
MIAMI CHILDREN'S HOSPITALPRIVATE 


VENTILATION ASSISTED CHILDREN'S CENTER VACC CAMP

* * *   CAMPER APPLICATION   * * *

(Please Print)

PERSONAL INFORMATION
NAME OF VENTILATION ASSISTED CHILD ___________________________________________ 

D.O.B.____/____/____  Age ________  Approx. Weight _______T-Shirt Size _______

LIST ALL OTHER MEMBERS OF THE IMMEDIATE FAMILY:

Name





Relationship   Age Coming to Camp? T-Shirt












size
_________________________________
____________   ___ ___ Yes  ___ No
____

_________________________________
____________   ___ ___ Yes  ___ No
____


_________________________________
____________   ___
 ___ Yes  ___ No
____

_________________________________
____________   ___ ___ Yes  ___ No
____

_________________________________
____________   ___ ___ Yes  ___ No
____

_________________________________
____________   ___ ___ Yes  ___ No
____

FAMILY'S HOME ADDRESS:

Street _______________________________________________________________________

City _______________________________________ State _____________ Zip _________

Phone (_____) ____________________

EMAIL ADDRESS: ___________________
Parents' Daytime Phone Numbers:


Mom - (____)___________________   Dad - (____) ___________________

VENTILATION ASSISTED CHILD'S MEDICAL INFORMATION
Primary Diagnosis:____________________________________________________________

Secondary/Other Diagnoses:____________________________________________________

______________________________________________________________________________

VENTILATOR DEPENDENT?  YES_____ NO_____   If yes:

When did child become ventilator dependent: __________________________________

Hrs per day on ventilator: ___________________________________________________

Type of ventilator: __________________________________________________________

Current ventilator settings: _________________________________________________


________________________________________________________________________

Frequency of circuit changes: ________________________________________________

Company/therapist servicing ventilator: ______________________________________


________________________________________________________________________

Address: _____________________________________________________________________


___________________________________________ Phone (_____) ______________

TRACHEOSTOMY?  YES_____ NO_____   If yes:

Type/size: ___________________________________________________________________

Suctioning frequency: ________________________________________________________

Changing frequency: __________________________________________________________

OXYGEN?  YES_____ NO_____   If yes:

System currently used:  Liquid _________  Gas _________  Concentrator ________

Amount: _____________________________ Hrs per day: ___________________________

VENTILATION ASSISTED CHILD'S MEDICAL INFORMATION (continued)

MEDICATIONS:

Type




Dose/Frequency
____________________________
________________________________________________

____________________________
________________________________________________

____________________________
________________________________________________

____________________________
________________________________________________

____________________________
________________________________________________

____________________________
________________________________________________
RESPIRATORY TREATMENTS (IF ANY):

Type




Dose/Frequency
____________________________
________________________________________________

____________________________
________________________________________________

____________________________
________________________________________________

FEEDING:

Feeds Orally?   Yes ____ No ____   If yes:

   Table food ____   Soft food ____   Pureed ____  Other: ____________________

Gastrostomy?    Yes ___  No ____   If yes:

   Type/size: ________________________________________________________________

   Formula/diet: _____________________________________________________________

   Amount and frequency of feedings: _________________________________________
ELIMINATION:

Bowel/bladder control?  Yes____ No____

Requires urine catheterization?  Yes____ No____  If yes:

   Frequency:________________________
Type/size:__________________________

CHILD'S PRIMARY PHYSICIAN:
Name _____________________________________ Specialty _________________________

Street ___________________________________ Phone (_____) _____________________

City _____________________________________ State ___________ Zip _____________

OTHER PHYSICIANS, NURSES OR RESPIRATORY THERAPISTS INVOLVED IN CHILD'S CARE:
Name _____________________________________ Specialty _________________________

Agency _______________________________________________________________________

Street ___________________________________ Phone (_____) _____________________

City _____________________________________ State ___________ Zip _____________

Name _____________________________________ Specialty _________________________

Agency _______________________________________________________________________

Street ___________________________________ Phone (_____) _____________________

City _____________________________________ State ___________ Zip _____________

Name _____________________________________ Specialty _________________________

Agency _______________________________________________________________________

Street ___________________________________ Phone (_____) _____________________

City _____________________________________ State ___________ Zip _____________

VENTILATION ASSISTED CHILD'S MOBILITY
Walks alone ____  Needs assistance ____

If needs assistance:  Cane ____  Crutches _____  Walker ____  Wheelchair _____

If needs wheelchair:  Manual ____  Electric ____


Position in wheelchair:  ____ Upright  ____ Reclined

Paraplegic? ____  Quadraplegic? ____

Comment: _____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

VENTILATION ASSISTED CHILD'S VERBAL COMMUNICATION  Yes ____  No ____

Comment: _____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

VENTILATION ASSISTED CHILD'S EDUCATIONAL EXPERIENCE
Homebased ____  School setting ____  Both ____

Indicate current grade level and/or comment on type of classroom setting: ____

___________________________________________________________________________________________________________________________________________________________
IS CHILD RECEIVING PHYSICAL, OCCUPATIONAL OR OTHER SPECIAL THERAPY?  If yes,

Type of therapy: _____________________________________________________________

Agency _____________________________________ Phone (____)_____________________

Contact person _______________________________________________________________

Address ______________________________________________________________________

City _______________________________________ State _____________ Zip _________

(
IF RECEIVING OTHER THERAPY, DESCRIBE AS ABOVE USING OTHER SIDE OF THIS PAGE.)

HAS CHILD EVER BEEN AWAY FROM HOME/HOSPITAL OVERNIGHT?  Yes ___  No ___

If yes, explain occasion: ____________________________________________________

______________________________________________________________________________

______________________________________________________________________________

DESCRIBE CHILD'S RECREATION ACTIVITIES AND PERSONAL INTERESTS: _______________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

ADDITIONAL INFORMATION WE SHOULD KNOW ABOUT TO MAKE YOUR CHILD'S STAY AT CAMP MORE ENJOYABLE: ______________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DOES ANY OTHER FAMILY MEMBER COMING TO CAMP HAVE SPECIAL NEEDS THAT WE SHOULD BE AWARE OF?  IF YES, EXPLAIN:  ______________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

HOW DO YOU THINK YOUR VENTILATION ASSISTED CHILD AND YOUR FAMILY WOULD BENEFIT FROM THIS PROGRAM: ___________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *


ATTACH A RECENT FULL-LENGTH PHOTOGRAPH OF YOUR VENTILATION ASSISTED CHILD.
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
I have provided the above information on behalf of my family and declare it to be accurate to the best of my knowledge.  I hereby authorize any and all physicians, nurses, therapists and/or educators named in this application to discuss my ventilation assisted child's medical and developmental progress with VACC staff members for purposes of determining my child's capacity to participate in and benefit from the VACC Camp program.  I understand that these contacts also serve to help plan camp activities to enhance my child's enjoyment of the program.






_______________________________________________






Signature of Parent/Guardian






_______________________________________________






Signature of Parent/Guardian






Date: _____/_____/_____

RETURN COMPLETED APPLICATION AND PHOTOGRAPH TO:

VACC CAMP
Miami Children's Hospital

3200 S.W. 60th Court, Suite 203

Miami, FL  33155
(305) 662-VACC or 662-8380
   
