mName:
Camp Nama:
| Session:

CAMP HEALTH HISTORY
AND EXAMINATION FORM

| Program.
Haycock Camping Ministri *Keep a copy of this fom for your own racords

§
—
o Health Care Providers
Date of Sirthy: Age: Primary: Phone:
PARENTIGUARDIAN #1 e ::0”’:
Name: Relationship: Orihodontist s
Phone #1: - - “
Phone #2: insurance information
Address: Covered by medical/hospital insurance? [ Yes [ No
City: insurance Company:
- - Policy Numbar: Group/D:
TS ZpPostal Code: | Name of insuredt Relationship:
PARENTIGUARDIAN #2 Address:
Name. City:
Reislionshig: State/Province ZipiPostal Code: y
Phone PITER
Phoae #2 | \mmunization Higtory Are all immonization up-o-dste? [ Yes [ No )
Address: [} immunizations are recorded balow, with dates that basic immunizations were
City: completed as weli a8 dates of most recent booster doses
. {1 School immunization form Is attached
State/Provinee: ZiptPostal Code:
EMERGENCY CONTACT Primary Last Primary Last
Series  Booster Series Booster
Name: Relatonship:
hona #1: OTaP e MMR R, e
R > e Measles __
o o AR i sl
ToAP — I e — —/——
2 1O
Phone #2: —— o
Phone #3; Hepatitis B et s HIB
Address: Hepalitis A e eepme Ry T e
City: GPV, IPV (Poiig) R
State/Province: _ ZipiFostal Code: Tuberculosis Screening T8T: Last Date Resuft
* x;hmiupsam , Intluding the DPT, please submit
4 ] sﬁa certificate from o parent slating madical of ¢ reasun
All i child is undes oit and is not currenlly in wﬁmm
ergles [JNo Known Allergies [ Drug [J Food [[JContactEnvironment X ¥ your %mﬁeﬁrm by )

fy Resiriclions Piease spaciy any accommodations needed )
[ Vegetatan Vegan - Koshar  Halal Allergy [ Otner

(

y
Heaith History Check "Ves" or "No” for each stafement Explaln “Yes® answers below and explain any accommodations nesdad h
1. Asthma?........... . ves(Iwe 12, Sleeping disorder/sleep walking?. [l vee [Ine 23 Physical dissbility? ... cispsavitsianinetiive b Y LT ND
2. Diabetes?... D vee o 13, Urinary tract infections?................ DlvesTiNa 24, Visual disability?.... SO S—— .Y,...C:!v;- Lo
3. Selzuresiepilepsyiconvuisions? L] Yes[] No 14. Haar defectidisease?..... ... ..L]vss[] Ne 25, Deaf/hard dhuring? s
4. Frequent ear infections? ... .. L Yes[J Ne 15. Blesdingiclotting disorders?......[]ves[] wo 26, Behavioral WL ves [ wo
5 memﬁymmmz? ....... O ves ] Ne 16, Hypenension.... Clves[D we 27, PsynhMWsmWWcm? Eﬁ‘mm Na
6 Sinustis?.. ... ... . [ClvesC) o 17, Recent infectious dissase?. . . .[]ves[] Ho 28 E disorder?.. ’ s {1 Ho
¥ reesneseennn e YU L) No 18, cnmwmmnm? ............ Civeall we 28 Hasthbmonmmwated? 3 UMD Ng
8 7 vone id Yos 1 Mo 16 Skin conditions?. .. L DivesDI ne 30, i not, has she been told about #2............ L3 ves[J e
8. upsets?. ... ...l Yes [ Ko 20, ADDIADHD?.. ..o i) Yos L B0 31, l!w,khcrmamrrualhlstoryrwrmai‘? [ vea O] no
10 Constipstion/diarrhes?. . . ... [l ves[] ns 21, Emolionaic C]m{j No 32, nplm:wsemmhwm? B ves [ No
11 Beg wetting?.... ... ... ....Cd¥sa[Ine 22 Learning di v ) Yes N2 33, Other disenses?.... Bl vea e
? e o Iknou‘l'ho 10 provids routine Nes d
b THATONY 1§ COOCRCE 1O far 8 DATSON NRTRT OBICIDEC RS MY DRI Rl oA actaies B rEked [havely give permaasion 10 e camp N
care BITEEIEr praboibed mascatons, e seek migdcal rastment mﬁ umthmmdmmmmm ratueny, by
Wimmwmmw . %m W&u%hmmmgmnmmm ém”" & Ty phy
Name Ralationsnip 1o Gamper Signature Osta

“H 10F rORGIOUS TSNS YOU C8n nol Son this form then submil & lepal wiliver whnch mrst ba mgned for attendance



HEALTH EXAMINATION BY
LICENSED PHYSICIAN

Please have your child's primary healthcare
provider compiate this form for you to bring
to camp on registration day. You may also

1

i o fax itto us at:
Haycock Camping Ministries 610-346-8927
Name: Camp Name:
Date of Birth: Session:
Age: PFrogram

This part to be completed by Physician Must be signed for participation. Plaase use additional shee! of paper if needed

| have examined the above camper within the past year. Date of Examination:
In my opinion, the above's conditions [[] DOES/ [ DOES NOT preciude her participation in an active camp program.

rd
Physical Exam Height' Weight: Biood Pressure:

This applicant is under the care of a physician for the following conditions:

Current treatment{s} and/or medications{s):

Explanation of any reported loss of consciousness, convulsion, or concussion:

Does camper have epllepsy or seizures? [JYES/ [INO If yes, explain:

Will the camper nead to bring an Epi-Pen? ] YES/ [] NO If yes, explain;

Will the camper need to bring an asthma inhaler? [JYES / [JNO If yes, explain

Any other condition{s) that camp nurse or staff should be made aware? [ YES/[] NO if yes, explain:

Recommendations andior restrictions while at camp? List any treatment to be continued at camp:

Any medically prescribed meal plan or dietary restrictions?

