: Camper Mame:
First Ehdate Last
. Mals Femala Birthrate: Age on arrlval at camp:
. B b o aA R R R L ERSERNNENES S5 SR T RN
. TO PAREN?(S)J GBARD]AN{S} Pledse fullow the mstrucuons helow;
: Campleta pages 1. 2 and 3 of this form
7 : 2. Piegse ask the nhvsrc;ari s office to complete the immunization record on page 2
. ; . if you do not have that information.
CAMP MOSHAVA | by ﬁ‘ ;!aase ;nake Sure 10 8190 the bowom section of page 1. Your signalure s essential.
p TGHTH AVE. 15th FI. H 3 aase Nave your physician fil oui the last pege and sign that page.
520 EIGH N 5 Afier it has baen completed and signed by you and the physician,
NEW YORK, NY 10018 M plsass make sure to make & copy of the complate form far your records.
: 6. P!eabe rnall tha jorm {p} tl % pamp office.
INERNENEEREERNENIES XY AssrsesIbbasRERRERRTItERERRORRNANEIELORO

Camper Home Address:

Stroct AJUTEGS Ciey Ghate i Goda
Parentiouardian withs lagal cysiedy o be contacied i case of Mlness o iniury;
Refationslig
Narmea: . to Camper Preferred Phones: { } { )
Email
Home Address: :
i’" ditfaren from: ghova} Streal ACdress Tily Hrae Zip Coae
| Beeond parentiguardian or pther emergency contact:
Relaionshin
Nagne: foCamper __ Preferred Phones: ( i} [ )
Email
Adclitions! contact in et parentizVgue n_not b ragchad,
Reiationship
Name{s): wwCamper _____ Preterred Phones: ( ) { L N

Aliergies: L1 Mo known altsrgles [ This camperis allergic (o O Foord O Medicine [3 The envirenment (Insedt stings, hay fover, ate.) O Other
(Flease describe below what the camper is sllergic te and the reaction seen.)

Diet, Nutritivn: [J This camper eats a regwar diet. [0 This camper sats a regular vegetarian diet,
' 1 This camper has special food needs. (Please describie bafow,)

Restrictions: (3 | have reviewed the program and aclivitles of the camp and feel the camper can participate without restrictions.
O | have rewiewed the program and activities of the Samp and feel the camper can participate with the foRowing restrictions or
adaptations. (Flease describe below.)

Madicat Insyranca information:
This camper Is covarad by amily medicathospital instrance O Yes O No

fnclude a copy of your Insurance card if appropriate; copy beth sides of the card so information Is readabls.

Insurance Company, Policy Number,
Subscribar Insurance Company Phone Number ( )

Parent/Guardian Authorization for Health Care:

This heaith history is correct and accurately reflests the heaith statua of the camper te whom i¢ pertalns. The persan describad. has permissian to participate in
all camp activities except as noted by me and/or an examining physician. | give permission to the physician selected by the camp to order x-rays, routine tests,
and treatiment relatad te the health of my child for both routing health care and in emergancy situations. 1f L cannot be reached in an emergency, 1 give my
permission to the physician to hospitaiize, secure proper treatment for, and erder Infection, anesthesia, or surgery for this ¢hlld, | undarstand the information on
this form will be shared on 8 “need to kKnovw" basis with camp staff, | glve permission {o photocepy this ferm. tn addition, the camp has permission te obtaln a
copy of my child's health racard from providers whe treat my child and these providers may tal1k with the programy's staff about my ehlid's health status.

Signature of Cuslodial Refationship
ParenGuaran e ————————— Date: e Gamper.

H for religious or otfier reasous you canncf sign this, contact the camp for & legal walver which must be signed for aftendance. Page vd
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g ‘ I . : - Camper Name:
CAMPER HEALTH HISTORY FORM 1 . RN Wiads o
Developatd and mdewed by Amenicsr Camg Sl \rriencan : -~ Birth Date:

Schoof Heslth, & As: o o Cainp Murs Month/Day/rear

!mmu.nlzaﬁon Kistory: Provide the month and year for each immixnization. Starred (%} immunizations must be current. Copies of immunization forms
from healin-care providers or state or iocal government are accaptable; please attach to this form.

immunization Dose 1 Dose 2 Dose 3 Doge 4 Dose 5 Most Recent Dose
Month/Year Month/Year Month/Year Monthf¥ear Month/Year _ Month/Year

Diptheria, tetanus, perdussis*
DTaP) or {TdaP)

Tetanus booster

(dT) or {TdaP)

Mumps, measles, rubelta*
(MMR)

Polic*

1PV

Haemophilus influenzae type B
(HIB}

Pneumacaceal
(PCV)
Hepatitis B

Hepatifis A

Varicella | OMad chicken pox
chicken pox) |Date:
Meningococcal meningitis
MCV4)

[Tubercuiosis (TB} test [ Date: |13 Negative O Positive |

I your camper has not been fully immunized, please sign the folfowing statement: | understand and accept the risks to my child from not
betng fully immunized,

Signature of Custodial Relationship
Parent/Guardian; Date: to Camper:

Medication: O This camper will not take any daily medications while attending camp.
O This camper will take the following daity medication(s) while at camp:

"Medication™ is any substance a person takes to maintain andfor improve their heaith. This includes vitamins & natural remedies. Please review camp
lnstrucfions about required packaging/containers. Many stétes require priginal pharmacy containers with Jabels which show the camper's
rame and how the medication should be given. Provide enough of each medication to last the entire time the camper will be at camp.

Mammie of medication] Date started Reason for taking it When it is given Arnount o1 dose given How i is given
OBreakfast
Ol ench
(IDinner
OBedtime
CJOther fime;
CEreakfast
Ciunch
IDinner
OBedtime
CIOther time:
LBreakfast
LHLunch
Dinner
Ci2zdtime
(O0ther time:

The following non-prescriplion medications may be stocked in the camp Health Center ardi are used on an as needed basis to manage tliness and Injury.
Crass out thuse the camper should not be given.

Acetaminophen (Tylenol) : Ibuprofen (Advil, Mofrin)

Phenyiephrine decongestant (Sudafed PE) Pseudoephedrine decongestant (Sudafed)
Antihistamine/allergy medicine Guaifenesin cough syrup {Robitussin)

Diphenhydramine antihistaminefallergy medicine (Benadryl} Dextromethorphan cough syrup (Robitussin DM)

Sore throat spray Generic cough drops

Lice shampoo or cream (Nix or Elimite) Antibictic cream

Calamine lgtien Aloe

Laxatives for constipation (Ex-Lax} Bisruth subsalicytate for diarrhea {Kaopectate, Pepto-Bismol

Copyright 2008 by American Carnping Associalion, Inc. Page 2/4 Rev. 1/2007 LEE/EAW




Camper Mame:

‘CAMPER HEALTH HISTORY FORM 1
| Devafaped and reviswad by, American Camp Assocatyn, Aimarizan Academy of Petiatrics Couna! o
Sehoe! Health, & Associaiion of Cax_np I\'urs_es . .

First Middie Lasl

Buth Date: I
Month/Day/Year

General Health History: Check "Yes” or “No" for each statement, Explain “Yes™ answers below.
Hastdoes the camper:

1. Ever been hospifalized? ..o oo I Yes O Noo 11, Had fainting or dizziress? ...... Yes B No
2, Ever had surgery? .....ooevvvccnie oo B3 Yes [ Mo 12, Passed outfhad chest pain during exercise? ............., e 0O Yes 0O No
3. Have recurrent/chronic ilinesses? ..................0 Yes [0 No  13. Had mongnucleosis {"mono”) during the past 12 months?.. 2 Yes [ No
4. Had a recent infectious disease? ... ............[] Yes [1 No  14. If female, have problems with periods/imenstruation?........ O Yes O No
§. Had a recent injury? . -0 Yes 0O No 15 Have problems with falling asleep/sieepwaking? .............. 0 Yes [ No
6. Had asthmafwheezing/shoriness of breath?...... O Yes 3 Mo 16 Ever had back/joint problems?......covvvreeevon [1 Yes O No
7. Have diabetes? ...0F Yes LI No 17.Have a history of bedwetting?...........oooo oo v I Yes O No
8. Had seizures? oo .8 Yes I No  18. Have problems with diarchealconstipation?.................... LT Yes O No
®. Had headaches? ............cccccooeocceeeeeee .. 01 Yes T No 16, Have any sKin probiems?.. ..o O YES [ MO
10. Wear g comacts, or pr ive eyewear? O Yes [ No 20 Traveled ouiside the country In the past 9 menths?..........lI Yes {1 No

Please explain “Yes” answers in the space below, noting the number of the queslions. For iravel outside the country, please name courtries visited
and dates of travel.

Mental, Emotional, and Soclal Heailth: Check "Yes" or "No" for each statement.

Has the camper:

1. Ever been treated for attention deficit disorder {ADD) or attention deficithyperactivity disorder (AD/HDY? ...voceecee e evvaveve. [ YES T3 No
2. Bver been treated for emotionat or behaviorat difficullies or an eafing dISOrEI?...... ..o cesene s, T1 Y5 0 No
3. During the past 12 months, seen a professionat to address mentaliemotional heatth Concerns?..........ooee oo [T ot N T o Y
4. Had a significant life event that continuss 16 affect the camper's fife?.......c.o..... v, D ¥Yes O No

{History of abuse, death of a {oved one, family change, adoption, foster care, new sibling, survived a disaster, oihers)
Please explain “Yes” answers in the space below, noting the number of the questions. The camp may contact you for additional information.

Health-Care Providers:

Name of camper’s primary doctor(s): Phane: { 3
Name of dentist{s).__ Phone: { 3
Name cf orthodontist{g): Phone: { )

What Have We Forgotten to Ask? Please provide in the space below any addilional information about the camper's health that you think important or
that. may affect the campes’s ability to fully participate in the camp program. Attach additional information if needed.

Parents/Guardians: STOP hiere. The rest of this is form is compieted when the camper arrives at camp. Keep a copy for your records.

Copyright 2008 by American Canping Association. ing, Page 34 Rev. 112007 LEE/EAW




 CAMPER HEAL TH-CARE RECOMMENDATIONS

- by LICENSED MEDICAL PERSONNEL FORM 2

Mall this form o the address below by

{clate)

The following non-prescription medications are
commonly slocked in camp Health Centers and are
used on an as ngeded basls to manage illness and
injury. Medjcal nel: Cross out thase items the
camper should not be given.

Acetaminophen (Tylenol)

{buprafen {Advi, Motin}
Phenylephrine {Sudafed PE)
Pseudoephedrine {Sudafed)
Chlorpheneramine maleate
Gualfenesin

Dextrometharphan

Dipherhydraming (Benadryl}
Genaric cough drops

Chiaraseptic {Sore throal spray)

Lice shampoo or scabies eream (Nix or Elimite)
Calamine lotion

Bismuth. subsalicyiate (Pepto-Bismar)
Laxatives for.constipation {Ex-Lax)
Hydrotortisone 1% cream

Fepical antibiclic cream

Calamine lofior

Aloe

Bhysieal pxam done today: O Yes CINo  ( “No,” date of Jast physicai:

MR R A R N R R T T TPy

Io Parent(s)/Gyardlan(s); Complete this section and give this farm (FORM 2) and a copy of your
cotnpleted CAMPER HEALTH HISTORY FORM (FORM 1} '0 your child's health-cara provider for reviewr.

Dates will attend camp: from to

MomhDay/Year Mont/Gey/ear

Camper Name:

Lasi
Age on ardival 21 camp

Firsl hudpla

0O Female Birth Date

MeonthiDay/Year

0 Male

Camper home address:

City Stalg Zip Coge

Custodiat pasent{s)guardizn(s) phone: ( ) [ )
Parent{sj/guardian(s) stop here. Rest of form to be completed by medicat personnel.

------o-.----uo-o-n‘--u------u-nxcncun-----u-_----uu»----.-----no----.o-(l

desEscsRasEE st Nbun e e a g

Medical Personnel:- Please review the CAMPER MEALTH HISTORY FORM (FORM 1) and complete afi
remalning sections of this form (FORM 2). Afach additfonal informatlon ¥ needed,

Month/Day/Yasr
ACA accreditation standards specify physical exam within [ast 24 months.
Waight: fbs  Height: fi in  Blood Pressure !
Allergies: [2 No Known Allergies

0O To foods (is8):

3 Te medications: {Jist):

0 To the environment {insect stings, hay fever, efc.~ list):
0 Other allergies: (ist:

Describe previous reactions:

Digt, Nutrition: O Eats aregular diet. T Hasa medically prescribed meal plan or distary restrictions:{describe below)

The camper s tndargolng freatment at this time for the tfoliowing conditions: fdescribe befow) [ None.

Medication: O No daily medications. [J Wil take the following prescribed medication{s) while at camp: faame, dose, frequency—describe below)

Other treatments/theraples to be continued at camp: {tescribe below} O None needed.

Do you feel that the camper will require timitations or restrictions to activity white at camp? DO No [J Yes

if you answered “Yes" to the question above, what do you recommend? (describe befow~—attach additional infermation if needed)

“I have reviewed the CAMPER HEALTH HISTORY FORM (FORM 1),
parent{sifguardian{s), It is my opinion that the camper is physically and emotienally fit to participate In an active camp program {except as

noted above.}

and have discussed the camp program with the camper's

Name of licensed provider (please print): Signature: Title:
Office Address
Slreet City Stale Zip Code
Telephone: Date:

Copyright 2008 by American Camping Assadiation, inc.

Rev, 2(07 LEE/EAW
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