For

(2%, and Adults Attending Camps

Year

Cabin or Grou_p

Health History Form for Chliidren, Youth
FM 11

Dates of Camp Attendance

Mail this form to the address below by {(date)

igent

Sugnesicd for res

camnp Us

Developed and approved by
American Camping Assoclatione
Amsrican Academy of Pediatrics
The information on this form is not part of the camper or staff acosptance

process, but is gathered to assist us in identifying appropriate care.
Any changes to this form shouid be provided to camp heaith personnel

upon participant’s arrival in camp. Pwvndecomplotemm\aﬁonsom
the camp can be aware of your needs.

lhombygivsponnlss&ontommmptoproﬂdo seek, and consent
to routine health care, administration of prescribéd mecdications, and
emergency treatment for me/my child, 8s may be necessary, fagtud-
ing, but not limited to x-rays, routine tasts and tredtment, and/or

transportation.

traatment, referral, billing, or insurance purposes.
ltlsmyhorﬁonhathecampbetreatedasacﬁnglnlocomms
if the person herein named is a minor. Further, it is my intention that
Moappropﬁaterepramtauvesefmeemnpbotreamdas “personal
reproseniatives” for the purposes of disclosing protected health in-

.camp
son hergin described, as necessaly: for camp
,Mndinﬂnpmm’stndﬁamorpaynmbrmkm :(i),- )

. camp
hospitalization. | aiso give parmiasion for the camp to errange related. hm%mmmwm W(ﬁ)hm‘ﬁﬁ"'

Iaqmtomordeaseofmymoordsnmswhr-

Name Birth date Age at camp
. Last Firnt
Home address
Street Ackirses k 77 Sws Z
Social security number of participant 3 Gender: [IMale [IFemale
Custodial parent/guardisn ' Phone
Home address .
OF ciflarant from abovej Sirwat Adkiress Chy Swto Zio
Business address : ‘ Phone
Streat Acdress cly State Zip
Seoond parent or guardian or emergency contact
Address e _ _ Phone
. Shroet Adciwes N cay Sete. Zp
Business address Phonea
if not avaliable in an emergency, notify.
Relationship Phone___
Address Sieat Addrese Oy Sy To
Insurance Information
lsmepamdpa:noovuedbyfarmlymediwﬂmlwuwmce? OYes OINo
If so0, indicate camigr or plan name i _Group #
bmmmmmdmmmmumnmm
W~MMamuwmmmw
Thlsmanhrmowtsoorrectmmasfarnlkmwm formation pursuant to the privacy regulations p pursuant-
mmmwmwmnmehwmm« to the Heatth Insurance Portablity and Act of 1998, |
except as noted. herebyagree(pumummﬁcmi164510(b))wﬂndww
representatives of tha protected health information of the ptt-

ofmintxs, 10 provide relevant nformation to e camp representaives
tokaepmeinwmoddmydlldsheamm '

lnﬁeweﬁlcawntbemdaedhmmgency.thneby‘gmpu- -
mission to the physician sslected by the camp 1o secure and adminis- 1.
ter treatment, including hospitalization, for the person named above. | :
Thiscompletedformmaybephctocopndforﬁpsoﬂdm

Signaturaotpanm“guardianoradultmwfatm

Printed Name Date
Immmdhndagmmamaebymymmdmmymmmmm
Signature of minor or adult camper/staffer Date.

Name

ALLERGIES List all known.
Madication allergles (list)

*If for refiglous reasons you cannot sign this, contact the camp For & legai waier which must be signed for attendance.
Describe reaction and management of the reaction.

Feod aliergles (list)

Other aliergles (list) —

include insect stings, hay fever, asthma, animal dander, etc.

w 1983 by American Camping Association, ic. Revised 1990, 1902, 1994, 1996, 1966, 1968, 1996, 2000, 2001, 2004.



