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-Please complete reverse side of form-








Immunization History





Are all immunizations up-to-date?


□ YES   □ NO





□ Immunizations are recorded below.


□ School immunization form is attached.








DTaP	___________	___________


DTP	___________	___________


DT	___________	___________


TDAP	___________	___________


TD	___________	___________


HIB	___________	___________


PVC	___________	___________


OPV, IPV	___________	___________


Measles	___________	___________


Mumps	___________	___________


Rubella	___________	___________


Varicella	___________	___________


Hep B	___________	___________


Hep A	___________	___________


MMR	___________	___________





Tuberculosis screening:


Last date: _______ Result: _______








If immunizations are not up to date, please submit a state certificate from physician or parent stating medical or religious reasons.


*If your child attends a Maryland School, the Immunization Record does not need to be attached.  However, if the child is home-schooled, a Record must be attached.  








Camper’s Name: _____________________________________


Date of Birth: ____/____/_______	Age: ______


Address: ____________________________________________


School: _____________________________________________


Name of Camp: ______________________________________








Dietary Restrictions





 □ Vegetarian	   □ Lactose Intolerant


 □ Gluten Free 	   □ Food Allergy


 □ Vegan	   □ Other





_______________________________





_______________________________





_______________________________





_______________________________











Camper Information		     Height: ___________   Weight: ___________





Camper is under the care of a physician for the following conditions: 


_____________________________________________________________________


_____________________________________________________________________





Current treatment(s)and/or medication(s): _______________________________





_____________________________________________________________________


_____________________________________________________________________





Will the camper bring an asthma inhaler to camp?  	□ YES   □ NO


If yes, please complete Specialized Health Care form.





To your knowledge is the camper able to safely participate in all camp


activities?  □ YES   □ NO     If no, please explain any restrictions below.


_____________________________________________________________________


_____________________________________________________________________




















Last


Booster








Primary


Series





Allergies      □ No known allergies





          Allergen		                   Reaction		       EpiPen prescribed?





___________________      ___________________________         	□ EpiPen*





___________________      ___________________________         	□ EpiPen*





___________________      ___________________________         	□ EpiPen*





___________________      ___________________________         	□ EpiPen*





_____________________________________________________________________





_____________________________________________________________________





*Please complete Specialized Health Care form if camper has any allergies. 











Day and Evening Camp 2012





Health Form





Must be completed by a parent/guardian for all Day Camp campers.�








Parent/Guardian #1			Parent/Guardian #2				Emergency Contact





Name: _______________________	Name: _______________________		Name: _______________________


Relationship: _________________	Relationship: _________________		Relationship: _________________


Phone: _______________________	Phone: _______________________		Phone: _______________________


Phone: _______________________	Phone: _______________________		Phone: _______________________











Asthma………………………………………………………………………………


Diabetes ……………………………………………………………………………


Sinusitis ……………………………………………………………………………


Bronchitis …………………………………………………………………………


Fainting/dizziness ……………………………………………………………


Stomach upsets ………………………………………………………………


Hypertension ……………………………………………………………………


Skin condition ……………………………………………………………………


Eating disorder …………………………………………………………………


Constipation/diarrhea ………………………………………………………


Urinary tract infections? ……………………………………………………


Mosquito/Insect Bites? ………………………………………………………


Frequent ear infections? ……………………………………………………


Frequent colds/soar throat? ………………………………………………


Recent infectious disease? …………………………………………………


Has the person menstruated? ……………………………………………


If not, has she been told about it? ……………………………………


If so, is her menstrual history normal? ………………………………


























□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO


□ YES   □ NO








Other ..................................................................□ YES   □ NO


_______________________________________________________________


_______________________________________________________________


_____________________________________________________________________________________________________________________________________________________________________________________________








Physical disability .........................	□ YES   □ NO 


Blind/Low Vision............................	□ YES   □ NO 


Deaf/heard of hearing ....................	□ YES   □ NO 


Emotional/Behavioral Disability .........	□ YES   □ NO 


ADD/ADHD .......................	□ YES   □ NO 


Autism/Autism Spectrum Disorder.....	□ YES   □ NO 


Cognitive/Intellectual Disability .....	□ YES   □ NO 


Psychiatric counseling/hospitalizations.	□ YES   □ NO 


Seizures/epilepsy/convulsions ...........	□ YES   □ NO 


Operations or serious injuries ...........	□ YES   □ NO 


Heart defect/disease .............	□ YES   □ NO 


Chronic/recurring illness .......	□ YES   □ NO 


Bleeding/clotting disorder ....	□ YES   □ NO 





____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





-Please complete reverse side of form-











*If your child attends a Maryland School, the Immunization Record does not need to be attached.  However, if the child is home-schooled, a Immunization Record must be attached.  

















Day and Evening Camp 2012


Health Form


Must be completed by a parent/guardian for all Day and Evening campers.








This health history is correct so far as I know. The person herein described has my permission to engage in all camp activities except as noted. I hereby give permission to the camp to provide routine health care, 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 treatment, referral, billing, or 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.





____________________________________________	______________________________________________


Printed Name	              Relationship to Camper	Signature	     		    	            Date











Please use this space to provide further information that camp First Aider should be made aware of and please attach additional pages, if necessary.     □ No further information


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


_________________________________________________________________________________________________________








Sunscreen


Parents are encouraged to pack sunscreen in their camper’s luggage.  Sunscreen will not be provided at camp.





Will the camper will bring sunscreen to camp.  □ YES   □ NO	If yes, what brand of sunscreen? _____________________________

















Camper’s Name: _____________________________________








Health Care Providers


Doctor: _______________________   Phone: ________________











Health History		Check YES or NO for each statement.  Explain YES answers below.








Insurance Information





Covered by medical/hospital insurance?  □ YES   □ NO	Insurance Company: ____________________________________


�Policy Number:	________________   Group/ID: ___________   Name of insured: ________________  Relationship: _________











