Questioner for Parents

For us at Mitgalgel, we treat each camper as an individual, and as such we would like to find out additional information about your child in order to give them the personal attention they need. As Parents, you are the best source for this information.

 This information remains strictly confidential, and only a select number of the staff, will be exposed to this information.

 Childs name:______________

Personality:

1. Has your child been to a sleep away camp in the past for at least a similar period of time?  YES/NO Specify___________________

Was your child homesick? YES/NO _________________

Did your child return home earlier than planed?  YES/NO

2. Is your child excited about going to camp? YES/NO Has your child expressed concerns about going to camp? YES/NO

3. Specify your child’s interests _______________________________________

4. Do any of the following depict your child?

a. Nightmares YES/NO

b. Bed Wetting YES/NO

c. Outbursts of Rage YES/NO

d. Difficulty in personal hygiene YES/NO

5. Is your child afraid of (please circle) Dogs, Darkness, Cats, Water activities, other_______________________

6. Does your child adapt easily to people YES/NO

7. Is your child shy YES/NO

8. Does your child prefer to spend his time alone of with others kids__________

Medical

1. has your child suffered from any disease in the past two years YES/NO

If so, please specify__________________________

2. Does your child take medication regularly YES/NO if, so, which medicine, and what dosage___________________________________

3. Has your child been on prescription medicine this past year YES/NO if so, please specify______________________________________________

4. Has your child been hospitalized in the past year. YES/NO If so, please specify ___________________________________________________

5. Does your child suffer from any of the following: 

a. Fainting 
YES/NO

b. Constipation 
YES/NO

c. Diarrhea 
YES/NO

6. Is there any reason why your child can not participate in any activity YES/NO if not please specify: _________________________________________

7. Does your child sleep talk? YES/NO

8. Does your child wake up at night? YES/NO

9. Does your child sleep walk?

10. What time does your child go to sleep?__________________________

11. Is your child vegetarian YES/NO

12. Does your child suffer from one of the following:

a. Ear Infection YES/NO

b. Respiratory problems YES/NO

c. Allergies YES/NO to: ________________________ what are the symptoms___________________________

(Girls Only) has your child received her period YES/NO

Family:

1. does your child have siblings in camp YES/NO if so, Name___________ Age___ Do they get along? YES/NO

2. Patents marital status (Circle only if relevant) widowed, single parent, separated, divorced. Who does the child live with ________________

3. Does your child smoke? YES/NO  

*********Smoking is strictly prohibited, for campers and staff alike**********

Please specify any additional information you feel might help us get to know your child better, so that we can make their summer an enjoyable experience to _____________________________________________________________________

___________________________________________________________________

Formed was filled by:____________________ Relationship to child:_____________

Date:_________________ 
Signature ___________________________
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