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Junior Wheelchair Sports Camp

July 18th – 22nd, 2011
Physician Release Form

Page 1 To be completed by PARENT
Camper’s Name:





Date of Birth:



MEDICAL INFORMATION (to be completed by Parent and approved by Physician)

Medications camper takes:





Allergies:  Be specific (i.e., food, sun, bee stings, latex)


















Please outline any medical conditions (i.e. seizures*, asthma, diabetes, allergies,  heart conditions) that may affect the camper’s ability to participate in sports activities:


________________________________________________________________________

* If camper has seizures provide details (i.e. types of seizures, frequency, what brings them on, pre/post behavior, date of last seizures):

Junior Wheelchair Sports Camp

July 18TH – 22nd , 2011
Physician Release Form
Name:________________________________________
Page 2 To be completed by PHYSICIAN
The above camper is planning on participating in the Junior Wheelchair Sports Camp held 
July 18th through 22nd, 2011 at UCSB Recreation Center coordinated by Cottage Rehabilitation Hospital.  In order for us to best serve the needs of the camper please complete the following form.  

Campers participate from 9:00 am – 4:00 pm daily in sports and recreation activities, which are adapted to each camper’s specific needs and abilities. 
Activities include, but are not limited to wheelchair basketball, wheelchair tennis, wheelchair rugby, slalom, fitness class, dance, handcycling, and adapted aquatics. A rope’s course and climbing wall are offered once during the week. If you need further information about these activities, please contact René Van Hoorn at 569-8999 ext. 82102.
Based on the activities and what you know about the camper’s medical condition(s) i.e., spinal fusions, rods, shunts, etc., the camper is medically released to participate in this program.  

Initial         __YES         __NO


Comments:____________________________________________________________________
 _____________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physician Information

Name (printed):











Signature:






Date:




Address:






Zip:





Phone:









Complete and return form with packet to:  
René Van Hoorn


OR FAX the form to: 
Cottage Rehabilitation Hospital


FAX # 805-569-8994 
P.O. Box 689



Phone 805-569-8999 ext. 82102
Santa Barbara, CA  93102
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