Additional information or activity restrictions?

\

Addrass City.

State: Zip Code: Phone:

Name of Licensed Physician Uicansed Physician s Signature
Date Form Completed. By

{*Initial if completed by nurse or physician's assistant)



MEDICATIONS/TREATMENT TO Please have yourchids primary heltrare
BE ADMINISTERED AT CAMP B 10.346.8927

g s b { also just bring form to registration ¢
Haycock Camping Ministries i - o
Name Carmp Name
Date of Birth: Session
Age: Frogram

1. By law all prescription medications must be brought to camp in their original containers, with the doctor's instructions.

DO NOT pre-dispense, piace in a daily pill holder, wrap in outer materials, or ask us to dispanse by other than doctor's orders. Do not bring
expired medications. Madications not in original containers will not be held or dispensed at camp.

2. A parentiguardian must sign this form authorizing any prescription and over-the-counter medications listed below.

3. All prescription madicines must be in original contalner with pharmacy label with prescription number, date filled, prescribing physiclan's
name, nama of medication, directions for use, and the patient’s name. All Over-the-Counter medications must be in original container
should have the campers name wrilten on the box.

4. At least one dose of a prescription medicine MUST ba given to camper at home before bringing to camp,

5. Medicines will be given st breakfast, lunch, dinner and at bedtime, unless noted otherwise,

6. Please indicate if medicine Is taken daily or as neaded.

7. You must be specific with any variations or conditions associated with “as needed”,

8. If your son/daughter will need to bring an inhaler, Epi-Pen, or other emergency medication to camp, please speak to the camp nurse.

(" The Haalth Center stocks the Jolowing over-the-cOUNTer MEdicallon o Samp Which are Used of an a8 needed Basi 1 manage Winess and jury. .
Please cross out those the camper should NOT be given.
(Acetaminophen (8 Tylenol) ClGuaifenesin cough syrup (i @ Robitussin plain) {10 5% hydrocortiscne cream
Clibuprofen {i & Advil, Motring Cl8alinenose drops [iMedcaine Swabs
[Diphenhydramine {JAntbiotic cream i & Baciracn) [JAnbeso! Gel
anthistarminesallergy medicne DlAnt-fungal cream (e Tinsctin [lTums/ Chewable Pepto Bismal Tablets
{1.e Benadiyl) [JAbsorbine Jraspirin ree analgesic ointment
[JCepaco! Sore Thioat Spray CCatamnelCaladryt Lotion
DMucines plain
Parent/Guardian Signature; Date:
Physician's Address’ y Phone:
City

State Zip Code:




INSURANCE INFORMATION

Haycock Camping Ministries

Name:

Camp Name:
Date of Binth Session
Age. Program

\  Please attach a copy of the FRONT
. and BACK of your insurance card to
this form and bring it to camp on
Rugistration Day

o msmrinenma 1 i

[ FRONT OF INSURANCE CARD

N

( BACK OF INSURANCE CARD




HAYCECK

CAMPING MINISTRIES

Medication Permission Form

All medication to be administered by the camp nurse must be delivered by an adult to the camp nurse
during registration. Medication must be in the original, properly labeled container. All medications
{prescription, over the counter and supplements) to be administered at camp must have a signed
parental permission AND a signed physician permission. No medication {prescription, over the counter
or supplements) will be administered to any camper without proper completion of the Medication
Permission Form. Campers are not permitted to carry any medication with them, *Exception-Properly
labeled inhalers and Epi-pens with physician permission and completion of Camper Self-
Administration Agreement Form.

TO BE COMPLETED BY PHYSICIAN

Campers Name: Age: DORB:

Name of Medication:

Specific Dosage: Frequency:

Special Considerations:

Reason for Medication;

Epi-pen/inhaler: Does camper have permission to self-carry and administer?
(Parents: if marked “yes” you must complete the self-administration agreement)

it is my understanding that the camp nurse of Haycock Camping Ministries charged with administration of the
treatment/procedure during camp rely on the directions contained in this document. | further certify that | am

the physician who prescribed the medication/treatment and that the camper namead above is under my
supervision as a patient.

Signature of Physician:

Printed Name of Physician:

Address:

Telephone: Fax: Date:

To BE COMPLETED BY PARENT/GUARDIAN: As parent/guardian of the above named student, | hereby
request that the treatment described above be administered to my child and release Haycock camping

Ministries and its staff/volunteers from liability for any damages my child may suffer as a result of this
request,

Signature of Parent of Guardian: Date:




