2007 CAMPER REGISTRATION FORM

CAMPUSE ONLY
Eagle Outpost RFP:
Atravel campinthe Nk
state of Michigan
HEMOPHILIA i
COUNDATION Send Correspondence to:
OF MICHIGAN Hemophilia Foundation of Michigan

1921 W. Michigan Avenue
Ypsilanti, MI 48197
800-482-3041 Fax:(734) 544-0095

PLEASE SEND $25.00 REGISTRATION FEE
(deducted from total camp fee) WITH REGISTRATION FORM
**Aplication deedlire is May 1, 2008

Eagle Outpost Dates: Sunday June 22nd to Saturday June 28th, 2008

Please send an HFM campership request form ( For Michigan residents only) No  Yes

Eagle Outpost offers its summer camping program and the related services (camperships, physical examinations, etc.) to all
children with genetic bleeding disorders, including carriers, regardless of race, creed, religion, color, or place of national
origin.

CAMPERINFORMATION
Camper Name
Address
City/State/Zip
Telephone-Daytime () Evening )

E-Mail Address

Birth Date Age  SchoolGradeinFall

Gender Height Weight
T-ShirtSize:

Adult: S (34-36), _ M(38-40), L (42-44), XL (46-48)

Child: _ XS(2-4), _ S(6-8), _ M(10-12) __ L (14-16)




CONTACTINFORMATION:

Parent/Guardian
Name:
Address:
(Street) (City) (State) (Zip)

Mother's Phone-Day: Father's Phone-Day:

Evening: Evening:

Cell: Cell:

Pager: Pager:

Additional Emergency Contact (NOT parent/guardian listed above):

Name: Relationship to Camper:
Address:

(Street) (City) (State) (Zip)
Phone Day: Evening: Cell: Pager:

*Please keep in mind that a parent or an additional person must be available for contact 24 hrs./day
People other than parent/guardian and emergency contact authorized to take your child off camp grounds:

Name: Relationship:
Name: Relationship:
SOCIALINFORMATION:

Please describe any difficulties your child may have interacting with other children:

Has your child ever been away from home overnight? =~ Yes  No

Has your child ever been involved in group activities like scouts or team sports?  Yes No

Ifyes, what activities

when

Does your child make friends easily?  Yes No

How does your child feel about taking risks?

Onascale of one to ten, how comfortable is your child discussing his/her feelings?

How much school has your child missed in the 2007-08 academic year?




HEALTH CARE PROVIDER INFORMATION:

Pediatrician Phone Number:

Phone-Daytime: Phone-Evening:

Hemophilia Treatment Center:

Hematologist:

Phone-Daytime: Phone-Evening:
Dentist:

Phone-Daytime: Phone -Evening:
Other Provider:

Phone-Daytime: Phone -Evening:
Other Provider:

Phone-Daytime: Phone -Evening:

INSURANCE INFORMATION:
Please include a copy of both sides of every insurance card for your child, including
hospitalization and prescription cards for private insurance, Medicaid and/or Children's
Special Health Care Services.

GENETIC BLEEDING DISORDER: (Please check all that apply)

Factor V Deficiency (Factor Five) Severity:  Mild  Moderate __ Severe
Factor VII Deficiency (Factor Seven) Inhibitor: _ No _ Yes

Factor VIII Deficiency (Classical Hemophilia, Factor Eight)

Factor IX Deficiency (Christmas Disease, Factor Nine)

Factor XIII Deficiency (Factor Thirteen)

von Willebrand Disease Type:

Platelet Disorder Type:

___ Hemophilia Carrier Factor VIII Factor IX
___ Other

IMMUNIZATIONS

Are all of your child's immunizations up to date? Yes No

If no, please explain:




HEALTH HISTORY

The following information must be filled in by parent/guardian. Any changes to this information before the start
of camp must be provided to camp health personnel upon arrival at camp.

TREATMENT INFORMATION:
NAME OF PRODUCT

___ Factor VIII Name of Product Manufacturer
___ Factor IX Name of Product Manufacturer
___ NovoSeven
____  DDAVP ___ Stimate (Nasal Spray DDAVP)
___ FEIBA ___  AUTOPLEX
~__  HYATE-C ___ Cryoprecipitate

Plasma Other

USUAL DOSAGES

Major Bleeds: units Minor Bleeds: units

1. Has your child ever had a reaction to any of the above products ?  Yes _ No If yes, please specify which
product and describe reaction.

