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K ER HEAL Al To Parent(s)/Guardian(s): Complete this section and give fhis form o your child's

by LIGENSED MEDICAL PERSONNEL
it . - health-care provider for review.
b, Developed and reviewed by. American Camp Association,
i Ameniqa{r Academy of Pedielrics Council on School Health, & Dates will attend camp: fram i0
. Association of Camp Nurses MonlvOay/ v ear MonthDay/Year

Camper Name:
L . First Middie Lasl
Mail this form fo the address below by: O Male [ Female Birth Date Age on arrival ai camp

MortwDayiear
Camper home address:

City State Zip Code

—

Custodial parent(s)/guardian(s) phone: ( ) {
Parent(szfguardian(sz stoP here, Rest of form to he comopn'eted by medical personnel,
L) LA NN 4 Qe o PC0TO 00 L

L

CAROREOFISTADEAIEOLTOSEOTAB0OTE

LX) PeBOOOUIO DO vonueubou.oooocovﬂovvnﬂooooﬂobq

The foliowing non-prescription medications are Medical Personnef:
commonly stocked in camp Health Cenlers and are Attach additional information if needed.
used onh an as peeded basis to manage illness and M

injury. Medical personnel: Cross out those items the Physical exam done today: [0 Yes T No  {If “No,” date of iast physical: )
camper should not be given, Month/Day/Year

Acetarminophen (Tylenol) ACA accraditation standards specify physical exam within last 24 months.
thuprofen (I_\dvil. Metrin}

Phenylephrine (Sudafed PE) Weight: Ibs  Height; ft in  Blood Pressure f
Pseudoephedrine {Sudafed)

Chlorpheraramine maleate T - ;

Guaifenesin Allergies: [0 No Known Aliergies

Dextromethorphan 1 To foods (fist):

Diphenhydramine (Benadryi}

Generic cough drops 1 To medications: {fisf):

Chloraseptic (Sore throat spray)

Lice shampoo or scabies cream (Nix or Elimite) [ To the environment (insect stings, hay fever, efc.- list):

Calamine lotion . .

Bismuth subsaticylate {Pepto-Bismoi) [1 Other aliergies: (fisth

Laxatives for constipation (Ex-Lax) . i :

Hydrocortisone 1% cream Describe previous reactions:

Topical antibiotic cream
Calamine fetion
Aloe

Diet, Nutrition: OO Eais aregular diet. 00 Has a medically prescribed meal plan or dietary restrictions:(describe below)

The camper is undergoing treatment at this fime for the following conditions: (describe below) 0O None.

Medication: O No daily medications. [ Will fake the following prescribed medication(s) while al camp: (name, dose, frequency-~describe below)

Other freatments/therapies to be continued at camp: (describe below} [ None needed.

Do you feel that the camper will require limitations or restrictions to activity while af camp? O No {J Yes

If you answered “Yes™ to the guestion above, what do you recommend? (describe below—attach additional information if needed)

OO

It is my opinion that the camper is physically and emotionally fit to participate in an active camp program (except as
noted above.) "

Name of licensed provider {please print): Signature: Title:
Office Address
Street City State Zip Code
Telephone: ) Date;
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Camper Name:

First Middle last

Birth Date: _
© MenthiDay/Year

Immunization History: Provide the month and year for each immmunization. Starred (%) immunizations must be current, Copies of immunization forms
from heaith-care providers or state or iocal government are acceptable; please attach to this form.

Immunization Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 Most Recent Dose
Month/Year Month/Year Month/Year Month/Year Maonih/Year Month/Year

Diptheria, tetanus, pertussis
(DTaP) or (TdaP)

[Tetanus booster¥

(dT) or (TdaP)

Mumps, measles, rubelia
(MMR)

Polio %

{IPV)

Haemophilus influgnzae type 8
HIiB)

Pneumococcal
(PCV)
Hepatitis B

Hepatitis A

\Varicelia BIHad chicken pox
(chicken pox} {Date:
Meningococcal meningitis
(MCV4)

{Tuberculosis (TH) test i Date: {0 Negative O Positive |

If your camper has not heen fully inmunized, please sign the following statement: 1 undsrstand and accept the risks to my child from not
being fully immunized.

Signature of Custodial Relationship
Parent/Guardian: Date: fo Camper:




