
Double H Ranch* 97 Hidden Valley Road * Lake Luzerne, NY 12846* FAX (518) 696-9927

Camper Name ________________________________ 

DOB  ____/____/________ Todays Date ____/____/________ 

Diagnosis: ____________________________________ 

Please fill this form out in collaboration with your child’s physician. 

Do you have an Emergency Protocol describing care during a crisis?      ◻ YES         ◻ NO      If YES, please attach a copy 

If your child has any central lines, ports, g / j -tubes, please fill out the appropriate forms. 

ACTIVITY LEVEL 

1. What is your child’s typical activity level? _________________________________________________________________ 

2. How much time does he/she spend outside? ______________________________________________________________ 

3. How many hours a day is your child active? ________________________________________________________________ 

4.  At what point do we need to direct him/her to a quieter activity? ______________________________________________ 

5.  Our terrain is quite hilly.  Will he/she need a wheelchair to travel between activities?    ◻ YES         ◻ NO 

6.  What time does your child typically go to bed? _______  How many hours does he/she sleep overnight? ______________ 

7. Does your child nap during the day?      ◻ YES         ◻ NO      If yes, at what time and for how long? __________________ 

DIET / FLUIDS 

1. How much fluid does your child need in a day? ____________________________________________________________ 

2. What is your child's preferred fluid?   ◻ Water     ◻ Juice     ◻ Gatorade    ◻ Other  ________________________  
                                                                             Please bring any special juice or Gatorade for the week.  

3. Does your child need his/her blood sugar monitored? !YES         ! NO   If yes, at what times? _____________________ 

4.  What dietary restrictions / needs does your child have? ____________________________________________________ 

MEDICAL EMERGENCIES 

1. What are the signs that your child is going into crisis? ______________________________________________________ 

2. How do you manage this at home? _____________________________________________________________________ 

3. What are the signs that his/her illness is progressing and more aggressive treatment is needed? ____________________ 

        ___________________________________________________________________________________________________ 

4. At what point does your child need to be admitted to the hospital? ___________________________________________ 

        ___________________________________________________________________________________________________ 

5. Any additional information that would help us care for your child:_____________________________________________ 

______________________________________________________________________________________________________ 

                                       

____________________________________________________             _______ / ______ / ______ 
   Parent/Guardian  Signature  (Mandatory)                                                                    Date 

Physician Name __________________________________________ Phone Number _____________________________ 

Off hours phone __________________________________________ Email _____________________________________

Metabolic / Mitochondrial Form 2018