Does your child require premedication before treatment?

Is your child on home care treatment? __ No Yes

If no, skip to question 8. If yes, who regularly administers factor at home?

Is your child on prophylaxis? _ No Yes

Prophy schedule: Product: Dose: Days: Time of Day:

© N » kW

If not on prophy, how often does your child usually receive treatment?

9. How many treatments are usually necessary to control bleeding?

10. Does your child have a target joint or area of frequent bleeding?

11. Does a bleed in the target joint/area require any special treatment?

12. Does your child have specific activity restrictions?  No _ Yes If yes, please explain

13. Does your child regularly use cane, crutches or wheelchair?

If yes, will child bring device to camp?

14. Does your child have aport? _ No _ Yes *Port infusions at camp will only be done by R.N.s or Physicians

15. Please describe your child's participation in his/her infusions:

16. Date of last visit to HTC/hematologist:

Your child will be encouraged to learn reconstitution, venipuncture and self-infusion while at camp.

17.  PLEASE CHECK HERE IF YOU DO NOT WANT YOUR CHILD INSTRUCTED IN
VENIPUNCTURE AND SELF-INFUSION.




CURRENT OR RECURRING MEDICAL CONDITIONS:

___ Heart Disease ____ High Blood Pressure __ Skin Problems

_ Heart Murmur _ Asthma ____ADHD/ADD (circle one)
___ Kidney Disease ____ Hayfever __ Headaches/migraines
__ Liver Disease/Hepatitis __ Bed-wetting ___ Glasses/contacts

____ Epilepsy (seizures) ___ Diarrhea/Constipation __ Diabetes

* No camper will be denied admission to camp

based on HIV/AIDS status.
Emotional issue for which professional help was received, please describe:

History of head injury/loss of consciousness *HIV (AIDS)

Has your child had recent illness, injury or hospitalization? = No  Yes If yes, please explain:

Has your child had recent exposure to person with infectious illness? = No  Yes If yes, please explain:

Any other health issues you would like us to know about?

ALLERGIES (pleaselistall known allergies including, but notlimited to, foods, medications, insect stings, and animals)

Substance Reaction Management of Reaction

MEDICATIONS: Please list all medications, prescription and over the counter, taken by your child. All medications,
including over the counter medication, must be brought to camp and turned into the health center.
Schedule and

Drug Name Route Dosage Indications Comments




Authorization For Camp Participation
(This form must be signed in order for camper to attend camp)

This health history is correct and complete as far as I know. I hereby give permission to the camp to provide, seek, and
consent to routine health care, administration of medications and emergency treatment for my child, as may be necessary,
including, but not limited to x-rays, routine tests and treatment and/or hospitalization. I also give permission for the camp to
arrange related transportation. I agree to the release of any records necessary for treatment, referral, billing or insurance
purposes. In the event that I cannot be reached in an emergency, I give permission to the physician selected by the camp
to secure and administer treatment, including hospitalization, for my child.

It is my intention that the camp be treated as acting in loco parentis for my minor child. Further, it is my intention that the
appropriate representative of the camp be treated as "personal representatives" for the purposes of disclosing protected
health information pursuant to the privacy regulations promulgated pursuant to the Health Insurance Portability and Ac-
countability Act of 1996. I hereby agree (pursuant to 45 CFR 164.510 (b)) to the disclosure to camp representatives of the
protected health information of the person herein described, as necessary : (i) to provide relevant information to the camp
representatives related to the person's ability to participate in camp activities; and (ii) in the case of minors, to provide
relevant information to the camp representatives to keep me informed of my child's health status.

I understand that my child’s protected health information will be used and disclosed to camp personnel on a need-to-know
basis. The camp health center personnel will have complete access to my child’s medical record and may disclose this
information to other health care providers to provide, coordinate or manage my child’s health care treatment while at
camp. [understand that other camp personnel will receive only the minimum information necessary to carry out their job
duties.

X Date: Print Name:
(Signature of Parent or Guardian)

I understand that I need to send an adequate supply of factor concentrate and scheduled medications needed while at
camp. Only a limited supply of some brands of factor concentrates is kept at camp for emergency situations. If a specific
brand of factor concentrate is needed, my child may need to be transferred to a medical facility for treatment of a bleeding
episode and I will be responsible for the expenses incurred. I understand that if my child requires cryoprecipitate or
plasma, my child will be transferred to a medical facility for treatment of a bleeding episode and I will be responsible for
the expenses incurred.

X Date: Print Name:

(Signature of Parent or Guardian)
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Photo Release

Please check yes or no and sign below:

I grant permission for any photographs/videos taken of my child at camp to be made available for use in promotional,
educational, informational, media or United Way related materials/activities which are approved by the Hemophilia Founda-
tion of Michigan.

Yes _ No Signed: Date:

Print Name:

Camper Consent
I, , have discussed camp with my parents or guardian. We have talked about the
amount of time I will be away from home and the kinds of activities which take place at camp. I want to attend Eagle
Outpost.

Signed, Date
(Camper's signature)




2008 General Medical Evaluation For Eagle Outpost:
Michigan Camp for Children with Bleeding Disorders
TO BE COMPLETED BY PHYSICIAN AND RETURNED TO HFM BY JUNE 1, 2008

Camper Name Date
Height: Weight: DOB:
Diagnosis Level Inhibitor: ~~ No  Yes CurrentTiter:
Product Dosage Major Minor
(brand name)
Treatment Type:
Episodic Dosage:

Immune Tolerance (Describe)

Prophylaxis (Describe)
Continuous

Intermittent

Infusion pre-medication No  Yes

(medication/dosage)
Does patient have previous history of inhibitor orimmunetolerance?  No  Yes Pleasedescribe:

Port No  Yes Portinfusions at camp will only be done by nurses and physicians.

HB ag ab Hep C ab HCV Viral Load HIV

Physical Examination Date:
GENERAL NORMAL  ABNORMAL EXPLAINABNORMALITIES
Head and neck

Eyesand ears

Nose and throat

Chest

Heart

Abdomen

Skin

Lymphatic

Neurological

Joints\muscles

Recent Bleeding episodes:

Target joints/treatment of target bleeds:




Medications: (include currentregimen for both prescription and over-the-counter medications)

Schedule and
Drug Name Route Dosage Indications Comments
Allergies:
Research Protocol:  Yes No (Please send information sheet if camper is on a protocol.)
Home Infusion: No Yes Ifno,ispatientcandidate fortrainingatcamp? Yes / No
Ifyes, patientisinfused by: self
family member
other:

Comments on home infusion:

Significant medical history in lastyear/abnormallabs:

Assessment:

Special recommendations, instructions, or concerns to be addressed while at camp:

Physician’s Signature Name of Hemophilia Treatment Center
Please return these forms by June 1, 2008 to
Hemophilia Foundation of Michigan

1921 W. Michigan Ave. Contact Person
Ypsilanti, MI 48197
Phone: (734) 544-0015 Fax: (734) 544-0095

Telephone: Day Evening (24 hr#)



IMPORTANT!

PLEASE FILL IN THE FOLLOWING INFORMATION:

Total camp fee: $ 500.00

Registration fee enclosed: -$ 25.00

Total enclosed -$

Remaining balance due on June 30th $

[ ] I am interested in being a Tigers Game Volunteer (one evening of training and work

two games equals camp fee)

[ ] Our fees are paid by our local chapter (please indicate which chapter is sponsoring
your child)
[]  Northwest Ohio Hemophilia Foundation (Toledo)
[]  Northern Ohio Hemophilia Foundation (Cleveland, Akron,
Youngstown)
Central Ohio Hemophilia Foundation (Columbus)
Southwest Ohio Hemophilia Foundation (Dayton)
Great Lakes Hemophilia Foundation (Wisconsin)
Other:
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Enclosed paymentisby: [ ] Check/M.O. [ ] Visa [ ] Master Card [ ] Discover

Credit Card Number

Expiration Date

Amountto becharged: $

[ ]Tauthorize the balance due to be charged to the above credit card on 6-30-08
(Card must expire after 6-30-08)

Cardholder name:

Authorized Signature: Date:




