YACHAD STAFF

"Because we want o support your ability to do your job well, please complete this form accurately and completely.

. Name;
Retum Completeqf Form to: First Name Widdle Initiaf Last Name
NJY Camps Date of Birth: Sex:
21 Plymouth Street Month Day Year
Fairfield, NJ 07004 Permanent Address:
973-575-3333 Preferred Phone #: ( ) E-mail:
Country of Residence:

Your Contract Start Date; End Date:

Your Job Title:

international Staff: rate your ability to speak English. 0 1 2 3 4 5
None Good Excellent
» Return this form to our camp office at least four weeks before you arrive, People hired within four weeks of their start date should not send this form ; bring It with
you and give it fo the Health Center staif at eamp.
* Keep a copy of the compieted form for your records; note changes that occur and inform the healtheare provider of these changes.
* Notify ihe camp direclor if you are exposed to a communicable disease within three weeks of beginning your job.
» The camp expects that you artive in good health and capable of doing the job for which you were hired,
« Information on this form is available to Health Center staff and Your work supervisor(s).

Allergies: check those thar aopiy to you.

I have no known allergies.

| have an allergy to this food: This causes anaphylaxis? O Yes 00 No
Describe what happens if you eat this food and how the reaction is managed:

| am allergic to this medication/s: This causes anaphylaxis? O Yes O No

I am allergic to these substances: This causes anaphylaxis? O Yes O No
Describe what happens if you eat this food and how the reaction is managed:

Nutrition: owr expsctation is that staff set an example for campers by ea ting the provided menu. W e can work effectively with some medically prescribed diets
but cannof cater to individual food preferences. There are limes when you might need to simply not eat a served item,

— ..l eat aregular, varied diet and am prepared to eat a variety of foods while at camp.
—lam a vegetarian of this type: 0 Semi-vegetarian (no beef) 0 Vegan (no meats, eggs or dairy)
01 Pesco (no beef or chicken) O Lacto-ovo (no beef, chicken, or fish)
___lam lactose-infolerant. se prepared o manage your intolerance using products such as Lactaid or food avoidance.
! avoid because of religious beliefs.
1 respond with an anaphylactic reaction when | eat this food:




VACHAD STAFF

Chronic Concerns: check ait that pertain to you and provide information about supportive health care, "Astiuna or Diabetes? Complete additional form
avallable [insert Information here].

| have no chronic health concerns.

I have the following chronic health concern(s): 0 Asthma* O Headaches/Migraines O Sleep problem 0 Diabetes*
O Difficult breathing 00 Dysmenorthea O Fainting O Surgery history 1 Seizure disorder:

O Back pain orinjury O Knee or ankle weakness O Other:

Provide information about supportive healthcare needed for each checked item:

Immunization History: rrovide the month & year for immunizations. Asterisked (*) immunizations must be current.

Immunization Date — Month(s} & Year(s) Immunization Date — Month(s) & Year(s)
Tetanus Booster* Current within 10 years: Polio*
Varicella* {Chicken Pox) MMR (Mumps,
Measles, Rubella)*
Meningitis Pneumocaccal
Pertussis Booster Recommended DPT {diphtheria,
{Whooping Coughy) Update at 12 years: tetanus, pertussis)*
Hepatitis B Hepatitis A
influenza

Medication: Bring enough medication to last or bring your written prescription to order a refill. Prescription meds MUST be in pharmacy

containers with appropriate labels; other remedies must be in original container. international Staff: transiate information to English.
| do not take medication on a routine basis,

| take routine medication (include vitamins) as noted below.

Name of Medication Reason for Taking it Dose Given & When Date Started?

O Breakfast Dose;
[J Evening Meal Dose:
O Bedtime Dose:

O Other:

O Breakfast Dose:
O Evening Meal Dose:
[3 Bedtime Dose:

0 Other:

[l Breakiast Dose:
[ Evening Meal Dose:
1 Bedtime Dose:

O Cther:




VACHAD STAFF

General Physical History

1. Have You ever DEEN NOSPIANIZEAT ..e. i ssssessssessesesis st seesmeeseeresesenesetee s tesessnsessaseassessees e see et e e st e eeeeeeeeeeeeees e OYes [No
HAVE YOU BVEI NBE SUIGETY? couvevviirviissnsiestssstsss s et casas s as et sttt s b4 eesens s sesemmsesasesmesaneest sessonse st beseesseeseeeseesesssoeeesooes OYes ONo
2. Have you ever passed out during or after exerciSe/PRYSICal BXEIMONT ......cu...veseriins i eeeeeeseeseesersesssesssssssesesssstesss s seeeseeen OYes {No
Have you ever been dizzy during or after eXercise/phySICal BXEIION?...........c..oveiusieeeeeeeeseesesserssesestessessseseeeseessesesesseoses s oeesseeeeen OYes ONo
Have you ever had chest pain during or after eXercise/phySical BXEMIONT................ceceeeeererreeseeeesesneseeseessssesses s reseeess e eeseseeseeins CYes ONo
Do you tire more quickly than your iriends during exercise/phySiCal BXETHIONT ......ceweeeeeeoesecmioreereeeeeesrsssssessesssses st eseeeeeeeeeeeesons [3Yes ONo
Have you ever had NG BIODT DIESSUIE?..........cc.cvcrmrerrrerssscontireiesesesseesssss s e seseseeseessessssseees s s ssse s eeses s oot e s et ee s eteeeeeeeeeeeee COYes ONo
Have you ever been told that you had @ RBAM MUIMUI? ...t e eeeesessessessesaessssssesssssesstessessmeen e seseeseeeseeesessseese s OYes ONo
Have you ever had racing of your heart or SKipped NEAMDEAIST. ... esise e ee s resvessesesssssesssse s eeee e e OYes ONo
3. Do you have skin problems (Itching, raShEs, A0ME)? ...t eeeressessssessessesensesestes s sesres s rose s sene s esseessessessssees HAYes CNo
4. Have you ever been knocked out, fainted, or become unconscicus? .......... QOYes ONo
Have you ever had a SEIZUIET .....cciiiririieieeeeeeeeeeseeesesevensnns OYes [ONo
Have you ever had a stinger, burner, or pinched nerve? OYes ONo
5. Have you ever had heal or muscle cramps? ...........c...... OYes ONe

