

PLEASE NOTE: A photocopy of the front and back of your health insurance card must be attached to this form.  
Name of camper: _________________________________________________ 

Insurance Information (Important: Each child must have health insurance for the duration of camp.)

Is the participant covered by family medical/hospital insurance?      FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so, indicate carrier or plan name ______________________________  Group # _________________

Health History: The following information must be filled in by the parent/guardian.  The intent of the information is to provide camp health care personnel the background to provide appropriate care.  Keep a copy of the completed form for your records.  Any changes to this form should be provided to camp health personnel upon participant’s arrival in camp.  Provide complete information so that the camp can be aware of your needs. 

ALLERGIES List all known.

Describe reaction and management of the reaction.

Medication allergies

_______________________
_______________________________________________________

_______________________
_______________________________________________________

_______________________
_______________________________________________________

_______________________
_______________________________________________________

Food allergies

_______________________
_______________________________________________________

_______________________
_______________________________________________________

_______________________
_______________________________________________________

_______________________
_______________________________________________________

Other allergies (include insect stings, hay fever, asthma, animal dander etc.)

_______________________
_______________________________________________________

_______________________
_______________________________________________________

_______________________
_______________________________________________________

_______________________
_______________________________________________________

MEDICATIONS BEING TAKEN: Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely. If the medication must be taken while at Camp Kwizera, keep it in the original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the frequency of administration.  Attach additional pages for more medications

	Medication
	Dosage
	Special Instructions

	
	
	

	
	
	

	
	
	

	
	
	


Explain any restrictions to activity (e.g. what cannot be done, what adaptations or limitations are necessary) ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of family physician ____________________________________ Phone _____________________

Address ______________________________________________________________________________

GENERAL QUESTIONS (Explain “yes” answers below)

    Has/does the participant had/have:

            
Chicken Pox




YES ___________

NO ___________

Measles 




YES ___________

NO ___________

German Measles



YES ___________

NO ___________

Mumps





YES ___________

NO ___________

Hepatitis A 




YES ___________

NO ___________
Hepatitis B 




YES ___________

NO ___________
Hepatitis C 




YES ___________

NO ___________
Ear Infections




YES ___________

NO ___________

Contact Lenses/Glasses


YES ___________

NO ___________

Epilepsy, convulsions, dizziness, etc.

YES ___________

NO ___________

Diabetes/hypoglycemia 


YES ___________

NO ___________

Asthma, persistent cough, etc. 


YES ___________

NO ___________

Bleeding Disorder 



YES ___________

NO ___________

ADD/ADHD 




YES ___________

NO ___________

Any hospitalization in the last two years? 
YES ___________

NO ___________

Please explain “yes” answers:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please give all dates of immunization for:


Vaccine:
Dates:
Mo/Yr
Mo/Yr
Mo/Yr
Mo/Yr
Mo/Yr
Mo/Yr


DTP


_____
_____
_____
_____
_____
_____


TD (tetanus/diphtheria)
_____
_____
_____
_____
_____
_____


Tetanus

_____
_____
_____
_____
_____
_____


Polio


_____
_____
_____
_____
_____



MMR


_____
_____

* Child must have the MMR



or Measles
_____
_____

shots or all three of




or Mumps
_____
_____

the measles, mumps, and



or Rubella
_____
_____

rubella shots.

Haemophilus influenza B_____
_____
_____
_____



Hepatitis B

_____
_____
_____
Varicella (chicken pox)
_____
_____
TB Mantoux Test



Date of last test __________


Result:  FORMCHECKBOX 
 Positive     FORMCHECKBOX 
 Negative
 

Use this space to provide any additional information about the participant’s behavior and physical, emotional, or mental health about which the camp should be aware.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Parent/Guardian Authorizations: This health history is correct and complete as far as I know.  The person herein described has permission to engage in all camp activities as noted.





I hereby give permission to the camp to provide routine health care such as basic first aid and over the counter medications (Motrin, Pepto Bismol, etc), administer prescribed medications, 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 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 of parent/guardian ____________________________________________________________





Printed Name ___________________________________________________ Date ________________





I also understand and agree to abide by any restrictions placed on my participation in camp activities.





Signature of camper _______________________________________________ Date ________________
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