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Student’s Name: 
SECTION 4 – ALLERGIES 

Allergic reactions represent a serious hazard, especially in a wilderness environment. Please note that Boundless 
High School is not a nut free program and we cannot guarantee that any meal is free from nuts, seeds, seafood or 
any other foods. 
Is the student allergic/sensitive to any of the following?  

a) Medications          Yes�  No� if yes please list:______________________________________________   
b) Foods                    Yes�  No� if yes please list:______________________________________________   
c) Insect bites/stings Yes�  No� if yes please list:______________________________________________   
d) Other (environmental, animals etc.), please list:_______________________________________________   
e) Do you carry an epi-pen or other epinephrine injector? Yes�  No�   

Please indicate the nature and severity of all allergic reactions, usual treatment methods and any other 
information about the students’ allergies in the space below. 
 

 
 
 

SECTION 5 – MEDICAL HISTORY/CONDITIONS 
Date of last Tetanus Immunization: 
If the student has any medical or mental health conditions, please describe them below. 
 
 
 
Does the student have Asthma? Yes�  No� if yes do you use medication to control your asthma Yes�  No�    
How severe is her/his Asthma?__________________________________________________________________ 
What Triggers his/her Asthma? _________________________________________________________________ 
How often does she/he have an asthma attack?______________________________________________________ 
What helps to manage his/her asthma attacks?_______________________________________________________ 

Please list any asthma medications in section 3 
Has the student had any recent injury, illness or infectious disease? Yes�  No� if yes when? Please describe. 

Has the student had any surgeries?  Yes�  No� if yes when? Please describe. 

Does the student have any problems with hearing or vision (wear glasses/contacts)? Yes�  No�  if yes, please describe. 

Does the student require a special diet? Yes�  No� if yes, please describe what he/she cannot eat etc. 

Does the student have a seizure disorder? Yes�  No� if yes please describe the condition below and list any medications is section 3. 

Does the student have any problems with her/his back, neck, arms, shoulders, ankles or knees that limits his/her activities?  Yes  
�  No �  if yes please describe. 

Does the student have diabetes, hypoglycaemia, thyroid trouble or other endocrine conditions? Yes�  No�  if yes please describe.  

Has the student ever had a brain injury requiring treatment (ie. concussions)? Yes�  No�  if yes please describe (give date and 
severity). 
Does the student suffer from severe headaches, dizziness or fainting? Yes�  No� if yes please describe. 

Does the student suffer from chronic skin problems (rashes, sun sensitivity, eczema etc.). Yes�  No� if yes please describe. 

Does the student’s health prevent them from participating in any physical activities? Yes�  No� if yes what when, why? 
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Student’s Name: 
SECTION 5 – MEDICAL HISTORY/CONDITIONS continued 

Please answer the following questions by checking the appropriate box yes or no. In the space provided below, 
please describe the details for any question that you answer yes. 
1. Has the student had or does the student have a substance abuse problem?  
2. Does the student experience motion sickness? 
3. Does the student have any eating disorders (anorexia, bulimia)? 
4. Does the student ever sleepwalk? 
5. Has the student ever had ulcers, or other significant stomach/intestinal problems?  
6. Does the student have a history of high blood pressure or hypertension? 
7. Does the student have a history of cardiovascular disease or conditions (Valve disorder, heart murmur, angina)? 
8. Has the student had hepatitis? 
9. Has the student had jaundice? 
10. Does the student have chronic bladder infections, difficulty with urination, or other bladder/kidney problems? 
11. Has the student had frostbite, a significant reaction to cold temperatures or other circulatory problems? 
12. Has the student suffered from heat exhaustion or had other significant reactions to warm temperatures? 
13. Does the student have any communicable diseases? 
14. Does the student have any emotional or behavioural issues? 
15. For females: Is the student pregnant? 
16. For females: Does the student have any premenstrual or menstrual problems? 
17. Do you have any other physical or mental health issues? 

Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 
Yes�  No� 

 
Please indicate the question number and use the space below to describe the details for any “yes” answers 
above. 

 

 

 

 

 

 

 

SECTION 6 – HOW ARE YOU FEELING? 
Please mark the statements that best describe your (the student’s) feelings toward attending Boundless High 
School. (mark all that apply) 
 
Excited � 

 
Can’t wait! � 

 
Resistant � 

 
It will be different from anything I 
have done before � 

   
Nervous � Sounds like fun  � Apprehensive � Would rather eat brussel sprouts � 

 
SECTION 7 - SWIMMING ABILITY 

At Boundless students will participate in various water-based activities such as swimming in calm and moving 
water, flatwater and whitewater canoeing and whitewater rafting. Boundless staff will further assess students’ 
swimming abilities. Lifejackets are mandatory in certain situations and are always available for those who cannot 
swim or are uncomfortable around the water.  Please assess your (the student’s) swimming ability: 
             
Non-Swimmer □                      

 
Can swim 100m without a lifejacket or PFD □      

 
Strong Swimmer □ 
 

Non-swimmers: Are you comfortable (ie. will not panic) in deep water while wearing a lifejacket or PFD?  
Yes�  No� 




