MICHIGAN DEPARTMENT OF ENERGY, LABOR & ECONOMIC GROWTH

MICHIGAN CAREER AND TECHNICAL INSTITUTE
The Pine Lake Experience 2009

“The Mission of the Pine Lake Experience is to provide career exploration,
team work, and recreational experiences for individuals with disabilities.”

The Michigan Career and Technical Institute (MCTI) hosts a summer camp transition program entitled The Pine Lake Experience (PLE).   The PLE, which started as a pilot program in the summer of 1998, is a unique weeklong experience on the school’s Pine Lake campus.  The program is designed for high school students interested in career exploration.  The PLE is centered on three themes:  career exploration, team building, and recreational activities in a camp setting.
The target population for the PLE is high school students age 16-19 that are interested in career exploration.  Campers are involved in the Career Assessment Services and exposed to the MCTI vocational training areas during their weeklong stay at MCTI.  In the CAS area, campers will participate in applied math and applied reading assessments.  The campers then choose MCTI training areas to visit, where they work on a trade project to take home with them. This is an ideal experience for clients who are interested in MCTI or other training options away from their community, but are fearful of being away from home.  The PLE can give them an initial exposure to MCTI on a smaller scale.

Teamwork is a very important part of the PLE.  Many activities are planned to promote teamwork and team building.  Campers and staff participate in a half-day of team building initiatives on the MCTI initiatives course.

The PLE offers a variety of recreational and educational opportunities both on the MCTI campus and in the surrounding community.  Swimming, boating, fishing, archery, bowling, crafts, and campfires are offered on the MCTI campus, which is located along the shores of Pine Lake in Southwestern Barry County.  Campers also have an overnight tent camping experience on a remote section of the MCTI campus. Another unique part of the program is the use of senior MCTI students as camp “mentors.”  These students are used as camp counselors, lifeguards, drivers, and kitchen workers.  Students are chosen as mentors because of their academic achievements, involvement in extra-curricular activities, and their leadership skills at MCTI.  These students serve as positive role models for the campers.

While the PLE is available to students with physical, emotional, or learning disabilities, this experience may not be appropriate for every student with a disability.  Special diets and reasonable accommodations are available upon request.  Campers should have the skills to perform their own personal care as they live in the MCTI Dormitory and eat most of their meals in the cafeteria.  All participants must have an up-to-date physical exam and proof of a TB Test (within one year of their camp session.)

There are two sessions of the PLE scheduled for summer 2009:  July 19-24 and July 26-31ST.   Applications are due prior to June 22nd.  Final documents and payment are due July 1st.
Cost for the camp is FREE FOR MRS CLIENTS and $500.00 for private pay.  Financial sponsorship can come through the local Intermediate School District (ISD) or other private parties.  If there is no financial sponsor through the ISD or MRS and the family cannot make payment, we need a letter of recommendation from a teacher or counselor, and a letter from the student stating why he or she wants to come to camp and is requesting a scholarship.

Application forms, financial and medical forms may be obtained on the web at www.michigan.gov/mcti or by contacting Michelle Moffett at 269-664-9290; Fax 269-664-9550; E-mail moffettm1@michigan.gov
APPLICATION PROCEDURES 
Step 1 – Complete and send as soon as possible.
· The student and parent/guardian need to fill out and sign the enclosed forms 

· Application Form for summer camp (pages 3-6)
· You read and keep the Standing Physician Orders Form for your information (pages 7-9)
· Health History Form (pages 10 – 11)
· Insurance Information filled out (page 10)
· Sign the Statement of Authorization signed and dated (page 10).

· Financial Form (page 12)
· Please make a copy of your insurance card required with application.
· Return only pages 3-6 and 10-12. This will tentatively reserve your spot for camp.
Step 2 – Complete and send before June 22, 2009.
· Your physician must fill out the General Examination Report, TB Test and Medications List, (Pages 13 – 15.)