Have you ever been dizzy or passed out in the heat? OYes ONe

6. Have you ever sprained, sirained, dislocated, fraclured, broken, or had repeated swelling or other injuries to any of your body areas?
.............................................................................................................................................................. OYes ONe
If so, where? 0 Head O Shoulder O Thigh O Neck [ Chest [JFoream [ Shin/calf
CBack DOWrst OHand [Ankle CEbow DO Knee OHip 33 Foot
Can you lift and carry 30 pounds (14 kilegrams) at least ten times without assiStance of dISCOMIOI T ... oeme oo oo oo OYes ONo
7. Have you had chicken pox or are you imMUNIZEd TOr CHICKEN POX?..........oveeiueewrssessesssesssssssssesessssresssessesessersossessessssssessstesesesesseeeeesess OYes ONo
8. Have you had mononucleosis in the PAST NINE MONMIAST .......wiw.ieeesissriasesseseesessss e eorsessssssssssssssssss e s eeseeeessosesee e eeeeeeeeseeeeess. OYes DOMNo
Do you have an uncomected NBAMNNG PrOBIBITET......ccoiiivirsi e ceeeesserssrsssssssssssstsst s eeseesesseeseesrens s essseessesessseesee et eeseeeeeeoeses s s OYes ONo
Do you have an uncorrected vision (SIGHE) PIODIBIM?, .........weereeriosseeeeresersesstess sneseseeseessesseeseessssressesesestaesseeos s ess sttt ee e e oo OYes ONo
Do you wear glasses Of CONtACS OF USE PIOIECHVE BYB WEEIT ..ccve.vrerrrrerrrssssssses e eeseeseeseeeseeastteesasssesesseeses e seeeeeeeeeeeeeeeseeee e sossos OYes ONo
10. Do you smoke and/or use other 10DEGEO PIOGUGIS? «..wreesrirrmerecesceeeee s eesssessesaseesessesessen soesesemseemssrsssesesssssss et oo seeesesseseeesssed DOYes ONc
11, DO YOU NAVE ANY PIEIGINGS 7 reeureriiiitiiiieacsssscassssersserasesss soesss st sesees s s sers s e ssee st v st s aneeseaeemmeese s ees oo t1sesessee et enstee e eeeeenesen DYes ONo
It so, where? O Ears O Eyebrow O Nose [OTongue O BellyBution [ Nipple O Other:
12. D0 you have any problems Wit YOUE IBEHHZ........cc e ettt s em s s sse e st cesesse e se e es s et st s teses oo oo [Yes ONo
13. Have you been in countries other than the United States in the Past MiNe MOMNE? ... wrereereeressteee oo oo eoeeeeeeeeeeeeesesseeeeeen CYes ONo
If yes, list the countries and the length of fime spent in them.
Country: Dates:
Country: Dates:
Country; __Dates:
14. For women: Do you have a menstrual problem (pain, irregularnity, @17 . . . oo v e ettt ee e OYes

INo
Explain and/or provide more detail about the General Physical Health questions to which you responded “yes."

Name of your physician: Ottice Phone: ( )

Name of your dentist/orthodontist: Office Phone: ( )




VACHAD STAFF

Mental & Emotional Health Information
A.  Have you been diagnosed with attention deficit disorder (ADD) ar AD/HD. . .. .ottt e OYes ONo

B. Do you have a psychiatric diagnosis such as depression, OCD, panic/anxiety, bipolar disorder that will impact your work? . . . O¥es ONo

C. Do you have an eating disorder that will impact your work? Type: ....[OYes ONo
D. Do you have a learning disability that will impact your work? Type: ... OYes ONo
E. Bo you have an emotional health concern that will Impac your work? .. ... iu i e e e OYes CNo

During the past year, have you seen a professional about mental’emotional concerns that will impact your work?
If “yes” to any question in this section, attach a statement that;
(a) Describes the concern and your management plan for addressing it while working at camp; and
(b) Pescribes the support needed from your work supervisor to compliment your plan. Refer o the Essential Functions of your job, if
there are questions,

Paying for Health Care:

* There is usually no charge for health care provided by the camp’s Health Center staff.

» Staff are financially responsible for health care provided by out-of-camp providers.

* if you will be using persenal insurance while working at camp, it is your responsibility to know how to access that insurance. Bring your
insurance card and know how to use it. Consider obtaining pre-authorization if your insurance requires this.

Emergency Contact: Whom do you want us to contact in an emergency?
First Contact: Phone: ( )

Relationship o You:

Alternate Contact: Phone: ( )

Relationship to You:

Authorization for Health Care: Parental signature required for staff less than 18 years of age.
This health history is correct insofar as | know. | am capable of performing the essential functions of my job and participating in assigned
work duties as noted on this form. | understand my health information will be used by the camp Health Center staff in providing care to me
and may be reviewed by work supervisor.

Signature of Staff Person: Date:

Signature of Parent (if needed): Date:




