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Q/\? Sharing the Journey



       JOURNEYS CHILD, TEEN & PARENT PROGRAM             Date:  __________
                            Application completed by:  __________________                  For office only:  C or H

AT:  __________
Child/Teen's name:  __________________________________________  Nickname:  _________________

School grade: _________  Age:  ______  Birth date:  ____/____/________  T-shirt size:  ______________
Gender:  Female:  ____  Male:  ____  School Attending:  ________________________________________





       Guidance Counselor:  _________________________________________

Child/teen race/ethnicity:    



_____American Indian or Alaska Native
_____Asian
    _____Black or African-American

_____Hispanic or Latino


_____White        _____Native Hawaiian or Pacific Islander

_____Unknown



_____Other
Mother’s Name: _______________________________________________________ DOB:  ____________

Father’s Name: ________________________________________________________DOB: _____________ 

Legal Guardian: _______________________________________________________ DOB: _____________
Lives with:  _____________________________________________________________________________
Mailing address:  ________________________________________________________________________

City:  ___________________________________  State:  __________________  Zip:  ________________

Home phone:  (____)_____________  Work phone: (____)____________  Cell phone:  (____)_________

E-mail address:  _________________________________________________________________________

School performance:  _____________________________________________________________________ 
Medical/mental health history:  __________________________ Allergies:  __________________________
Please list any dietary restrictions (physician recommended/religious/lifestyle, etc.):  ___________________

______________________________________________________________________________________

Loved one’s name?  ____________________________________________________   Age:_____________
Relationship to child/teen: _________________________________________________________________

If deceased, what was the cause of death?  ___________________________________________________

        Date the death occurred?  _____________________________

        Where did this person die?  Home____  Hospital____ Other____ Explain:  ________________
        Was the child/teen present at the time of death?  ____ Yes  ____ No   Explain circumstances.

        Describe child/teen experience of the funeral/memorial:  







If loved one has not died, what is the illness?  __________________________________________________


         What has child/teen been told about the illness/prognosis?  

What spiritual beliefs has the child/teen been taught about death?                                        
(continued on reverse)

675 Peter Jefferson Parkway, Suite 300, Charlottesville, VA  22911  
Has your child/teen received any professional support (i.e., school counselor, peer support group, psychologist, psychiatrist, pastoral counselor)?  If yes, when and for how long?
Has your child/teen experienced the death(s) of other loved ones or pets?  If yes, please describe the nature of death and the child/teen’s relationship to the other person(s) who died.

Please explain how your child/teen indicates that he/she is grieving.

Have there been any other changes/stresses in your child/teen’s life (i.e., divorce, remarriage, relocation, fire, theft loss, illness)?
Please list any additional information that concerns you (problems with eating, getting along with friends/peers or family members, sleep problems, school attendance, physical limitations, etc.):  

To the best of my knowledge, the above information is correct and accurate.

___________________________________    __________________

Signature of parent/guardian                             Date

FOR PARTICIPATION IN JOURNEYS CAMPS AND GROUPS, PLEASE COMPLETE THE FOLLOWING:

Last Tetanus shot (date):  _______________  Are immunizations up-to-date?  ______ yes     ______ no

Medications:  ______________________________________________________________________________

Are there any activities your child/teen may not be able to participate in?  ______ yes      ______ no

If yes, please explain:  ______________________________________________________________________

Physician’s name:  ____________________________________ Phone number:  _______________________

Emergency contact #1:  _____________________________________________________________________

Relationship:  _______________ Email address:  _________________________________________________

Home phone: (___)_____________  Work phone:  (___)___________    Cell phone:  (___)_______________
Emergency contact #2:  _____________________________________________________________________

Relationship:  _______________ Email address:  _________________________________________________

Home phone: (___)_____________  Work phone:  (___)___________    Cell phone:  (___)_______________

Hospital of choice:  _________________________________________________________________________

I give permission to staff of the Journeys Program to administer first aid to my child and authorize emergency transport to the nearest acute care facility.

___________________________________    __________________

Signature of parent/guardian                             Date
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JOURNEYS INDEMNIFICATION AGREEMENT

I, ______________________, give permission for my child/teen ______________________ to participate in the Journeys Program, which includes, but is not limited to groups at school or HOPVA offices, individual support sessions and camps.
I give permission for my child/teen to be photographed, videotaped or interviewed and his/her artwork to be photographed during the Journeys Program under supervision of staff.  This material may be used for future publicity of the Journeys Program, including news media.

_____ yes
_____ no

RELEASE

In consideration of the above-named child/teen being accepted by Hospice of the Piedmont to attend the Journeys Program,

I, for myself and on behalf of my child/teen, release and discharge Hospice of the Piedmont, its staff, Board of Directors, Officers, Volunteers, from all claims, demands, actions and judgments, which I or my child/teen ever had or now has or may have against Hospice of the Piedmont for all personal injuries, either physical or emotional, known or unknown, and injury to property, real or personal, sustained by my child/teen’s person or property during his or her participation in Journeys camps or activities, regardless of fault or negligence.

I agree to indemnify and hold harmless Hospice of the Piedmont, for any and all claims, demand, actions and judgments whatsoever of every name and nature, both in law and equity, which my child/teen ever had or now has or may have against Hospice of the Piedmont for all personal injuries, either physical or emotional, known or unknown, and injury to property, real or personal, sustained by my child/teen’s person or property during his or her attendance at Journeys camps or activities, including but not limited to, injury caused by negligence.

I, the undersigned, have read this release and understand all of its items. I understand that this consent is valid for one (1) year from date of signature.
_____________________________________
_____________________________

Signature of Parent/Guardian



Date
Rev. 03/11