The TB Test must have a date noted after August 1st, 2008 to be valid.  Please make sure that your physician fills out and signs all the sections he/she is responsible for.   

· IMPORTANT:  You must remember to take the camper and the General Medical Examination Report back to the physician’s office two days after the TB TEST to have the physician examine the test area on their arm. The physician/nurse will then sign the TB Test result section on the General Medical Examination Report.

· We must receive pages 13 - 15 prior to June 22nd, 2009. If you follow the above procedure in a timely fashion the camper should have no trouble with camp enrollment.  
Mail all forms to:
Attn:  Michelle Moffett 

MCTI - The Pine Lake Experience

11611 W. Pine Lake Road

Plainwell, MI 49080

To print your copy of the camper handbook, go to:    www.michigan.gov/mcti 
Phone 269-664-9290; Fax 269-664-9550  E-Mail moffettm1@michigan.gov
MICHIGAN DEPARTMENT OF ENERGY, LABOR & ECONOMIC GROWTH

MICHIGAN CAREER AND TECHNICAL INSTITUTE
The Pine Lake Experience 2009

Summer Camp Application
 Please PRINT IN INK and sign by a parent or legal guardian.

Deadline for application is prior to June 22, 2009.  
CHOOSE WHICH CAMP SESSION YOU PREFER:

What is your age at the time of camp?  ________
	Session 1    July 19 – 24th
	Session 2    July 26 – July 31st


	(Please PRINT IN INK)   Last Name, First Name



	Male                
Female   ____         
Birth Date__________________

	Home Street Address

Home E-mail address
	Home Telephone

Cell phone/pager:

	City 

                                     State 




                                                           Zip 
	Disability



	Mother’s name:

Address if different than above:

Legal Guardian: Yes        No ___       
	Father’s name:

Address if different than above:

Legal Guardian: Yes        No ___      

	Home Phone:

Work Phone:

Cell phone/pager:
	Home Phone:

Work Phone:

Cell phone/pager:

	What is your e-mail address?

Students T-Shirt Size?

	Name of MRS  or School Counselor if you have one:

Counselor Name:

Address:

City:                                                       Zip:

Phone and/or fax number:


	1.
Please list any current physical limitations your son/daughter has:                                                                              


	2.
Please list any current emotional limitations your son/daughter has:                                                                       



	3.
Please list any learning disabilities your son/daughter has:                                                             


	4.
Other concerns: 


	5.
List any serious injuries, illness, or operations your son/daughter has had:                                                                        

                                                                                             
	6.
If your child appears to have a headache or minor discomfort, may we give:

NON-aspirin (tylenol) tablet    Yes       No

Ibuprofen (motrin) tablet         Yes       No

Over the counter medications taken by your son/daughter on a regular basis:                                       



	7.  Please list any recommendations or accommodations which you think might help your son/daughter while attending the Pine Lake Experience:

Special Diet      Yes    No   Explain                                                                                                                                 
Sign Language Interpreter   Yes      No  Explain                                                                                                                
Special Accommodations     Yes     No   Explain                                                                                                                
Other                                     Yes     No   Explain                                                                                                              
Will your child be bringing a personal aide/attendant?    Yes       No   

Explain                                                                                                                                                                                     




	CAMPER’S NAME:



	RELEASE OF PARTICIPANTS
Authorization is granted for the release of the above individual to employees and staff of the Pine Lake Experience, Michigan Career and Technical Institute.  In addition, only those individuals listed below are authorized to remove the above-mentioned individual from the Pine Lake Experience during the time period.

Name                                                                   Relationship ___________________________                                   
Name                                                                   Relationship _____________________________                                                    
If the camper is a minor, is there anyone restricted from seeing him/her while at camp or from calling him or her while at camp?                                                                                           


	DORMITORY ASSIGNMENTS

Do you have a friend coming to camp and would like to room with them?  Please list the name in the order of your preference.  We will do our best, but may be unable to honor all of the requests.     

