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Sickle Cell Association of Austin

Marc Thomas Foundation

314 E. Highland Mall Boulevard, Suite 108, Austin, Texas 78752

Office (512) 458-9767   Fax (512) 458-9714    www.sicklecellaustin.org

SUMMER CAMP APPLICATION FORM

CAMPER INFORMATION
Camper’s  Name :  Last:____________________ First: _____________________Nickname:___________________

Address: __________________________________City______________________ State________ Zip___________

Home Phone:(     ) ___ - ____  Date of Birth: ____ - ____- _____ Age at Camp:______  Boy or Girl_________

Name of School_________________________________________________Last School Grade: ___________

T-Shirt size (circle one): 
child S (6-7)
child M (8-10 )
Adult S (34-36)
Adult M (38-40)
Adult L (42-44)
Adult XL (46-48)

PARENTAL INFORMATION
Parent 1 

Name Last:_____________________ First:_________________ Relationship____________

Cell Phone: (     ) ____ - ______   Work Phone: (     ) ____ - ______ Home Phone: (     ) _____ - ______

Address (if different): __________________________________City_______________ State______ Zip________

Parent 2

Name: Last:___________________ First:_________________ Relationship____________

Cell Phone: (     ) ____ - ______   Work Phone: (     ) ____ - ______ Home Phone: (     ) _____ - ______

Address (if different): ________________________________City_______________ State________ Zip________

EMERGENCY CONTACT (if parents can not be contacted): 

Name: Last:___________________ First:_________________ Relationship____________

Cell Phone: (     ) ____ - ______   Work Phone: (     ) ____ - ______ Home Phone: (     ) _____ - ______

Address:: ________________________________________City___________________ State________ Zip________

CHILD’S PHYSICIAN AND/OR CLINIC:

Name of Physician:__________________________________  Clinic:___________________________

Physician’s Telephone Number: (     ) ____ - ______   
CHILD’S MEDICAL INSURANCE INFORMATION: 
What type of medical insurance does your child have? (circle all that apply)

Medicaid

Private Insurance 

None 
*Please include a copy of your Medicaid or insurance card if applicable.
CAMPER HISTORY FORM (to be filled by parent / guardian)
Camper Name:  Last:______________________ First: ____________________MI:___DOB:__________

Does your child have Sickle Cell Disease? (Circle one)

Yes
No

Can your child participate in swimming?  (Circle one)  

Yes
No

Does your child have tubes in his/her ears?  (Circle one)

Yes
No
Are immunizations up-to-date including pneumo- and meningococcal vaccine?          Yes 

No

Does your child regularly use oxygen, breathing machine, or any machines? 
Yes 

No

If yes, please describe _________________________________________________________________________

Does your child have (or ever had) any of the following medical conditions (circle all that apply)?  

Kidney problems

Stroke


Breathing problems

Immune problems
Monthly transfusions 
Abnormal TCD 

Asthma


2 or more admissions per year
Bed wetting 

Allergy Shots

Pregnancy


ADD or hyperactivity

Speech problems

Hearing problems

Vision problems


Hormone problems
If any of the above conditions is present, please describe: _______________________________________

______________________________________________________________________________________

Does your child have allergies to food or medicines? (Circle one)

Yes
No
If yes, what is he/she allergic to? ___________________________________________________________

If yes, describe type of reaction? ___________________________________________________________

LIST ALL MEDICATIONS (Including vitamins, birth control pills and over the counter medications that your child will take during camp). 
	Name of Medicine
	Dose (how many tablets or spoonful)
	Frequency (How many times)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Parent Signature & Name:____________________________________________________Date:  ____ - ____ -_____   
PHYSICIAN HISTORY & PHYSICAL EXAM FORM (to be filled by physician)
Camper Name: Last:_______________________ First: _____________________MI:___DOB:_________

Please check the type of sickle cell disease [SCD]:

[  ]  Homozygous SCD: SCD-SS

      
 [  ]  Sickle cell-thalassemia: SCD-S+-thal

[  ]  Sickle cell-hemoglobin C disease: SCD-SC
 [  ]  Sickle cell-thalassemia: SCD-S0-thal


[  ]  Sickle cell-other variant: SCD–S variant - please specify__________________  
MEDICAL HISTORY
Does patient have a history of any of the following complications?  (Please circle all that apply)
Bacteremia

Stroke


Acute Chest Syndrome

Splenectomy

Meningitis 

Abnormal TCD 

Asthma



> 2 admissions per year


Is patient on chronic transfusion therapy?  
Yes 

No

If yes, what is reason ? ______________________________Date of last transfusion before camp: ______________
Does patient have abnormal sleep study, or need oxygen, BIPAP, etc at night ? 
Yes 

No

If yes, please describe _________________________________________________________________________

Are immunizations up-to-date including pneumo- and meningococcal vaccine?     Yes 

No

Last TCD result? 
Normal

Conditional

Abnormal 

Not Applicable

PHYSICAL EXAM

	
	Normal
	Abnormal
	Comments

	General Appearance
	
	
	

	HEENT
	
	
	

	Cardiovascular
	
	
	

	Lungs
	
	
	

	Liver / Spleen
	
	
	

	CNS
	
	
	

	Skin
	
	
	

	Musculoskeletal
	
	
	


Baseline hemoglobin?
___________  



Baseline SpO2?
___________

Other pertinent clinical data ____________________________________________________________

ATTENDING PHYSICIAN INFORMATION
Physician Signature & Name:______________________________________________​​________Date:  ________ - ________ -___________    
Address:_______________________________________________________________ Phone: ___________-__________ - ________________  
Camper Name______________________________________________

                              Last
 First


