Pittsburg Youth Academy

Parent Questionnaire

1. What type of issues are you having with your child? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Do you normally spend quality time talking to your child? ____yes ____no

If yes, how much time in a day? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Does your child have daily chores? ____yes ____no. If yes, what are the chores? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. What changes would you like to see in your child after attending camp? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date: ____/____11                                               _________________________________________

                                                                                               Signature of Parent/Guardian

Email to: lnolen@pittsburgyouthacademy.com  or Fax to: (510) 574-9244

Mail to: Pittsburg Youth Academy * P.O. Box 12 * Pittsburg, Ca. 94565

Pittsburg Youth Academy

To be completed by Parent or Guardian

Child’s name __________________________________________ Birth date____/____/____ Age _________

Address_____________________________________ City_______________________ State_________ Zip_______

HEALTH INFORMATION:

1. If the applicant had or now has any of the following, please circle and indicate date of occurrence:

Head injury                  __________   Neck/Back injury           __________   Absence of one eye  __________

Loss of Consciousness __________   Shoulder/Elbow injury  __________   Absence of kidney   __________

Fainting Spells             __________   Knee/Ankle injury         __________   Kidney Disease         __________

Convulsions                  __________  Heart Disease/Murmur  __________   Hernia                       __________

Epilepsy                        __________  Asthma                             __________   Menstrual Disorder __________

Paralysis                       __________  Diabetes                            __________  Hearing Loss             __________

Fractured Bones          __________  Perforated Ear Drum      __________  Pregnancy                 __________

Contact Lenses             __________ Glasses                               __________  Other                         __________

____________________________________________________________________________________________

2. List any health factor that requires a limited program of physical activity on the part of your child. If none, so state: ________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________

3. Is your child taking a prescribed medicine, which must be continued while they are at camp? If so, what?

____________________________________________________________________________________________

4. Has your child ever had significant allergies?

    Hay Fever _____    Bee Stings _____    Asthma _____    Poison Ivy _____    Foods _____  Medicine _____

____________________________________________________________________________________________

5. Family Physician:   Name               Address                         City                         State                     Zip

____________________________________________________________________________________________

6. List all health and accident policies which cover the applicant whether carried by you or by your employer:

Carriers:______________________________________________   Policy # _____________________________

EMERGENCY MEDICAL RELEASE

I, the undersigned Custodial Parent/Guardian of ____________________________________, do hereby authorize and consent to any x-ray, examination, anesthetic, medical or surgical diagnosis and/or treatment

Rendered under the general or specific supervision of the Medicine practice Act or dentist licensed under the provisions of the Dental practice Act, and/or the staff of any acute general hospital holding a current license to operate a hospital from the State of California Department of Public health. It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but is given to provide authority and power to render care, which the aforementioned physician in the exercise of his/her best judgment may deem advisable. It is understood that effort shall be made to contact the undersigned prior to rendering treatment to the patient, but that any of the above treatment will not be withheld if the undersigned cannot be reached. This authorization is given pursuant to the provisions of Section 6917 of the family Code of California.

This authorization is effective the whole time that my child is under the care of Pittsburg Youth Academy.

Restrictions; if none, (   )

_______________________________________________     (        ) ____________________  _____/_____/_____

                      Signature of Parent/Guardian                                     Telephone #                              Date

Pittsburg Youth Academy

Behavior Modification Program

In consideration of my child, a minor under the age of eighteen years, I do hereby release and discharge Pittsburg Youth Academy, its agents, and employees for all claims of damages, demands, and action whatsoever in any manner arising from my child’s participation in the Pittsburg Youth Academy.

I attest and verify that I have full knowledge of the risks involved in this activity and that my child is physically fit and sufficiently trained to participate herein.

I understand and agree to pay the cost of the camp. I understand that if my child is injured at the camp, he/she will be given medical treatment, and I hereby authorize and consent to any x-ray, examination, anesthetic, medical or surgical diagnoses or treatment and hospital care which is deemed advisable by and rendered under the general supervision of qualified medical personnel. I further agree to pay the cost of any such care and treatment. In the event you have medical insurance, which provides care for your child, a copy of his/her medical card will be provided.

I HEREBY CERTIFY THAT MY SON/DAIGHTER IS NEITHER EPILEPTIC NOR ASTHMATIC AND HE/SHE DOES NOT HAVE CONGENITAL DEFECTS, WHICH MAY BE AGGRAVATED IN THIS PHYSICAL ENVIRONMENT.

Executed on _____/_____/_____ at ______________________, _____________________

                                Date                                   City                                  State

____________________________________________________

                   Parent/Guardian Signature

