Handicamp Norway

Medical form

To be completed by the applicant’s MD/physician.
Send to Camp secretary by ordinary mail or scanned by e-mail.

Applicant’s name:

First Middle Family name

Date of birth......................... Sex: M /F (Circle one) Blood type and Rh...............
Day Month Year

If the applicant has a physical disability, please state diagnosis. (In case of cerebral palsy,
please state if spastic, atheoid or choreinform type).

Does the applicant have a mental disability? Yes - No (Circle one)

If yes, please state the applicant’s cognitive functioning age: ............

(The camp is planned for physically disabled and able-bodied persons. Participants with mental
disability will most likely experience problems functioning well at the camp and may be rejected.)

Is he/ she

Yes No Comments

a) Using a wheelchair

b) Using crutches

c¢) Able to walk alone

d) Able to walk with help

e) Able to manage stairs alone

f) Able to manage with help

2) In need of help in lavatory

h) Able to use hands controlled

1) Able to dress him-/herself

j) Able to feed him-/herself

k) Affected in speech

1) Affected in hearing

m) Wearing prosthesis (see footnote 1)

n) Affected in sight

0) Allergic to medicines/penicillin (see footnote 2)

p) Other allergies (see footnote 2)

q) On a special diet (see footnote 2)

r) Free from infectious disease (see footnote 2)

s) Able to swim under supervision of lifeguards
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Must special precautions be taken because of medical disability? ..............c.ccoooiiiiii

(If the applicant requires prescription medicine, he/she should bring a supply for the full
duration of the trip. MD/physician should explain this to the applicant.)

If the applicant has discharge or wounds requiring dressings, information and directions
should be given here.

Is the applicant fit for participation in camp activities? ............cooeviiiiiiiiiniiiiiiiiiniean

In order to plan suitable activities for the delegates, you are kindly asked to give your
statement as to how well the applicant is physically and mentally mastering his/her disability.

Other INfOrMAtioN: ... ...t

Date Signature and stamp of MD/physician Phone, including area code

Notes:

1. (Item m above) If prosthesis is needed, please state type, and whether night splints are
T |10 T Pt

2. (Items o, p, q and r above) If the applicant is allergic to medicines/penicillin, have other
allergies, need special diet or suffer from any infectious disease, please give detailed
information here, or on a separate sheet of paper:

CONFIDENTIALITY:
All information given here will be treated as CONFIDENTIAL and will only
be used in connection with Handicamp Norway 2012
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