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***REQUIRED 3 WEEKS IN ADVANCE OF ARRIVAL***
Please Print Clearly and Complete All Sections

Client Name:     Last:________________________________     First_________________________________________

Address:  Street:       ______________________________________

                  City:         _____________________________Province:  __________________________________________
                  Post Code:   __________________________

Client Telephone #    Home:  _____________________________Cell:  ______________________________________
Health Card #  ___________________________________Version Code  ________________

                      Original Red & White     (Yes/No)  ______________
Birth Date:  __________________________________________ (YYYY-MM-DD)

Client Hospital/Renal Unit:  ______________________________ Location City:  _________________________________
Type of Dialysis (Circle One):        Home Hemo         In Centre Hemo        Selfcare

                                                           CAPD                      CCPD                           Transplant

Nephrologist Name:  _________________________________Telephone:  ______________________________________
Nurse Manager Name:  _______________________________Telephone:  ______________________________________

Arrival Date:  ___________________________________Departure Date:  ______________________________________

Accommodation Requested (Circle One):    Cottage        Efficiency     Trailer/Camping     Offsite

Next of Kin Name:  _______________________________Relationship:  ________________________________________

Is this person attending Camp (Circle One):       Yes                No

If NO, indicate telephone number where he/she can be located while client is at Camp:
Home # ______________                        Cell # _________________________Bus. #  _____________________________
