Health and Medical Information CHECK-LIST AND AGREEMENT

	CHILD’S NAME (Last, First, M.): 
	AGE: 


	DOB: 


The health of your child is important to us while at camp. Therefore, it is critical to his/her well being that the requested medical/health information be provided truthfully in its entirety. Also, it is critical, in order to maintain safety and organization that the health program policy be followed. Please note the following:

	Check-list: Check each item indicating your understanding of, agreement of, and compliance with the statement.

	
	Complete and submit all health forms: Medical History (Part A); and the Consent for Medical Treatment (Part D) are to be completed y the child’s parent/guardian.

	
	The child’s physician must complete the Physical Examination Record (Part B) and Certification of Immunization (Part C). These forms must be signed and dated by the physician within one year of the beginning date of camp.

	
	If your child requires prescription and/or over the counter medication while at camp, the physician must complete the Medical Dispensation portion on the Certification of Immunization form (Part C).

	
	Prescription medications must be in the original bottle(s) with the original prescription(s) intact. (Absolutely no medication will be dispensed without the original label on the bottle.) All medications will be given to the camp nurse at check-in.

	
	Absolutely no over-the-counter medication or supplements (vitamins, herbs, Tylenol, Midol, etc. will be dispensed unless : 

· in original packaging and 

· the Medical Dispensation portion on the Certification of Immunization form (Part C)  is completed and signed by a physician stating specific administration instructions.

	
	Supplements (vitamins, herbs, etc.) are to be limited to GENUINE medical necessity.

	
	The only medications that the child may keep with them while at camp are an inhaler or epi-pen. If there are other medications that you believe may be necessary, please discuss this with the camp nurse at check-in. There are children of many different age groups present and it presents a serious safety issue to have medications improperly stored and within the reach of other, possibly younger, children.

	
	Indicate and submit emergency contact information on Health and Medical Information form (Part A). It is imperative that you are available and can be reached for emergencies twenty-four hours a day. Please sumit phone numbers for parent(s)/guardian(s) as well as two other emergency contacts. Please leave cell phones on during the time the child is at camp.

	
	All health or medical concerns/questions regarding the care of a child, are to be addressed to the Camp Health Officer/Nurse upon arrival.


I understand and agree with the above statements. I understand that if I have any additional concerns they may be discussed with the Camp Health Officer/Nurse.

Signature of parent/guardian: _____________________________________________
Date: _____________

Health and Medical Information Part A – To be completed by parent

	CHILD’S NAME (Last, First, M.): 
	AGE: 


	DOB: 

	HEIGHT:                      

                                     feet                           inches
	WEIGHT:

               Lbs                Oz
	BLOOD TYPE:

	PARENT/GUARDIAN: 
	WORK PHONE: 
	HOME PHONE:

	PRIMARY EMERGENCY CONTACT:
	WORK PHONE: 
	HOME PHONE:

	SECONDARY EMERGENCY CONTACT
	WORK PHONE:
	HOME PHONE:


Physician/Insurance
Physician or Clinic Name: _______________________________
PHONE #: ____________________

ADDRESS: _______________________________________ STATE: ________
ZIP: ___________________

INSURANCE Company: _____________________________________
POLICY #: ____________________

GROUP NUMBER: _________________________________________
PHONE #: ____________________

NAME OF INS. HOLDER: ___________________________________
SOC. SEC. #: __________________

	Does your child suffer from or have been treated for any of the following:

	YES
	NO
	
	YES
	NO
	

	
	
	Asthma
	
	
	Required psychological 

counseling or therapy?

	
	
	Diabetes
	
	
	

	
	
	Heart Ailments
	
	
	Hospitalized for a 

psychological problem?

	
	
	Liver Problems
	
	
	

	
	
	Stomach or Intestinal Problems
	
	
	Surgery other than teeth 

tonsillectomy, hernia repair,

appendectomy, or wisdom

removal?

	
	
	Cancer
	
	
	

	
	
	High Blood Pressure
	
	
	

	
	
	Joint or Back Problems
	
	
	

	
	
	Kidney Problems
	
	
	Under the care of a doctor or 

other practitioner for any

reason other than healthy

child visits?

	
	
	Epilepsy or other neurological problem
	
	
	

	
	
	Eye Problems
	
	
	

	
	
	Lung Problems
	
	
	

	
	
	Thyroid Problems
	Please use the lines below to indicate any 

allergies and reactions to food, medication, and

environment. Please print.

	
	
	Skin Disease
	

	
	
	Hernia
	

	
	
	Pilonidal Cyst
	

	
	
	Alcoholism
	

	
	
	Drug Abuse
	

	
	
	ADD/ADHD
	

	
	
	Autism
	

	
	
	Other
	


I hereby state that, to the best of my knowledge, all information indicated above is correct.

Signature of parent/guardian: _____________________________________________
Date: _____________


Physical Examination Record     Part B – To be completed by physician.

This document must be completed within one year of the beginning of camp program.

	CHILD’S NAME (Last, First, M.): 
	DATE OF EXAMINATION

	HEIGHT:                      

                                     feet                           inches
	AGE: 
	DOB:

	Vision

R ______/______, corrected ______, uncorrected______

L ______/______, corrected ______, uncorrected______
	WEIGHT:

               Lbs                Oz
	BLOOD TYPE:

	
	Pulse
	Blood Pressure


	
	Normal
	Abnormal Findings

	1. Eyes
	
	

	2. Ears, Nose, Throat
	
	

	3. Mouth & Teeth
	
	

	4. Neck
	
	

	5. Cardiovascular
	
	

	6. Chest and Lungs
	
	

	7. Abdomen
	
	

	8. Skin
	
	

	9. Genitalia – Hernia (male)
	
	

	10: Musculoskeletal: ROM, strength, etc.

	a. Neck
	
	

	b. Spine
	
	

	c. Shoulders
	
	

	d. Arms/Hands
	
	

	e. Hips
	
	

	f. Thighs
	
	

	g. Knees
	
	

	h. Ankles
	
	

	i. Feet
	
	

	11. Neuromuscular
	
	

	Additional comments regarding abnormal findings:


	

	

	

	


Participation Recommendations:

1. No participation in: ___________________________________________________________________

2. Limited participation in: ________________________________________________________________

3. Requires: ___________________________________________________________________________

4. Full participation in: ___________________________________________________________________

Physician Signature: ________________________________________________________
Date: _______________

Physician Telephone Number: ________________________________________________

Certification of Immunization     Part C – To be completed by physician.

This document must be completed within one year of the beginning of camp program

	CHILD’S NAME (Last, First, M.): 
	AGE: 


	DOB: 


Physician Directions:

· Enter all appropriate dates below.

· Date and sign

	Vaccine
	Dose 1

(mm/dd/yyyy)
	Dose 2

(mm/dd/yyyy)
	Dose 3

(mm/dd/yyyy)
	Dose 4

(mm/dd/yyyy)
	Dose 5

(mm/dd/yyyy)

	Dta/DTP
	
	
	
	
	

	DT
	
	
	
	
	

	Td
	
	
	
	
	

	Polio
	
	
	
	
	

	Hib
	
	
	
	
	

	MMR (Combined)
	
	
	
	
	

	MMR (Separate)
	
	
	
	
	

	Hepatitis B
	
	
	
	
	

	Varicella
	
	
	
	
	


Vericella Disease:
____________ (Year)

Tuberculosis:

____________ (Year)
____________ (Type)
____________ (Result)

Medical Dispensation

Please list all medications the child will be required to use while at camp. Indicate OCT if requested by parent.

	Name of Medication
	Indications
	Dosage
	Times/Day

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Physician or Clinic Name (Print or Stamp):


	Address :

	Physician or Authorized Signature:


	Date:


Consent for Medical Treatment     Part D – To be completed by parent.

	CHILD’S NAME (Last, First, M.): 
	AGE: 


	DOB: 


1. I consent and authorize the Camp Director, Camp Health Officer/Nurse or other duly authorized staff member to administer medical care to the child named above, whether on or off the camp grounds for any routine or emergency, including, without limitation, related to any injury or illness, life threatening or otherwise, etc..

2. I consent and authorize the Camp Director, Camp Health Officer/Nurse or other duly authorized staff member such as the certified Lifeguard and/or Water Safety Instructor to provide treatment, including  cardiopulmonary resuscitation (CPR) in the event of an emergency such as a water sports accident, or other need.

3. In the event that I cannot be reached in the event of emergency or for other medical need, I hereby appoint and authorize administration of all emergency treatment to the child named above, including but not limited to medications, diagnostic tests, surgery, or other medical intervention deemed necessary by authorized medical personnel. I authorize any physician, dentist, or other licensed health care professional and/or facility to provide any and all necessary medical treatment to the child named above.

Signature of parent/guardian: _____________________________________________
Date: _____________

Emergency Contact Information

	Mother/Guardian
	Work Phone
	Home Phone
	Mobile Phone

	
	
	
	

	Father/Guardian
	Work Phone
	Home Phone
	Mobile Phone

	
	
	
	

	Emergency Contact #1 / Relationship:
	Work Phone
	Home Phone
	Mobile Phone

	
	
	
	

	Emergency Contact #2 / Relationship:
	Work Phone
	Home Phone
	Mobile Phone

	
	
	
	


Special Needs: 

	Please mark appropriate box.
	YES
	NO

	Suffers from chronic ear infections: (If yes, is the child permitted to participate in swim activities?)
	
	

	Wears ear plugs (If yes, do they need assistance?)
	
	

	Requires sunscreen or to stay in shaded areas when outside
	
	

	Requires flotation devices for swimming 
	
	

	Special diet needs such as vegetarian or diabetic. If yes, explain.
	
	

	Wears glasses.
	
	

	Wears hearing aid device.
	
	

	Needs assistance with ambulation or other activities of daily living.
	
	

	Please list other needs.
	
	


Does your child use an inhaler?  
____ Yes   ____ No


































I wish the inhaler to be with my child at all times


I wish the inhaler to be kept with the Camp Health Office/Nurse








