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General Questions: Please explain “yes” answers on a separate sheet of paper or in space provided. Has/does the participant:

	
	Yes
	No
	
	Yes
	No

	1. Have any recent injury, illness, or infectious disease?


	
	
	14.  Had mononucleosis in the past year?
	
	

	2. Have a chronic or recurring illness/condition?


	
	
	15. Had problems with diarrhea?
	
	

	3. Wear glasses, contacts or protective eyewear?

	
	
	16. Had problems with constipation?
	
	

	4. Ever had orthopedic problems or any back problems or walking problems (especially distance)?


	
	
	17. Will an orthodontic appliance be brought to camp?
	
	

	5. Have any skin problems (e.g. itching, rash, acne)?


	
	
	18. Have diabetes, medication, treatment, diet restrictions?
	
	

	6. Ever been diagnosed with a heart condition, heart defect, or heart disease?


	
	
	19. Have asthma, medication, treatment?  Lung disease? Or other respiratory condition?


	
	

	7. If female, have any abnormal menstrual history?


	
	
	20. Ever had seizures, medication, treatment?  If so, when date of last seizure?

What type of seizure?    

Duration of seizure?
	
	

	8. Ever had emotional difficulties for which professional help was sought (medications)?


	
	
	21. Had a head injury?  Any lasting effect or symptoms?
	
	

	9. Ever had ear infections or surgery (ear tubes, etc…)?


	
	
	22. Visual Impairment:  Be specific and include adaptations needed!

      Diagnosis:
      Limitations:


	
	

	10.  Hearing Impairment? (Cochlear Implant, Interpreter?)

	
	
	23. Visual Impairment (continued):
	
	

	11. Ever had high blood pressure? Or any kidney disease?


	
	
	24.  Any bleeding or clotting disorder?
	
	

	12. Require special foods?  Food allergies? Any history of eating disorder?


	
	
	

	
	
	
	 


MEDICATIONS

If the participant is on medication, please keep it in the original packaging/bottle that identifies the prescribing physician (if prescription), the name of the medication, the dosage, and the frequency of administration. All medications (prescription & over the counter) must be checked in with the nurse upon arriving at camp and will be returned upon leaving. 
Parent/Guardian Authorization: Medical Release and History:
This health history is correct and complete as far as I know, and the person herein described has permission to engage in all camp activities except as noted. I hereby give permission to the camp to provide routine health care, administer prescribed medication, and seek emergency medical treatment including ordering X-rays or routine tests. I agree to the release of any records necessary for insurance purposes. I give permission to the camp to arrange necessary related transportation for my child. In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp to secure and administer treatment, including hospitalization, for the person named above. This completed form may be photocopied for trips out of camp. 
Signature






 Date









Parent/Guardian

CAMP ABILITIES MEDICAL REGISTRATION FORM





Emergency Contact _____________________________________________________           Home Phone: _____________________________________


    Work Phone: _____________________________________


Home Address: ____________________________________________________________________ _______            Cell Phone: ______________________________________














____________________________________


									          








Custodial Parent/Guardian: ____________________________________________________       





 Phone: ___________________________________________________________





Home Address (if different from above) ____________________________________________________________________________________________________





Work Address: ______________________________________________________________     





 Work Phone: __________________________  Cell:_____________________________





Camper Name: ____________________________________________________________________________________________________


		(Last)					(First)					(Middle)


Street Address: _________________________________________________________   City: ____________________    State: _____ ___     Zip: ______________





Date of Birth: ______________       Age: ______       Sex: _____       Height: _______        Weight: ______   


     


 

















Insurance Information


Is the camper covered by family medical/hospital insurance?     Yes _____   No ____   (If so, please fill in this section)


Name of Insured: _____________________________________________ ___________      


Policy ID #: __________________________________________


Carrier/ Plan Name: ______________________________________________________     


 Group # __________________________________   Other Info: __________________








Please list any allergies and types of reaction and management for treatment. If necessary, please use an attached page.


Medication Allergies:___________________________________________________________________________________      


Food Allergies: _______________________________________________________________________________________


Other: (air borne, stings, animals, latex, etc.) __________________________________________________________________________________________________________








Is the camper up to date on all immunizations to the best of your knowledge?  Yes _____   No _____


(If no, please explain on a separate sheet 


Doctor: ______________________________  	Address: ___________________________________________________   Phone: ________________________________________





Dentist: _____________________________   	Address: ___________________________________________________   Phone: ________________________________________ 





Other Medical Personnel: _________________	 Address: ___________________________________________________   Phone: ________________________________________











