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Contato alternativo, caso 0s pais nao possam ser localizados / Alternative contact in case Parents/legal Guardians cannot be reached:
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Ficha Médica / Medical Information
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Sinais e sintomas observados nos Gltimos 10 dias / Signs and symptoms observed within the last 10 days:
Febre / Fever Tosse / Cough ) Dor Muscular / Muscular Pain

Diarréia / Diarrhea Vomito / Vomiting Dor de Cabeca / Headache
Dificuldade p/ respirar / Difficult to Breath [ Outros / Another Nenhum / None

Histdria Médica / Medical History:

A) Doencas de Infancia / Childhood llinesses

Catapora / Chicken pox nédo/no sim/ yes
Sarampo / Measles nao/ no sim/ yes
Rubeola / Rubella [] néo/no sim / yes
B) Outras Doencas de Infancia / Other Childhood llinesses? [ ndo/no  [_) sim/yes
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C) Outros transtornos / Other Disturbances:

Cardiopatias / Heart diseases ndo/no [ sim/yes  Quais/ WhICh ONES...........covvvvvvvrrsvesmmsnsssssssssssssssessssssssssssssssssenes
Respiratérios / Respiratory diseases ndo/no [ ) sim/yes  Quais/ WHICh ONES?.........oovvvormemremsnseseensesesssssssssssesssssssssssenes
Metabolicos / Metabolic diseases nao/ no SiMi/ves: QUAIS T WHICH ONBST.....uuuissisirrsshsiisnsinseiinavinassamseinssiismhassnss
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Digestivos / Gastrointestinal diseases nao / no sin{ves Quais/ WHICh 0N Taiearisiis o dibirinsisinssrsiesasmmsess
Psicologicos / Psychological diseases nao / no simiyes  Quais | WRICH ONBST.c.c.uiiimiisaiisiosssaimsisasiistsssisnasiombsst
Traumatoldgicos / Orthopedic diseases nao/no sim/yes Quais/WhIiChiones?:...inisis e winamnna sumoassas

Sofre de alguma doenca cronica (Diabetes, trastornos do sangue? / Does the Child have any chronic disease (Diabetes, Blood Disease)?

Tom alguma alergia? / Is the Child allergic? (] ndo/no ] sim/yes AQUE? I TOWNAL? oo

Alguma vez recebeu a vacina antitetanica? Quando foi a Ultima vez? / Has the child ever received tetanus vaccination? When was the last time?



Medicamentos / Medication
Esta sendo tratado com algum medicamento atualmente? / Is your child actually being treated with any medications? [__] ndo/no  [__] sim/yes*

*Se sim, complete as seguintes informagdes: / If so, complete the following information;
A) Por que doenga toma a medicagao? / What disease does your child take medication fOr?...............ciiiiesssessesssi s
B) Que medicamento deve tomar? What medication and dosage is your child supposed to take?
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Certifique-se de calcular a quantidade de medicamento para a viagem, de acordo com o niimero de dias da viagem e a dose.
Please be sure to calculate the correct ammount of medication for your child’s whole trip, according to the number of days and dosage.

A cranga toma medicamentos em outras situagées como febre ou dores? / Does your child take any medicine in other situations such as fever or pain?
W I e A O A P S e

Ha algum medicamento que nao deva tomar? / Is there any medicines your child should not take?
[ Indolno: | Jisimlves QuAISTWHICHIONEST. . iicummmiimsmmmsimmssmaissssmmsisissiicsssomssishoiesssasiist ot msmm b e sass oot fmsisipn et snes

Alimentagéo / Feeding Information

Tem algum alimento que nao possa ingerir? / Is there any kind of food your child should not take?
[ Yindolno [ |<oimilyes QIS NVEIICHOTIONT:sxss:0555isieoiuttinsessssessseonescdsaessssessssass s hsSsess e e A SASsRa RACOA s
Sofre de Bulimia ou Anorexia? / Do you suffer from Bulimia or Anorexia?

[Jndo/no [ sim/yes

Informacdes importantes e relevantes (gravidez, antecedentes psiquiatricos, etc) para profissionais que venham a prestar atendimento.
Important and relevant information (pregnancy, psychiatric precedents, etc) for professionals who may provide assistance.

..........................................................................................................................................................................................................................................................

Assinatura do médico / Doctor’ signature

AUTORIZAGAO E CONSENTIMENTO DOS PAIS OU TUTOR / PARENTS’ OR LEGAL GUARDIAN’S AUTHORIZATION AND CONSENT

Pela presente, declaro ter a guarda legal do menor mencionado anteriormente, e autorizo e dou meu consentimento para que “o coordenador” responsavel
providencie a primeira assisténcia ou tratamento medico caso o menor sofra lesdes ou adoeca durante a viagem.

| hereby declare that | have legal custody of the here upon identified child, and authorize and consent that the “supervisor” take measures to assure first aid
and medical treatment in case of any minor injuries or illness during the child's trip.
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