HEALTH HISTORY FOR STAFF & CAMPERS @ ~ (g,, £
INFIRMARY
PARENTS FILL OUT: Bunk SS#
Camper’s Name Birth date Sex Age
Parent or Guardian
Home Address City State Zip
EMERGENCY NUMBERS
1. Name Phone Cell
2. Name Phone Cell
3. Name Phone Cell

HEALTH HISTORY (Give approximate dates)

Frequent Ear Infections Operations or serious injuries (with dates)

Heart Defect/Disease

Convulsions

Diabetes

Epilepsy Chronic or recurring illness or medical condition
Bleeding/Clotting (include dates)
Hypertension
Mononucleosis

Chicken Pox

Measles Does applicant have ADHD? [J Yes [J No
German Measles

Mumps Does applicant have asthma? [J Yes [J No
Other Illnesses [ Mild [0 Moderate [ Severe

CURRENT TREATMENTS
The Camper is under the care of a physician for the following condition(s):

History of eating disorders:

Does the camper have any medically prescribed meal plan or dietary restrictions? [ Yes [ No

If yes, please explain:

—)



ALLERGIES:

] Hay fever ] Poison Ivy "] Insects & Stings
"] Medications: "] Other
CURRENT MEDICATIONS

Attach further instructions if necessary. All medications must be in original labeled containers.

Refill instructions:

FOR FEMALES
Has camper menstruated? [ Yes [] No If not, has she been told about it? [IYes [INo
If yes, is her menstrual history normal? [1Yes [INo
INSURANCE
Do you carry family insurance? [1Yes [INo Carrier
Policy or Group # RX BIN

Please submit two photocopies of your insurance & drug card.

Please be aware:

If your child needs medication over the summer due to an illness the infirmary will be contacting you to make
you aware of your child’s situation, as well as to inform you of who to call to take care of your child’s
prescription payment. We expect each parent to make the pharmacy payments in a timely manner.

TREATMENT WAIVER

This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed camp acti
as noted.

Authorization for treatment: I hereby give permission to the medical personnel selected by the camp director to order X-rays,
routine tests, treatment; to release any records necessary for insurance purposes; and to provide or arrange necessary related
transportation for me/or my child. In the event I cannot be reached in an emergency, I hereby give permission to the physician
selected by the camp director to secure and administer treatment for the person named above.

The completed forms may be photocopied for trips out of the camp. I also understand and agree to abide with the restrictions
placed on my camp activities.

Failure to sign this form and submit medical information will result in denied admission to the camp.

Parent or Guardian’s / Staff Member Signature



