpency Mestotion: 0 Yes Vo Korgan sk cfjecss
12 . I I ﬁm (=11 le E;a_uuotwmmd
— Emergeacy piedicotion: © Ve 0 Mo Knowe side elfects: "____ ;
- i = l | [l:w- ClNa [Oves TINo o Not emergency med
Emergency Mectotion:  Yes @ Ne Jawn s effects:
4, PRESCRIBER'S NAME/TTTLE This space may be used for the Prescriber's Address Stamp
ITELEPHONE FAX
ADDRESS
oy |STATE |zip copE
5h, DATE {mm/dd/yyyy)
i = = = .
M_whhmm-l“ pching th ‘mu:;-—'- dication u:m“m-mm-lw P 2 srvunt plek 0 the
6a. PARENT/GUARDIAN SIGNATURE =5 DATE (m/ddivrry)  |6e. INDIVIDUALS AUTHORIZED TO PICK UP MEDICATION
G OMEFIONS Ge. CELL PHONE # 67, WORK PHONE #
mmmwum#mnﬂuﬁmmﬂmmmm£ e 5 —
e B s OGRS SASTRI msmumwum_‘m—m-amu
uummmddnnmmmhxmmunmmw - ﬁ““;";w—ﬂmﬂ#::;:rbfh;ldmmhmdh
m&sm;mjs.:l'ﬁmze Viodicaled e ucken , e ehik nsead sbows way oo Sty SV cheched s "CX 1o salf-adminbter and sel-carry.” e
s 7b. DATE I:I. PARENT/GUARDIAN'S SIGNATURE i 8b. DATE

o e
MDH-4758-8 (01/2019)
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ASTHMA ACTION PLAN AND MEDICATION ADMINISTRATION AUTHORIZATION FORM

for Youth Camps in Maryland

Please complete both pages of this form if the child has an inhaler or other asthma-related medication

Maryland Department of Health (MDH)
Office of Healthy Homes and Communities
(410) 767-8417 or 1-477-4MD-DHMH ext. 8417

1. CHILD'S NAME (First Middle Last)

2. DATE OF BIRTH (mm/dd/yyyy)
[

3. PEAK FLOW PERSONAL BEST:

4. ASTHMA SEVERITY (check one): [J Mild Intermittent [ Mild Persistent ] Moderate Persistent  [] Severe Persistent [ Exercise Induced

5 ﬁxg.ﬁx—mmmwm E_mnxm__guﬁmuu_&" _uno_am OExercise DAnimals [ODust DOSmoke [OFood [OWeather DOOther

Section [ ASTHMA ACTION PLAN

6. THIS ASTHMA ACTION PLAN SHALL BE EFFECTIVE FOR AND MEDICATION SHALL BE ADMINISTERED
during the year in which this form is dated In $b below unless more restrictive dates are spedified in 62 and 6b. This authorization is NOT TO EXCEED 1 YEAR.

6a. FROM h33\a&.§v
i

6b. TO na_.__\n_wxé_ .
.

You have ALL of these Medication Name Dose Route Frequency OK to Self-Administer
Breathing Is good | | |CiYes CINo
No cough or wheeze Known side effects: -~ e g
Can walk, exercise, & play | | [Oves Crie
Can sleep all night Known side affects: = : = 73
If known, peak flow graater 1 | |CIYes CIho
than {80% personal best) side gffects: : :
Rescue Medication Dose Route Fregu OK to Self-Administer  OK to Self-Ca
[ Prior to all exercise/sports | OYes OONo
[J When the child feels they need it Knawn side effects: AT : et S v
You have ANY of these Emergency Medication Dose Route Frequency OK to Self-Administer  OK to Self-Carry
Some problems breathing | _ _m Yes [INo __U Yes OINo
Wheezing, noisy breathing : Y o
Tght chest Known side effects: :
Cough or cold symptoms _ ~ _D Yes [JNo ﬁu Yes [lNo
Shartneass of breath |known side effects: , BT AL
Other:
:.So!riantug _ _r —Uﬁm Dzo __H_<ou ﬂzo
RED NOZH VIEDICAL ALERT/DANGER
You have ANY of these Emergency Medication Dose Routa Frequency OK to Self-Administer  OK to Self-Carry
Breathing hard and fast | | [Oves CiNo |0 Yes O No
Lips or fingernalls are blue o= = T T .
Trouble walking or talking e oo . : :
Medicine is not helplng {15-20 mins?) ~ _ _D Yes OnNo _MIR O No
Other: Known side effects: i 8
if kmown, peak flow below
MDH-4758-C (01/2019) Please turn over - this form has 2 pages with four total sections Keep for 3 Years
( ( (



ASTHMA ACTION PLAN AND MEDICATION ADMINISTRATION >5:ow_~>ﬁoz FORM Maryland Degartmant of Health (MDH)

for Youth Camps in Maryland f Offica of Heatthy Homes and Communities
Please complete this form if the child has an inhaler or other asthma-related medication {410) 767-8417 or 1-877-4MD-DHMH ext. 8417

CHILD'S NAME (First Middle Last) DATE OF BIRTH (mm/dd/yyyy)
E
T g i Section Il. PRESCRIBER'S AUTHORIZATION : , =
8. PRESCRIBER'S NAME/TITLE This space 3m< be cmma for ﬂ_._m vqmmn_._amq s R&mﬁ mﬁSu

TELEPHONE FAX
ADDRESS
ciy STATE ZIP CODE

9a. PRESCRIBER'S SIGNATURE (Parent/guardian cannot m_m: here) Sb. DATE (mm/dd/yyyy)

Section |1l PARENT/GUARDIAN #ggﬂ)ﬂoz

:B:-Bnﬁ 5&3&93%&43!&2 éﬁsgiﬁaﬁgﬂﬂgﬁéiggﬂéE%ggg_ggwii_lu_gﬂﬂg
medics! trestment for the child named above, including the administration of medication at the facility. | understand that st the end of the authorized period an authorized Individuz| must pick up the medication; otherwise, it will be discarded. |
uthorize camp personnel and the authorized prescriber indicated on this form to communicate In compliance with HIPAA

10a. PARENT/GUARDIAN SIGNATURE 10b. DATE (mm/dd/fyyyy) 10c. INDIVIDUALS AUTHORIZED TO PICK UP MEDICATION

10d. HOME PHONE # 10e. CELL PHONE # 10f. WORK PHONE #

et

Section IV.- AUTHORIZATION FOR SELF-ADMINISTRATION / SELF-CARRY (OPTIONAL)

[THIS SECTION mzoc_b QZ—.< BE COMPLETED [F ANY MEDICATIONS IN THE ASTHMA ACTION PLAN ABOVE ARE APPROVED FOR SELF-ADMINISTRATION. Self-carry is only permittad for emergency :ﬁa_n-u&d such as _:_..-naa and
eplinephrine. Both the prescriber and the parent/guardian must consent to self-administration below. However, youth camp operstors are not required to permit self-administration or selfcarry.

| authorize seif-administration of all of the medications fisted in Section I: Asthma Action Pion above that are checked as "0K to salf-administer” or "0K to saif-administer and seif-carry” for the childnamed above under the supervision
the youth camp operator, a designated staff member or volunteer. f indicated in Section I: Asthma Action Plan , the child named above may self-carry emargancy medications checked as "OK toself-administer and self-carry.”

11a. PRESCRIBER'S SIGNATURE FOR SELF-ADMINISTRATION/SELF-CARRY 11b. DATE (mm/dd/yyyy)

12Za. PARENT/GUARDIAN'S SIGNATURE FOR SELF-ADMINISTRATION/SELF-CARRY 12b. DATE (mm/dd/yyyy)

i o

.

bsge SOHT AR Section V, CAMP MEDICAL STAFF USEONLY
Camp Medical Staff Notes: :

_wgm!g_ by: - _ , TDATE (mm/dd/yyyy)
MDH-4758-C (01/2019) Please turn over - this form has 2 pages with four total sections Keep for 3 Years
( ( (




PERMISSION SLIP FOR USE OF SPF 50 SUNSCREEN SPRAY and INSECT REPELLANT

This year, we will be offering many outside activities. In that regard, we
encourage you to apply sunscreen and insect repellant on your child before
he/she arrives at the Horizons program each day. We will supply children’s SPF 50
sunscreen spray and a child-friendly insect repellant for students that forgot to
apply these sprays at home.

Please let us know whether you give Horizons of Kent & Queen Anne’s permission
to apply the sunscreen spray and insect repellant on your child during the
program as needed or if you would like to supply your own items for your child’s
use this summer.

Yes. | give Horizons of Kent & Queen Anne’s permission to use a child’s SPF

50 sunscreen spray and insect repellant on my
child

(print child’s name)
...Or..

No. Please do NOT use Horizons SPF 50 sunscreen spray/insect repellant
spray on my child. | will provide my own sunscreen and insect repellant for my
child to use during the summer program.

Parent/ Guardian Name (Please Print)

Parent/ Guardian Signature

Date




