 HIGHLIGHTS VACATIONS, LLC.
c/o Mary E. Bozzone
2969 Avenue T
Brooklyn, NY 11229

718-938-2122
MEDICAL INSURANCE FORM   
NAME: ________________________________________________________________ 

(Please Print)

I.
BASIC BENEFITS:


NAME OF COMPANY: _____________________________________________ 


POLICY #: ________________________________________________________ 


GROUP #: ________________________________________________________ 


NAME POLICY UNDER : ___________________________________________ 

II.
MAJOR MEDICAL:


NAME OF COMPANY: _____________________________________________ 


POLICY#: ________________________________________________________ 


NAME POLICY IS UNDER: _________________________________________ 

HIGHLIGHTS VACATIONS, LLC.
c/o Mary E. Bozzone
2969 Avenue T

Brooklyn, NY 11229

718-938-2122

VISITATION FORM - must be completed if your child will be visiting with any family of friends during his/her trip this summer

NAME: ________________________________________________________________ 


I give permission to my son/daughter named above to leave the group and visit with the following people:

NAME





HOME TELEPHONE #
________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 


While my child is visiting with any of the above mentioned people, I release Fun Time Vacation Tours, the Directors and Staff from any responsibility or liability for my child.


Please indicate by checking the appropriate line whether you permit your child to spend an overnight with these people.

______ Yes, my child may spend an overnight with any of the above listed people.

______ NO, my child may NOT spend an overnight with any of the above listed people.

______________


__________________________________________ 

  Date





Parent's Signature
HIGHLIGHT VACATIONS PROGRAM MEDICATION FORM

Return to:
 Mary Bozzone, 2969 Avenue T, Brooklyn, NY 11229
Programmer’s Name: ____________________________________________________ 







Please Print

 I.
_____ I AM NOT ON ANY MEDICATION REGIMEN

II.
MEDICATION(S) TO BE ADMINISTERED

TOTAL DAILY DOSAGE


______________________________________ 

_______________________


______________________________________ 

_______________________

______________________________________ 

_______________________


______________________________________ 

_______________________

III.
SCHEDULE OF ADMINISTRATION:
	TIME
	NAME OF MED.
	DOSAGE
	TIME
	NAME OF MED.
	DOSAGE

	
	
	
	
	
	

	Breakfast
	1
	
	WakeUp
	1
	

	8-8:30
	2
	
	7:45
	2
	

	
	3
	
	
	3
	

	Lunch
	1
	
	Mid-A.M.
	4
	

	1-1:40
	2
	
	10-10:30
	2
	

	
	3
	
	
	3
	

	Dinner
	1
	
	Mid-P.M.
	1
	

	6-6:45
	2
	
	3:30-4
	2
	

	
	3
	
	
	3
	

	Bedtime
	1
	
	Other:
	
	

	8:30-9
	2
	
	
	1
	

	
	3
	
	
	2
	


NAME OF PRESCRIBING PHYSICIAN: ___________________________________

________________________________________________________________________ 

I HEREBY AUTHORIZE CITY LIGHTS PROGRAM I, LLC. TO ADMINISTER THE ABOVE LISTED MEDICATIONS TO MY CHILD AS DIRECTED.

_____________________________________ 


_________________ 

  Signature - Tour Member





   Date
____________________________________ 


_________________ 

  Signature - Tour Member





   Date
HIGHLIGHT VACATIONS PROGRAM HEALTH EXAMINATION FORM

c/o Mary Bozzone, 2969 Avenue T, Brooklyn, NY 11229
 This side to be completed by client or parent and checked with physician at time of examination
HEALTH RECORD OF: __________________________ DATE OF BIRTH: ________ 

HOME ADDRESS: _______________________________________________________ 

_____________________________________________________Tel: (    ) ___________ 

HEALTH HISTORY:
	DISEASE
	YEAR
	ALLERGIES

	Chicken Pox
	
	Asthma

	German Measles
	
	Eczema

	Measles
	
	Hay Fever

	Mumps
	
	Poison Ivy, etc

	Rheumatic Fever
	
	Insect Stings

	Scarlet Fever
	
	Penicillin

	Poliomyelitis
	
	Other Drugs

	Epilepsy
	
	


Operations or serious Injuries (dates) _________________________________________ 

Chronic or Recurring Illness ________________________________________________ 

Have you ever had seizures? If so, please describe type of seizure ___________________ 

________________________________________________________________________ 

Describe follow-up care needed (medication or nursing care) if any _________________ 

________________________________________________________________________ 

Indicate date of most recent seizure ___________________________________________ 

________________________________________________________________________ 

IMPORTANT: Please notify the Program if you were exposed to any communicable disease during the three weeks prior to departure, or had a recent injury that we should know about.
________________________________________________________________________ 

PARENT AUTHORIZATION:


This history is correct so far as I know, and I am permitting my child to engage in all prescribed activities except as noted by me and the examining physician. In the event I cannot give consent in an EMERGENCY, I hereby give permission to the physician selected by the program director to hospitalize, secure proper treatment for, and to order injection, sedation, anesthesia, x-ray or surgery for me.

DATE: ____________ PARENT SIGNATURE: ____________________________________ 

IN CASE OF EMERGENCY, PLEASE NOTIFY:
NAME: ________________________  ADDRESS __________________ PHONE: _________
RELATIONSHIP: ______________________________________________________________ 

TO BE COMPLETED BY PHYSICIAN

IMMUNIZATION HISTORY: (dates of most recent immunization)
DPT Boost ___________________________________  Whooping Cough __________________ 

DT _________________________________________   Tetanus Booster  __________________

T ___________________________________________  Mumps Vaccine __________________ 

Polio OPV Booster _____________________________  Smallpox _______________________ 

Measles Vaccine _______________________________ Other ___________________________ 

German Measles (Rubella) _______________________ May this person take Horse Serum? ___ 

MEDICAL EXAMINATION: 

Eyes _______________________  Height ______________  Weight _____________________ 

Glasses _____________________ Overweight ________ Underweight _________ Normal ____

Ears _________________________________
Extremities _____________________________

Nose ________________________________
Posture ________________________________ 

Throat _______________________________
Skin __________________________________

Heart ________________________________
Physical Disabilities _____________________ 

Lungs _______________________________ 
______________________________________ 

Abdomen ____________________________
Emotional _____________________________ 

Hernia ______________________________
______________________________________ 

Teeth _______________________________
Allergies (please specify) _________________ 







______________________________________ 

GENERAL INFORMATION: ____________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

_____________________________________________________________________________ 

RECOMMENDATIONS:

Special Diet: ___________________________________________________________________ 

Special Medication (name) ________________________________________________________ 



      (dosage) ______________________________________________________

Activity Restriction ______________________________________________________________ 

Other comments or suggestions: ____________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

I HAVE EXAMINED THE PERSON DESCRIBED AND HAVE REVIEWED HIS/HER HEALTH HISTORY. IT IS MY OPINION THAT S/HE IS PHYSICALLY ABLE TO ENGAGE IN VOCATIONAL, EDUCATIONAL, AND RECREATIONAL ACTIVITIES EXCEPT AS NOTED ABOVE.

NAME: _________________________  SIGNATURE ___________________________, M.D.


     (PLEASE PRINT)

ADDRESS ____________________________________________________________________ 

TELEPHONE (         ) ______________________________ DATE ______________________ 