MEDICATIONS BEING TAKEN _
Please list ALL medications {including over-the-counter or nonprescription  physician (if a prescription drug), the name of the medication, the dosage,
drugs) taken routinely. Bring enough medication to last the entire time at and the frequency of administration.

camp. Keep it in the original packaging/bottie that identifies the prescribing

O This person takes NO medications on a routine basis. OR O This person takes medications as foliows:

Med #1 Dosage__________ Specific imes taken each day.
Reason for taking
Med #2 Dosage_ __ Specific imes taken each day
Reason for taking

Attach additional. pages for more medications.
Identify any medications taken during the school year that participant does/may not take during the summer:

RESTRICTIONS (The following restrictions apply to this individual.} _
Does noteat: [1 Red meat [J Pork [ Dalry products [ Poultry [ Seafood [ Eggs O Other {describe)
Expiain any restrictions to activity (e.g. what cannot be done, what adaptations or limitations are necessary)

GENERAL QUESTIONS (Explain “yes” answers below.)

1. Hadanyrooent j ,lllnessonnfec’aoqsdzsease? ................ o o 16. Ever had back problems?. B g o
2. Have a chronic or recurring iliness/condition?..... .0 17. Ever had problems with joints (e.g., knees, ankies)?.............. g o
3. Ever been hospitalized?.................... .0 0 18. Have an orthodontic applianoe being brought
4. Ever had SUIgery?..........cceevevemacinens s 10 CAMPT .o circrnnrmrissinesseniisssasnenss s “ o oo
5. Have frequent headaches? [ = I 19. Have any skin problems (e. g ftehing, rash, aene)? ............... a o
8.  Ever had a head Injury? ........ccoeevecnene crrrressasrsseanens o O 20. Have disbetas? ...............cceneiriirmmvenransercens a o
7. Ever been knocked unoonsclous’? ................................... o o 21. Have asthma? O o I |
8. Waar glasses, contacts or protective eye wear?......enne. o o 22, Had mononucleosis in the past 12 months?..........commeesennee 0 0
9. Ever had frequent aar infections?........c.ccererreernnns o o 23. Had problems with diarrhea/constipation? .........c.cemrinenns o o
10. Ever passad out during or after exercise?....... o o. 24. Have probisms with slespwalking? ....... 0 0
11. Ever been dizzy during or after exercise? .........eeee R o o 5. munafa.havemabnormalmnmm!msmy’ ..................... U I
12. Ever had seizures? . o D 28. Have a history of bed-wetting? ............ o o
13. Ever had chest pain during or after exercise?..............ceereenn. o o 27. Ever had an eating disorder?. ; a. o
14. Ever had high bicod pressure? o 0o 28. Everhademoﬂonaldlfﬁw!ﬂeafmwmch
15. Ever been diagnosed with a heart murmur? ... g o professional heip was sought? ...... o o
Please expiain any “yes” answers, noting the number of the questiona. '
Which of the following Please give all dates of immunization for:
has the participant had? Vacgine; Dates: Mo/Yr  Mo/Yr  Mo/Yr  Mo/Yr  MofYr  Mo/Yr
0O Measles oTe - .
O Chicken pox TD (tetenus/diphitheria)
1 German measies Tetsnus
O Mumps Potio
[0 Hepatitis A MMR e e
3 Hepatitis B or Mgas}es N,
D Hepatitis C or Mumps — e e
or Rubella — ———
T8 Mantoux Test Haemophilus influenza B
Date of iast test Hepatitis B
Resuit: [J Positive [1 Negative Varicslia (chicken pox) -
Use this spaos o provide any additional mformauonabommmapmrcbmiormwydul smotional, ormmmdmmmm-
camp shouid be aware.
Name of family physician Phone
Address
Name of family dentist/orthodontist Phone,
Address
Screening Record (For camp use only) Screened by
Date scresned Time. Dm Updates/additions to health history noted OYes [INo [CINone requwed
Meds received
Current heaith needs identified
Observational notes




