Camp Morasha Health History and Physical Exam Form

8nzad on forng dewalepad By the Ansriean Canping Agsociation and the American Academy af Fediptrics
Winter Addrass
1ilB Avenuve J
Brooklyn, NY 11220

!

y & Wame;

E Home Address:

{718) 252-9836

Name:

Summax Addrazs
274 Higk Lake Road
Lakaweoed,
{570) 738-2781

PA  1B£39-3968

Home Address:

Soclal Security Number;

5 Buainess Address:

§

gﬂome Address:

Business Address:

Name:

Date of Rlrth: hge:
Gender: [ ] Male [ JFemale
Phbne: Cell: _
_ Business Phone;
Phene: Cell:
Business Phone:
Fhone: Cell:

Home Address:

Business Address:

Buginess Phone:

]
I
|

Ts the participant covered by famlly medical/hospital irsurange? [ 1Yes [ ] No

g
E If 20, indicate carrier or plan name:

Group #:__

Photocopy of front and back of insurance card
mast be attached to this form.

Name of family physician: Fhone:
Name of family dentist: Phone;
Name of family orthodontist: Phone:

Thie health history is worcect and complete A8 LAE A3 T %ngw,
Tho peraan harain nomed hap permizsion ts Andgade Ay o)) camp
setivitins wrcept aa noved.

U hevebhy glue my patmizsien So the pomp to provide, seel amg
cohaent to rouvtine health cnce, pdwinistiation ef seasakibed
aedicationg and emscqopey troatment Lo: ma/my child, eo may ba
necaisary, tasluding, kot not limlted fo, w=fpys, routine tasty
#hil tkestmont, and/ok hosphtalifetion. ¥ alpo gLvn pakminaion
for the camp to arrapge related tranapavtabion, T Agese to The
telaasy of ANy racszdn neceasaLy for CesaCiwht, refecral, bill=
ing or LAAuzAREA PUYPONAA.

Tt ia my Lnirhtisn thet the comp be tr=atad an aeting in loto
poatrontls L€ the parson hereln named 1x & minpy, Putcher, ie ic
my intantien LEAL tha BRProprimts vAprepsnBatives of the camp
e Grestad a8 “perdonsl kkpbeséntotives” for the purpsses of

Signhature of parent/guardian

lor adult camper/staff member:

Printed Name:

Hiazloalng pracyecmd healch infpematioh pUrsUant Lo the privony
FrgtlaLland promylogites pUsalisnt to the llwalth Tnoucance Portew
bility and Ascosintebllity Asr of 19%6, 1 her=by aqree ipursuant
to 4% EFR $1%4.510(h1) to Lhe diaclesura fo Zamp EapEeAsnCa-
tivea of the protacted health informatles of the perasn hercln
deazelbnd, &3 negaanary: 14} S0 pyovide relevant Informatlon
to Ehe cAmp teprepantatives rolated ta the person’s ability to
participate In ramp activitioar and (i1} in thk £afe of BShors,
ta provida ralevant Infeemabion Lo thy gome seprraentatives to
benp e Laformed of my zA400° s hoolth status,

In the cvent I cannot be Teachad Ln An amargancy, T haraby glva
pezmisaion to the payadelsp swlegind by the Somp to secute nnd
MMIRLAERY TraatimenT, Jnslvding hoopdkalization, fer khe pearsan
nemed oboie, This completed tarm may bn photacoplan fAr riips
out of cemp.

Date:




Hisrory

Hzaren

IEIRS TAEW

Meprcazrans

HesrreTIoNs
0 AcTIVITY

To ba complated by parents:

List all known zllergies and deseribe reaction and management of the reaction:

Madication Allergies
List:

Food Allaxgias
List:

Other Allorgies
List:

=L

Tt is imperative that the infirmary have
a liat of all medications yeour chila
will be on during the camp smagon,
including ever-the-counter and nen-pra=
saription drugs. Bring anough medication

0 last the entire time in samp . Keap
it in the origina) packaging that iden-
tifims the prescribing physician, tha
name of the medication, the desage and
fracquency of administration.

[} This person takes NO medications on a routite basis.

[ 1] This perscn takes medications as follows:

Medhl . Donage

Timas taken each day

Reagon for taking

Medi2 Doaags

Times taken each day

kemson fer baking

Med#3 Doanege

Times taken esch day

Repson for $aking

Attach additional pages for mers medicationa.

Tdentify medications taken during the maheol yedr thar participapnt does/may net teks duritg the summez:

The following restrictions apply to this individual:

I am aware that no medications, prescription and non-prescription,
are allowed in bunks and that all medications must be stored at and
adminisztered by the infirmary. I also understand and agree to abide
by any restrictions placed on my participation in camp activities.

Signature of parent/guardian
- or adult camper/staff member:

Signature of camper:




Hrearzn

Hisrazy

Othex allergies

Health Care Recommendations by Licensed Medical Personnel
I examined this individual on . {(Camp Morasha requires gawh camper/staff
tember Lo have an annudal exam. )

BEy Welght: Height:

The above applicant { Jis [ lis not able to participate in an sctive camp program.

The applicant is under the care of anether physiclian/paychologist for the Yollowing
conditions:

ar

Reocomnendations and Rastricotions at Camp

Treatment to be continued at camp

Medicatlons to be administered at camp (name, desage, fregueneay)

Krown medication allergies

Krnown food allergies

Description of any limitation or regtriction ¢n camp activities

Additional information for health care ataff st the camp

{1 Hespitalization or aurgery

i) Diarrhea or conatipatisn
[1 Ragent iliness or injury [ Bedwetting or sleepwalking
[1 Chrehic or recurtent illnesses, vapegislly: [ Skin problems (acne, tezema, ete.)
{1 diagbetes or asthma (] Aknormal menatrual history
[ any bleeding tendenwuien [i Bating disorder {anorexia, bulemia)
(von Willebrand or hemophilia) (1 Emotional difficulties For which profemaiuns)
Head injury, headache ar loss of censcigusness help was acught

Selzyre diaprder

Reart murmur oy high blond pressure
Rizeiness, headache ey lass of ronselousnass
after exsgpeciaze

Wasr glasser, contact op praotective syewear
Weara eri¢hotiontie ampliance

— - — -
o b aa

Plesse explain any checked items:




GexEax,

EsTions

Please List below any past medical history that might be ralevant to youyr patient’s

care while in camp, Use the checkligt as well

(use additional paper 1f nece

ssary):

Which of the following
haa the participant had?

[ Heasles
Chighken pox
German mepsles
Mumps
Hepatitias A
Hepagitia B
Hepatitis ¢

TB Mantoux Test

Date of last test: .
Reauls:

——— ey —

[ iPasitive
{ ]¥sgative

Flease give all dates of Inmmunization fog;

vaggeine Datea: Mo/¥r Mo/¥r Mo/Yr M&/¥r Ho/vr
DRT

Ma/yr

TD {(tetanua/dipthepial

Jetanus

Pelio
MMR,
or Measels

or Mumps

oxr Rubells
Haemaphilus influsnzs B
Hepseitis B
Varieella (Chicken pex)

Il

Use this space to provide any additional information about the participant’

$ behavior

and physical, emotional or mental health about which the ecamp ghould be aware.

Printad Mame:

Signature of licensed medical personnal:

Title:
Address:
Phone Data:
—— e — — e m——rT——




