For Office Use Only:

Cabin ________

Special Requirements:  No ___ Yes___
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Camper's Full Name: _____________________________________________________
Gender:     Male ______      Female_______  

Health Card #: __________________________________________________________
Health Card must come with the camper to camp. 

Physician:______________________________________________________________
Physician Phone:_________________________________________________________
Are Immunizations  up to date:   No______   Yes ______ 

Date of last Tetanus Shot: __________________________________
Has Camper Had:   Chicken Pox ______ Hepatitis _______  Mumps ________
Measles (Red or German)  ___________
Does camper have any allergies:    No ______      Yes ______
List specific: Type/Reaction/Treatment (Including but not limited to drugs. food, insect stings or bites, seasonal allergies) 

________________________________________________________________________

________________________________________________________________________

Dietary Restrictions:_______________________________________________________
________________________________________________________________________
Does Camper carry an Epipen:      No ______      Yes ______  

List all medications:______________________________________________________
_______________________________________________________________________

List: Drug/Dosage/Frequency : ______________________________________________
_______________________________________________________________________

_______________________________________________________________________

Is the Camper Asthmatic:    No ______      Yes ______  

If Camper is Asthmatic, what triggers an attack: _______________________________
_____________________________________________________________________
Does the Camper carry an inhaler:    No ______      Yes ______  

Does Camper wear glasses or contact lenses:   No ______      Yes ______  

List any Physical or Emotional Concerns that the Nurse should be aware of:

_____________________________________________________________________

_____________________________________________________________________
Specific Activities to be Encouraged or Limited: ______________________________
_____________________________________________________________________

Any Additional Information: ______________________________________________
______________________________________________________________________   

______________________________________________________________________

I hereby certify that all the information completed on this form is accurate and up to date.

Parent/Guardian Name: (PLEASE PRINT)  ____________________________________
SIGNATURE: ___________________________________   Date:   _________________
Health Information Form