1.                                                                        

2.                                                                                                                                                                                      

3.                                                                                                                                                                                                                                                                                                                                                                                  


ADDITIONAL INFORMATION
MANDATORY STATE REGULATION

TB TEST:   WE MUST HAVE YOUR TB TEST RESULTS ON FILE IN ORDER FOR YOU TO COME TO CAMP.  PLEASE SEND OR FAX THEM BEFORE JULY 1st.  IF WE DON’T HAVE YOUR TB TEST RESULTS WHEN YOU ARRIVE AT CAMP, YOU WILL BE SENT HOME.

· PLEASE INFORM US OF ANY SPECIAL NEEDS YOU MAY HAVE AT LEAST FOUR (4) WEEKS AHEAD OF YOUR SCHEDULED SESSION.

· Upon receipt of this application, you will receive a tentative acceptance letter.  Your final acceptance and checklist of what to bring will come once we have your General Medical, Health History and Financial Forms, and TB Test results in our files.
· The camp fee provides for program staff, health staff, food services, lodging, and site maintenance   and upkeep.  The camp fee is $500.00 and can be paid by the parent, camper, or a sponsoring organization such as your local  Intermediate School District, Community Mental Health, etc.  Full payment is due by July 1st.  MRS clients are free. A limited number of scholarships are available based on financial need.

CAMPER’S NAME:


RELEASE OF RESPONSIBILITY FORM

I, _____________________________, hereby affirm that I am the parent or legal guardian of

______________________________, who is a camper, and that I am of lawful age and legally

                                                             Competent to sign this Release Agreement.

I give permission for my minor child to attend The Pine Lake Experience and participate in all phases of the activities including swimming, boating, trips away from camp, travel to and from trips, and camping overnight at the tent camping area.

I am aware of the possible risk of injury or death to my child as a result of participation in the programs at the Pine Lake Experience and I acknowledge that by this Release Agreement neither the Pine Lake Experience or Michigan Career and Technical Institute, nor its directors, instructors, agents, or employees, may be held liable for any injury to, or death of my minor child, whether or not such injury or death result from the negligence of the Pine Lake Experience or Michigan Career and Technical Institute or its directors, instructors, agents, or employees.

Wherefore, in consideration for the Pine Lake Experience and Michigan Career and Technical Institute allowing my minor child to participate in its programs, I hereby agree to personally and fully assume all risks in connection with my or my minor child’s participation In the Pine Lake Experience and I release and discharge the Michigan Career and Technical Institute and its instructors, agents, and employees from any and all claims or causes of action, whether present or future, whether known, anticipated, which may be brought by me, my minor child, my family, estate, heirs, or assigns arising out of any occurrences in connection with my child’s participation in the Pine Lake Experience which may result in the injury or death of my minor child, whether or not such an injury or death is caused by the negligence of the Pine Lake Experience or its directors, instructors, agents, or employees.

I give permission for my child to be photographed or videotaped in camp activities and allow the Pine Lake Experience to use these pictures in the camp calendar, the camp slide show, and for general promotional usage.  It should be understood that any print utilized will be done so in a most respectful manner, and in no way shall it be used to exploit an individual. 

I FURTHER STATE THAT I HAVE SIGNED THIS AGREEMENT VOLUNTARILY AFTER FULLY INFORMING MYSELF OF ITS CONTENTS.

	______________________________
	X_______________________________________

	Date
	Parent or Guardian’s 
If camper is UNDER 18 years old



	
	X_______________________________________

	
	Camper, If 18 years old or older





STANDING PHYSICIAN ORDERS 2009
THIS DOCUMENT MUST BE READ PRIOR TO SIGNING THE HEALTH HISTORY FORM.  PLEASE KEEP THIS DOCUMENT FOR YOUR RECORDS.  DO NOT SEND IT BACK WITH THE APPLICATION.


Michigan Department Energy, Labor & Economic Growth


Michigan Career and Technical Institute


11611 W. Pine Lake Road-Plainwell, MI 49080

The following standing orders have been established by our camp physician.  When a camper becomes ill or injured at camp, the family or legal guardian is notified.  In the event of a minor incident (scrape, cut, etc.), the nursing care will be administered and, at the discretion of camp administration, family or legal guardian may be notified.  Please review the following orders and keep for your records.

ALLERGIC REACTIONS
· Allergic reaction: Benadryl, 25 mg - 50 mg every 4-6 hours as needed.  NOTE: Do not exceed 300 mg/24 hours.

· Severe allergic reaction (anaphylaxis): Epinephrine 0.3 ml 1:1000 s.q.  May be given x 1 after 10 minutes.  

-Notify physician and transport to hospital immediately.

-Monitor for tachycardia, HTN, headache, n/v, and agitation.

-Camper must carry Epipen or Bee Sting Kit in backpack or fanny pack if known  severe        allergy.

ATHLETE’S FOOT
· Anti-fungal cream or powder BID.

· Disinfect shower and/or bathroom area.

BEE AND INSECT STINGS
· Apply ice to area immediately.

· Apply baking soda and water paste, Benadryl cream, or hydrocortisone cream. 

BLADDER
· Suspected urine infection:

     -Take temperature

     -Screen urine with Bililab Stix

· Urine retention:

     -If no void in 8 hours, catheterize x 1.  If retention continues, notify physician.

     -Begin I & O record.

BURNS
· 1st and 2nd Degree:

     -Apply cool moist cloths, changing frequently

     -Apply Aloe Vera lotion 

     -Administer pain medication

     -Monitor for dehydration, especially if related to sunburn

· 3rd Degree:

     -Apply sterile saline.

     -Notify physician and transport patient to hospital immediately

COLDS AND UPPER RESPIRATORY INFECTIONS
Provide symptomatic relief:

· Sudafed (30 mg tablet) one tab q 4-6 hours, prn

· Throat lozenges prn

· For sore throat, gargles with 1 cup warm H2O and 1 tsp salt q 4-6 hours, prn

CONSTIPATION
· MOM 10 - 15 cc or glycerin suppository

CUTS/ABRASIONS
· Wash well with soap and water.

· Apply Bacitracin ointment (or triple antibiotic ointment).

· Cover with dressing.

· Continue to monitor as needed at RN’s discretion.

DIARRHEA
Usually self-limiting.  Short-term:

· Kaopectate 30-60 cc after each stool, decreasing amount with decreasing diarrhea.  Do not use longer than two days.

· Diet: Restrict fiber, roughage, and greasy foods.

· Monitor for dehydration.

EARACHE
· Take temperature.  If elevated, or earache persistent (more than 12-24 hours), notify physician.

· Restrict swimming.

· Tylenol prn pain.  Refer to FEVER.

· Auralgan 3 gtts. In affected ear q 2 hours until relief.

· Oral decongestant (Sudafed 30 mg tablets q 4-6 hours prn)

· Swimmer’s ear (otitis externa):

-Prevention includes drying ears well after swimming, using earplugs if hx of 
  
      Swimmer’s ear, and cleansing outer ear with Q-tip dipped in alcohol.

     -Administer 4-5 gtts. Hydrogen peroxide and rubbing alcohol (1:1 solution)

      in affected ear q 6 hours.  Ear dry solution may also be used as directed.

· Otitis media: If suspected, obtain medical follow-up.

FEVER greater than 101 Oral:

· Administer acetaminophen as follows: 325 mg 1-2 tablets q 4-6 hours prn or Motrin 200 mg 1 tablet q 6 hours

· If fever persists or is unexplained, obtain medical follow-up and notify parents if under 18.

HEADACHE
· Motrin/Tylenol (refer to FEVER) (DO NOT Give Motrin to Patients with Asthma or Renal DX)
NOSEBLEED
· Sit camper upright, leaning slightly forward.

· Do not lay person flat.

· If unable to stop nosebleed or nosebleed is recurring (more than 2 times in 24 hours), obtain medical follow-up.

PAIN
·       Assess area of pain

·       Give Tylenol/Motrin (See fever for dose)

·       Local comfort measures at site of pain, ice etc.  RN to use own discretion.

POISON IVY/POISON OAK
· Wash well with soap and water.

· Apply calamine lotion or Hydrocortison 1% cream prn itching.

· Administer oral Benadryl, 25 mg - 50 mg every 4-6 hours, not to exceed 300 mg/24 hours.

SORE THROAT
· If possible, gargle with warm salt-water solution (1/2 cup warm water and 2 tsps salt) or 1:1 Hydrogen Peroxide and water solution.

· If temperature present, obtain culture with Strep screening test.  Obtain medical follow-up if positive.

SPRAINS/STRAINS
· Apply cold compress/ice pack up to 48 hours after injury, 20 min. on, 20 min. off, etc.

· May apply warmth after 48 hours.

· May use elastic wrap if indicated.

· Elevate extremity to reduce swelling.

· Motrin/Acetaminophen prn for discomfort (refer to FEVER for dosing).

STOMACH UPSET
· Mylanta or Pepto Bismol 2 tbsp q 4 hours prn

· Dietary restrictions: May be made NPO (nothing to eat ) for brief period (3-6 hours).  Clear liquids up to 24 hours.

· If persists greater than 24 hours, obtain medical follow-up.

· Question females for possible pregnancy.

RASHES

·        Check temperature for fever and URI symptoms.  If so, obtain medical follow-up.

· Cleanse well with soap and water.

· Apply Hydrocortisone cream 1%.

· If no relief or rash becomes extensive, obtain medical follow-up.

___________________________________


______________________________

 Michael Kelly, D.O.



                           Date

Camp Physician


PINE LAKE EXPERIENCE


MICHIGAN CAREER AND TECHNICAL INSTITUTE


11611 W. Pine Lake Drive-Plainwell, MI 49080     269-664-9260; Fax 269-664-9550


HEALTH HISTORY FORM 2009

INSTRUCTIONS: Please complete both sides of this form.  
	Last Name (Print), First, Middle
	Social Security Number
	Male or Female



	Home Street Address
	Age
	Birthdate



	Home City and State
	Zip Code


	Home Telephone Number


IN CASE OF EMERGENCY CONTACT:
	Last Name(Print), First, Middle
	Relationship
	Telephone Number:

(Days) __________________________________

(Evenings) _______________________________

	Home Street Address


	Home City and State
	Zip Code



	Personal Physician’s Name  (Print)


	Physician’s Address
	Physician’s Telephone Number




	Height  
	Average Weight
	Allergies (Please List on Page 2)

	Regular Exercise     YES     NO
	3 Meals Per Day     YES     NO
	6-8 Hours of Sleep Per Night     YES     NO




	                                                                                               INSURANCE INFORMATION
Students are urged to be sure of their insurance coverage and what types of benefits it affords.  Carry card with numbers and other information.  Please have any necessary pre-approvals made for urgent medical care.

 ___________________________________________                                      ______________________________________

Insurance Company’s Name        HMO/PPO                                                       Policy or Contract Number


	
STATEMENT OF AUTHORIZATION
1.
All information is confidential and is available for use in caring for health needs of the student.

2.
I authorize the Student Health Services at Michigan Career and Technical Institute to administer medical services, including routine and emergency diagnostic and therapeutic procedures as deemed necessary by duly licensed medical personnel.

3.
It is understood that in case of serious illness or accident, the family will be notified.

4.
I authorize release of information to Borgess-Pipp Health Center as necessary for emergency medical treatment.

5.            I read the Standing Physician Orders you sent me and I agree with them.      No exceptions  _______

               With the following exceptions  ____________________________________________________________________            

_________________________________     _____________________     __________________________________________

                Student Signature                                         Date                                 Signature of Parent (or Guardian if student is

                                                                                                                               under age 18
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STUDENT’S NAME __________________________ 

DISABILITY   _______________________________          

	HAVE YOU HAD?                         YES        NO                                                                     YES        NO                                                                 YES          NO

	Penicillin Allergy
	
	
	High Blood Pressure
	
	
	Back Problems
	
	

	Sulfa Drug Allergy
	
	
	Pain/Pressure in Chest
	
	
	Disease, Injury to Joints
	
	

	Other Drug Allergies

List: _____________________
	
	
	Heart Problems
	
	
	Weakness or Paralysis
	
	

	Insect Allergies
	
	
	Heart Murmur
	
	
	Seizure Disorder
	
	

	Appendectomy
	
	
	Rheumatic Fever
	
	
	Eating Disorder
	
	

	Hernia Repair
	
	
	Tumor or Cancer
	
	
	Frequent Anxiety
	
	

	Other Surgery

List: _____________________
	
	
	Stomach or Intestinal

Problems
	
	
	Emotional or Psychiatric Problems Requiring Counseling or Hospitalization
	
	

	Recurrent Headaches
	
	
	Jaundice
	
	
	Frequent Depression
	
	

	Diabetes
	
	
	Frequent/Painful Urination
	
	
	Suicide Attempt
	
	

	Eye Problems
	
	
	Albium or Blood in Urine
	
	
	Substance Addiction
	
	

	Shortness of Breath
	
	
	Hepatitis
	
	
	FEMALES ANSWER:
	
	

	Hay Fever, Asthma
	
	
	Sexually Transmitted Diseases
	
	
	Irregular Periods
	
	

	Ear, Nose, Throat Problems
	
	
	Tuberculosis
	
	
	Severe Cramps
	
	

	Mononucleosis
	
	
	Speech Problems
	
	
	Birth Control Pills
	
	

	Bleeding Disorder
	
	
	
	
	
	Breast Disease
	
	

	MEDICINES YOU ARE TAKING: List medicines, birth control pills, or vitamins you take with or without a prescription: IMPORTANT: If you are on any medication that you must take on a regular basis, you must bring the medication with you at the time of enrollment. PLEASE BRING AT LEAST ONE FULL WEEK’S SUPPLY OF MEDICATIONS FOR THE WEEK IN ORIGINAL CONTAINERS WITH MOST RECENT PRESCRIPTION ORDERS.  PLEASE DO NOT PACK MEDS IN SUITCASE BUT HAND-CARRY THEM SO THAT THEY CAN BE GIVEN TO THE HEALTH SERVICE DEPARTMENT AT THE TIME OF CAMP REGISTRATION.
Please list medications on the medications list sheet that is included in your packet.



	IMMUNIZATIONS: Fill in year of vaccination(s)

(Recommended-Not Required)

Hepatitis B ________     ________     ________

Tetanus      ________
MMR Booster ________

TB TEST – See General Medical Form, page 1.

SIGNED/DATED PHYSICIAN-APPROVED NEGATIVE TB TEST RESULTSARE REQUIRED PRIOR TO COMING TO CAMP.
	Please list specific allergies:
______________________________________________

______________________________________________      ______________________________________________      ______________________________________________

Last Physical Visit: ____________

Last Eye Exam:  _______________

Last Hearing Exam: ____________

Last Dental Exam: _____________


	STAFF COMMENTS:     (Standard Precautions)       Reviewed By _________________     Date  ___________              
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FINANCIAL FORM 2009

The Pine Lake Experience

Student’s Name _____________________________________

Session______________

PLAN A – MRS PAYING FOR CAMP
Michigan Rehab Services
______Plan A:  MRS Sponsored

· If Sponsoring Agency is only paying part, who will be paying the balance?       PLEASE COMPLETE THE FOLLOWING INFORMATION 






Contact Person  ________________________________________ Phone ___________________

Name of Organization____________________________________________________________

Mailing Address________________________________________________________________

City _______________________________________________ Zip Code __________________

PLAN B – PARENT or OTHER PRIVATE PARTY

· $500.00 total cost per session.  

