
 (
To Parent(s)
/
Gu
ar
d
i
an(s
)
:
 
C
omplete this
 
s
e
ction 
a
nd
 
g
i
ve 
this
 
form
 
(FO
R
M
 
2)
 
and
 
a copy of your 
completed
 
CAMPER HEALTH H
I
STORY FORM (FO
R
M 1)
 
to yo
u
r child
’
s health
-
c
are pr
o
v
id
e
r
 
f
o
r
 
r
e
vie
w
.
Dates
 
w
ill
 
attend
 
camp:
 
from
 
         
July 2
2
, 20
23
                
 
_to
 
July 2
9
, 20
23
Month/Da
y
/
Y
ear            
 
Mo
nth/
D
a
y
/
Y
ear
Camper
 
Name:
 
 
First                                                          
 
Middle                                                     
 
Last
Male
        
 
F
e
male
           
 
Birth
 
Date
 
                       
 
          
 
Age
 
o
n
 
arrival
 
at
 
camp
 
 
 
Mo
n
th/D
ay
/
Y
ear
Camper
 
home
 
a
d
dress:
 
 
City                                                                               
 
Sta
t
e                                                                             
 
Zip
 
Code
Custodial
 
parent
(
s)/guardian(s)
 
p
h
one:
 
(
 
           
 
)
                           
 
 
 
(
             
 
)
 
Parent(s)
/
guardi
a
n(s)
 
stop
 
here.
 
R
e
st
 
of
 
f
o
rm to
 
be comp
l
eted
 
by medi
c
al
 
p
e
rsonne
l.
Camper
 
Name
 
_
________
_
___
_
________
_
___
_
________
_
___
_
________
_
___
_
________
_
___
_
____
 
(For
 
Camp Use) C
a
bin
 
o
r
 
G
rou
p
________
_
___
_
_______ 
(For
 
C
a
mp
 
Use) S
e
ssion Code(s
)
: _______
__
_______
First                                                                          
 
Mi
d
dle                                                                   
 
L
ast
The
 
fol
l
o
w
ing
 
non-
p
rescri
p
tion
 
m
e
dic
a
t
i
ons are commonly
 
st
oc
ked
 
in
 
camp
 
Hea
l
th
 
C
e
nte
r
s
 
a
n
d
 
a
r
e used on an
 
a
s ne
e
ded
 
b
a
s
i
s
 
to
 
m
a
na
g
e
 
illn
es
s
 
and injur
y
. 
 
Med
i
cal p
e
rsonne
l
:
 Cross out
 
those
 
i
tems the camper should
 
not
 
be
 
g
i
ven.
Ac
e
t
aminophen (Tylenol) Ibupr
o
f
en (Ad
v
il,
 
M
otrin) Phen
y
lephrine
 
(S
u
dafed PE) Pseudo
e
phedrine 
(
Sudafe
d
) 
Chlorpheniramine
 
maleate Guaife
n
esin De
x
t
romethorphan Diphenh
y
dramine
 
(Benadr
y
l) Gener
i
c cough dr
o
ps
Chloroac
e
t
i
c
 
(
Sore thro
a
t spra
y
)
Lice sham
p
oo
 
o
r scabies cream
 
(Nix
 
or 
Emilite
) Calamine
 
l
o
tion
Bismuth su
b
s
al
i
c
y
l
ate (Pe
p
to-B
i
s
mol) La
x
at
i
v
es
 
f
o
r co
n
s
t
i
pation (E
x
-La
x
)
H
y
drocort
i
sone 1%
 
cream Topical ant
i
biot
i
c
 
c
r
eam Calamine
 
l
o
tion
Aloe
Med
i
cal
 
P
e
rsonnel
: Plea
s
e re
v
i
ew the
 
CAMPER
 
HEALTH
 
HISTO
R
Y
 
FO
R
M (FORM
 
1)
 
and
 
c
omp
l
ete
 
al
l rem
a
ini
n
g se
c
tio
n
s
 
of
 
t
h
is form
 
(
FOR
M 2
)
.  
 
A
ttach additional
 
inf
o
rma
t
i
o
n
 
if needed.
P
h
y
sical
 
e
x
am
 
done
 
t
o
d
a
y
:     
 
Y
es    
 
No 
  
(
I
f
 
“No,”
 
date
 
o
f
 
l
a
st
 
p
h
y
s
ical
: 
                    
 
 
) Mo
n
th/Da
y/Y
ear
A
C
A
 
accreditation
 
standards speci
f
y
 
p
h
y
s
ical
 
exam
 
wi
thin last 12
 
mon
t
hs.
Weight:
 
             
 
 
lbs.
    
Height:
 
          
ft
          
in
    
 
Blood
 
Pressure
_
           
 
/
 
A
ll
ergie
s
:      
 
No
 
Kno
w
n
 
Allergies
To
 
foods
 
(li
s
t):
To
 
medications:
 
(list
)
:
To
 
the
 
enviro
n
ment
 
(in
s
ect
 
s
t
i
ngs,
 
hay
 
f
e
ver,
 
etc.–
 
li
s
t):
Other
 
allergie
s
:
 
(lis
t
): Describe
 
previ
o
us
 
react
i
on
s
:
Diet,
 
N
utrit
i
on
:      
 
Eats
 
a
 
regular
 
diet.       
 
Has
 
a
 
medically
 
prescr
i
bed
 
meal
 
plan
 
or dieta
r
y
 
restrictions
:
(descr
i
be
 
be
l
ow)
The
 
c
a
m
p
er
 
is
 
u
nder
g
oi
n
g
 
tre
at
me
n
t
 
at this
 
ti
m
e
 
for
 
t
he
 
f
oll
o
w
i
ng
 
c
ond
i
ti
o
ns:
 
(
describe
 
be
l
ow)  
  
 
None.
Medicat
i
on
:     
 
No
 
dai
l
y
 
medications.      
 
Will
 
take
 
the
 
follo
w
ing
 
p
r
e
scribed
 
medication(s)
 
w
hile
 
at
 
c
a
mp: 
(n
a
me,
 
do
s
e,
 
fre
q
uenc
y
—
d
escribe
 
b
el
o
w)
O
t
her
 
tre
a
tm
e
n
t
s/ther
a
pies
 
t
o
 
b
e
 
co
n
ti
n
ued
 
a
t
 
c
am
p
:
 
(
d
escribe
 
bel
o
w)  
  
 
No
n
e
 
needed.
Do 
y
o
u
 
f
e
el
 
t
h
at
 
the
 
c
a
m
p
er
 
w
ill
 
require
 
l
i
mit
a
t
i
ons
 
or
 
restri
c
ti
o
ns
 
to
 
act
i
v
i
t
y
 
w
hile
 
at
 
c
a
m
p?      
 
No      
 
Y
es
If
 
y
o
u
 
an
s
wer
e
d
 
“Yes”
 
to
 
the
 
q
u
estion
 
above,
 
w
h
at
 
do
 
y
o
u
 
reco
m
mend?
 
(
descri
b
e
 
bel
o
w—
a
tt
a
ch
 
add
i
tio
n
al
 
i
n
fo
r
mat
i
on
 
i
f
 
ne
e
d
e
d)
“I
 
h
a
v
e
 
r
e
v
i
e
w
e
d
 
the
 
C
A
M
PER
 
H
E
A
LT
H
 
HIS
T
ORY
 
FORM
 
(
FO
R
M
 
1
),
 
a
n
d
 
h
a
v
e
 
discu
s
sed
 
the
 
c
amp
 
progr
a
m
 
w
ith
 
t
he
 
c
a
mper’s paren
t
(s)
/
gua
r
d
i
an(
s
).
 
It
 
is 
m
y
 
o
pini
o
n
 
t
hat
 
the
 
camper
 
i
s
 
p
h
y
si
cal
l
y
 
a
n
d
 
e
m
ot
i
onal
l
y
 
fit
 
to
 
par
t
icipate
 
i
n
 
a
n
 
ac
ti
v
e
 
ca
m
p
 
pr
o
g
r
am
 
(e
x
ce
p
t
 
as not
e
d
 
a
b
o
v
e
.
)
Name
 
of
 
licensed
 
provider
 
(plea
s
e
 
print):
 
                                                                 
 
_Signature:
 
                                                                 
 
Title:
 
 
Office
 
Address
 
Street                                                                                                                             
 
City                                                                                    
 
St
a
te                      
 
Zip
 
Code
Teleph
o
ne:
 
(
               
 
)
                                         
 
                     
Date:
 
Co
p
yright
 
2008
 
b
y
 
American
 
Ca
m
ping
 
Association,
 
Inc.                                                                                                                         
 
Rev.
 
12/16
)
CAMPER HEALTH-CARE RECOMMENDATIONS
by LICENSED MEDICAL PERSONNEL FORM 2

Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on School Health, & Association of Camp Nurses




Mail this form to the address below by JULY 1, 2018




OR scan and email to info@camp4kids.org

