RETURNTO:

CAMP REALTH HISTORY AND EXAMINATION FORM FM0& Blue Mountain Ranch
FOR REN, YOUTH AND ADULTS P.O. Box 146
Developad by i
o e e i Florissant, CO 80816
The American Medical Asociation and the American Academy af Pedlatrics By {Date}
This side to be filled in by parents/guardian of minors or by adult campers/siaff members themselves,
Name = = —_— Birth Date Sex Age
Parent or Guardian (or Spouse) _ - Phone —
Home Address 73— (=] R T Con
Business Address Sorom & Nl - 7] T Ty Cole Phoas Py
Second Parent or Quardian or Emergency Contact: v
Home Addres ey = T wss—— [ hooe P
Business  AdAIeSt — o =T gy FONS e
If not available in an emergency. notify:
MName — Phone —_—me——
Addren Torowl & Humber Chy .~ Ty Caie
Fealth History: {Check—piving approximate dat Prychiatric Trearment PR ADergins
Frequent Ear Infections w.__..:. - Mongnuelesal —t—— Hay Fever —_—
Heart Defect/THazase c— N Ivy Poisoning, etc. —
Convultions. I Chicken Pox JE— Insect Stings vrm——
Diabetes kS Menilcs — Prnlcillin i ————
Bleeding/Clotring Disorders - Uerman Measles p—— Other Drups I
Hyperension Mumps ————— Asthma ——_
Has this camper ever required any psychlatric coynseling or hospitalization?
Operations or serious injuries (doses):
Disability or chronic or recurring illness:
Any specific activities to be encouraged or imited by physician’s advice:
Dietary modifications: s
Current medication {send with instructions): -
Other diseases or detalls of above: :
Name of dentist/orthodontist; Phone™ .
Mame of family phyaician: Phone

Date of last physical examination: :

Do you carry family medical/hospital insurance? ... If 10, indicate:
Carrier: . Policy or Group #

Suggestions or health related Informartion for camp personnel:

(For Female): Has this person menstruated? ____ Il’nﬁ..hnﬂmhm told sbout itT -
If 50, is her menstrual history normal? . Special Consideration:
Impariani—This Bax Must ba Complaind lor Atiendance*

This bemith hivtory is correct o far a3 [ know, xnd the person [imed  Emergency Anthorization: In the svant | cannot be reachad in an smer-

above bas permisdcn to cogage In all prescribed camp activides excrpt  gemcy, | bereby give parmission o the physician sslectad by the camp

s poted. [ hereby give permimion 1o the camp: director to hospitallss, secure proper restment for, and to order tnjec-

I. Taprovide ongning health care. tion and/or aneytherls and/or surgery for tha parson namad sbave. Thie

1 To siect madical personnsl and to order X-rays or routing tesix or form may be photocopiad for uss out of camp.
wreatment for U pirson listed above,

Sgnaturs of parent or peardian or sdult camper/stafTer

Wimess: i Daze
{ also undersiand and agres to abide with the rextricrions piaced on my camp activities. e
Slgnaturs of minor .

(OVER)

*|f for relijgious reasons you cannot sign this, then the camp should be coniacted for & legal waiver which must be signed lor actendance.
Cogpyright 1921 by American Camping Associarion
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MMUNIZATION HISTORY

Required immunirations must be determined locally. Plesse racord the date (moath and year) of basic immunizations and most recent booster doses:

¥accines Your of Basic Immruntrstion

Your of Lasi Bosstor

Diphtheria
Pormsyis (Whopping Cough DPT™
Tetanum

Tetanms ]TD'

Tetanus

Orul Polio (Sabin)* TOPY

Injectable Polio {Salk)

Measles (hard measlo, red measics, Rubeola)

Mumps

Rubella (German mensls, 3-day metsla)

Other

Tuberculin test given

Heulth Exsmimtion by Licensed Physician:

(mat regent)

I have examined the above camp applicant. Date Examined:

In my opinion, the above’s condition does —___ /does not ____ preclude his/her participation in an active camp

program,
The applicant is under the care of a physician for the lollowing condition(s):

Current treatment (Incfude current medications);

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

Does applicant have epilepsy? Yes No Does applicant have diabetea? Yes Mo

Recommendations and Restrictions While at ﬁup:
Any treatment to be continued at camp:

Any medication to be administered at camp (specific dosages):

Any medically preseribed meal plan or dictary restrictions:

Any allergies (food, drugs, plants & insects, etc.):

Additional Health Information:
Licensed Physician's Signature Phone
pr— .
Address
Sirwm & Murnkery o S Tip Cosn
Date of Form Completion — *By

*Inital if completed by nurse or physician®s asslsant.