· Payable in full by July 1st.
_____Plan B:
Parent or guardian will pay the camp fee.  


I agree to pay according to Plan B above.  

Signature of Parent or Guardian__________________________________

PAYMENT BY CHECK OR MONEY ORDER TO THE

State of Michigan – Pine Lake Experience

Please include the campers name on the check.  No cash can be accepted.

TOTAL PAYMENT IS DUE BY JULY 1ST, 2009.
Phone 269-664-9260   Fax 269-664-9550    E-Mail fretzk@michigan.gov 
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DEPARTMENT OF LABOR & ECONOMIC GROWTH

MICHIGAN REHABILITATION SERVICES




PINE LAKE EXPERIENCE 
Michigan Career and Technical Institute





269-664-9260; FAX 269-664-9550
Michigan Rehabilitation Services helps people with physical and mental limitations prepare for, find, and maintain jobs.

STATEMENT TO PHYSICIAN – PLEASE READ CAREFULLY - You are authorized to examine the person identified below.  If, during the 

examination, you determine that x-rays and /or laboratory studies are needed to complete the health appraisal; you must call the counselor listed 

below and request approval.  Your report of findings and limitations will be used to help select a compatible job.

GENERAL MEDICAL EXAMINATION REPORT 2009




INSTRUCTIONS     - This form is due prior to June 22rd, 2009.               

APPLICANT/PATIENT IDENTIFICATION
	Last Name
	First Name
	Middle Name
	Date of Birth



	Address (Number and street)
	(City)
	(State)
	(Zip Code)



	Applicant reports the following conditions
	and limitations


	
	Usual Occupation


	Height (without shoes)
	Weight
	Blood Pressure
	Pulse




	Near Vision (Jaeger Test           Right:  _______ Left:  _______
	Corrected              Right:  ________ Left: ________

	Far Vision (Snellen Chart         Right:  _______ Left: _______
	Corrected              Right:  ________ Left: ________

	 Ears                                           Right: _______ Left: _______
	Hearing                 Right: _________Left: ________


	MANDATORY TB TEST     Negative ____    Positive ____                               Date:  ________________________

Due by June 22, 2009                            Authorized Signature: ____________________________  Telephone Number  _____________________



	Examination Areas
	Normal ()
	
Abnormal (Describe)

	General &   (Pes planus, pallor, icterus, eru[topms. 
Psychiatric   tumors, deformities, ulcers, tremors,                                mental  status)
	
	

	Eyes         (Strabismus, cataract, scars, glaucoma,

               ptosis, nystagmus, discharge, ptergium)
	
	

	Ears        (Evidence of deafness, middle ear, or  

              Mastoid disease, drums absent, perforated

              dull, retracted, discharge)
	
	

	Nose & (Obstruction, evidence of chronic sinus, polyps,Throat   infection, tonsils: enlarged, removed)
	
	

	Neck (thyroid enlargement, nodules, masses) 
	
	

	Mouth,   (Missing teeth, pyorhea, carles, abnormal
Teeth &/or tongue or palato, effect on general health
Dentures and disability)
	
	

	Heart (Enlargement, murmurs, rhythm, dyspnea,

           Cyanosis, thrills, edema)
	
	

	Lungs (Conformation, respiratory movement,

             Breath sounds, ralos, dullinoss)
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APPLICANT/PATIENT’S NAME: ________________________________________________

	Examination Areas
	Normal ()
	
Abnormal (Describe)

	Breasts (abnormal discharge, nodules, tenderness)
	
	

	Abdomen (liver, kidney, spleen, masses, spasm,

                 Tenderness, scars)
	
	

	Genitalia-male (discharge, varicocele, hydroceie,

                 Prostratem kub tract)
	
	

	Gynecological (pelvic, describe significant abnormal

                  Condition, severity and extent)
	
	

	Rectum (severity and extent of hemorrhoids, 

          Prolapse, tissues, fistula, tumors, senosis, etc)
	
	

	Hernia (site, type, severity)
	
	

	Veins & Arteries (Varicose veins, location, severity,

             Peripheral  pulsations)
	
	

	Musculoskeletal/ (Congential or acquired          
Extremities impairments, feet, back, amputations, etc.)
	
	

	Nervous System (motor, sensory, speech, gail, 

    Reflexes, paralysis, coordination, sensation)
	
	


DIAGNOSIS:

	Conditions that result in limitations

	Medical conditions that are under control and do not results in limitations


CLINICAL IMPRESSIONS
	Characteristics of the limiting condition (s)     (check appropriate  terms)

 Permanent        Temporary    Stable     Slow Progression    Rapid Progressions    Improving


	Can the condition be removed by treatment?

    Yes                   No
	Substantially reduced by treatment?

    Yes                   No
	Are you providing treatment?

    Yes                   No


	Physical Capacities (check those with limitations)

 PHYSICAL ACTIVITIES
 Walking               Standing             Stooping       Kneeling        Lifting

Climbing               Reaching            Pushing         Pulling

 Other (specify) __________________________________________________
	WORKING CONDITIONS
 Outside           Inside        Humid

 Dry                  Dusty        Sudden temperature change

 Other (specify) ___________________________________________________ 


	Employability Status

 Is this patient now physically able to enter employment or training?                  Yes                No

 Full-time (6 or more hours)             Part-time                                                   Limitations                                                                                                                

	Recommendations           (Identify significant medical conditions that must be further evaluated before this person can begin employment.  Please use additional sheet                                               for remarks and expansion of any of the above)


CERTIFICATION          I certify the ll services were rendered without regard to race, color, national origin, religion, age, sex, marital status, or handicap in accordance with the Civil Rights Provision of the State of Michigan, Title VI, of the Civil Rights Act of 1964, Title IX Educational Amendments of 1972, and Sections 503 and 504 of the Rehabilitation Act of 1973 as amended.

	Physician’s Signature:


	Physician’s Name (type or print only)


	Physician’s Phone Number:



	Physician’s Address (number and street)


	(State) and (Zip Code)


	Date:
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	THIS FORM MUST BE COMPLETED AND RETURNED WITH THE GENERAL MEDICAL FORM. (print clearly)

	
	Medication Name
	Dr.'s Order of Dosage
	Original Container (Yes? or No?)
	Doctors Name and Phone Number
	Doctors Signature

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	

	5
	
	
	
	
	

	6
	
	
	
	
	

	7
	
	
	
	
	

	8
	
	
	
	
	

	9
	
	
	
	
	

	10
	
	
	
	
	

	11
	
	
	
	
	

	12
	
	
	
	
	

	13
	
	
	
	
	

	14
	
	
	
	
	

	
	ALL MEDICATION MUST BE IN ORIGINAL CONTAINERS, CLEARLY MARKED WITH THE DOSAGE, THE DOCTORS NAME AND PHONE NUMBER.

	
	CAMPERS THAT DO NOT BRING THEIR MEDICATION IN ORIGINAL BOTTLES WILL BE SENT HOME.  PLEASE BRING ENOUGH MEDICATION,

	
	PLUSE EXTRA, TO LAST THE DURATION OF THE CAMPERS STAY.  THANK YOU!
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HAVE YOU ATTENDED OUR CAMP BEFORE?    No ___ Yes ____ In What year?  _________
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