To be filled out by PARENT/GUARDIAN and Signed by Parent/Guardian AND Camper

Camper Name__________________  _______________ DOB_________ Age____ Gender:  M / F




      (Last)

        (First)






(circle)

SOPHIA FAHS RELIGIOUS EDUCATION CAMP MEDICAL FORM


PLEASE PRINT NEATLY.  THIS FORM MUST BE FILLED OUT COMPLETELY AND SUBMITTED WITH THE INITIAL REGISTRATION FORMS FOR CAMP.     

In order to register for Sophia Fahs RE camp, all sections must be properly completed, including required signatures for Physician, Parent/Guardian, and/or Camper on each page. 
Parent/Guardian_____________________________________ Day Phone (___)_______________ Eve Phone (___)_______________ Cell __________________

Address_____________________________________________________________ City/State__________________________________ Zip__________________

1st Emergency Contact________________________________________________ Relationship_________________________ Phone (___)___________________

2nd Emergency Contact________________________________________________ Relationship_________________________ Phone (___)___________________

Physician Name_____________________________________ Address_____________________________________________ Phone (___)___________________

Camper covered by health insurance?  YES / NO  (If YES, a photocopy of front and back of insurance card must be attached to this form.)

Carrier/Plan name_________________________________________________ Policy #____________________________________ Group #________________
IMPORTANT:  THE BOX BELOW REQUIRES TWO SIGNATURES

	Parent/Guardian Authorizations:  This health history is correct and complete as far as I know. The camper has permission to engage in all camp activities except as noted. I give permission to the camp to arrange for necessary related transportation for my child.  I agree to the release of any records necessary for treatment, referral, billing or insurance purposes. I hereby give permission to the camp to provide routine health care and seek emergency medical treatment including ordering x-rays or routine tests. I give permission for the camp health care provider to dispense prescription and non-prescription medications to my child which are approved by a physician, brought with the camper and/or are indicated in standing orders approved by a physician.

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 camper. I affirm that the camp, its staff and volunteers are held harmless from any liability claims, judgments and costs incurred during my child’s stay at the facility or involvement in the camp experience. This completed form may be photocopied for trips out of camp.

parent/guardian Signature X_______________________________________ Printed Name________________________________ Date___________

I understand and agree to follow any restrictions placed upon my participation in camp activities.

campeR Signature X________________________________________________ Printed Name________________________________ Date___________


Health Form continues on the back.  Please complete all pages and sections.


Page 1
To be filled out by PARENT/GUARDIAN

Camper Name (Last)__________________________ (First)________________________

HEALTH HISTORY:  Complete and detailed information is necessary for the camp healthcare personnel to be aware of your child’s needs and provide appropriate care.  Mark each category Yes or No.  Explain “YES” responses below.
	
	yes
	no
	
	yes
	no
	
	yes
	no
	
	yes
	no
	
	yes
	no

	 Frequent ear infections
	
	
	Recent injury or illness
	
	
	Surgery or hospitalized
	
	
	Heart disease / defect
	
	
	Hypertension
	
	

	Bleeding  / clot disorder 
	
	
	Chest pain 
	
	
	Hay fever 
	
	
	Asthma 
	
	
	ADD or ADHD 
	
	

	Convulsions / seizures
	
	
	Head injury
	
	
	Headaches
	
	
	Bed wetting 
	
	
	Poison ivy, etc.
	
	

	Eye glasses, contacts, protective eyewear
	
	
	Diabetes or hypoglycemia
	
	
	Mononucleosis in past 12 months
	
	
	Joint problems (knees, ankles, etc.)
	
	
	Bulimia, overeating, under-eating
	
	

	Any chronic or recurring illness or condition
	
	
	Insomnia, sleep terrors, sleep walking, etc.
	
	
	Females: any abnormal menstrual history
	
	
	Emotional/behavioral difficulties for which professional help was sought
	
	
	HIV/AIDS, hepatitis or any sexually transmitted disease
	
	

	Alcohol or other substance use
	
	
	Bullying or aggressive behavior
	
	
	Whining or crying episodes
	
	
	Suicidal thoughts, words or attempts
	
	
	Any self-destructive behavior, i.e. cutting
	
	

	Tobacco smoking
	
	
	Anxiety or depression
	
	
	History of setting fires
	
	
	Isolating, withdrawing
	
	
	Homesickness
	
	


HEALTH HISTORY:  Please explain all “YES” responses.  Include all pertinent information.  Use additional paper if needed. ____________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	ALLERGIES:

List all known allergies             Describe reaction and management of reaction

Medication Allergies:

____________________          _________________________________________________

____________________          _________________________________________________

____________________          _________________________________________________

Food Allergies

____________________          _________________________________________________

____________________          _________________________________________________

Other allergies: asthma 

insect stings, hay fever, etc.

____________________          _________________________________________________

____________________          _________________________________________________
* Has camper ever been prescribed an epi-pen?   (  YES    (  NO. 

  If “yes”, an unexpired epi-pen must be brought to camp (with a doctor’s prescription).
	DIETARY RESTRICTIONS:

Does NOT eat:
        ____ Dairy products

        ____ Red meat

        ____ Poultry

        ____ Seafood

        ____ Eggs

        ____ Other ________________________________________________

        ____ Sugar or food dye restrictions (describe):

        ______________________________________________________________

        ____Other dietary restrictions (describe):

        ______________________________________________________________

        ______________________________________________________________


We respectfully request that any medications your child takes during the school year be continued during the camp experience.  We do not have the resources available for the additional monitoring that may be required.






(REV 1/29/11)      

Page  2
CAMPER NAME _________________________________    MUST BE COMPLETED AND SIGNED BY HEALTH CARE PROFESSIONAL
                                 (Last)                                             (First)
SOPHIA FAHS CAMP MEDICAL FORM

BOTH SIDES MUST BE COMPLETED AND SIGNED BY A LICENSED HEALTH CARE PROFESSIONAL
IMMUNZATIONS:  Please give dates for all immunizations, including the month and year for each - we cannot accept “up to date.”
Vaccine & Dates
Mo/Yr       Mo/Yr     Mo/Yr     Mo/Yr     Mo/Yr      Mo/Yr           

Which of the following has the camper had?    













(Check “NONE OF THE ABOVE” if applicable)
DTP


_____      _____      _____     _____     _____      _____ 


____Measles

Tetanus/Diphtheria      
_____      _____      _____     _____     _____      _____


____Chicken Pox

Tetanus      

_____      _____      _____     _____     _____      _____


​​____German Measles (Rubella)

Polio


_____      _____      _____     _____     _____      _____


____Mumps

MMR


_____      _____     






____Hepatitis A


Or Measles 
_____      _____     






____Hepatitis B


Or Mumps 
_____      _____







____Hepatitis C


Or Rubella
_____      _____     






____NONE OF THE ABOVE
Hepatitis B

_____      _____     _____     








Varicella

_____      _____     






____TB Test (Date of Last Test__________ Result_____)

Haemophilus Influenza Type B      _____     _____     _____     _____



____No TB tests given

	I have examined the above applicant within the past two (2) years (circle one):  YES   NO             Date of examination:________________________

Height:  __________ Weight:  __________ Blood Pressure:  ____________________

In my opinion, the camper is (check one) is___ is not____ able to participate in an active camp program.

Are any medications to be administered at camp?  (circle one):   NO   YES   

Describe any limitation or restriction on camp activities: ___________________________________________________________________________________________________

Additional information for health care staff at the camp: __________________________________________________________________________________________________

Licensed Medical Personnel Signature X_____________________________________________________________ Date: ___________________________________________

PRINT NAME: _________________________________________________________ Title:____________________________________________________________________

Office Address:____________________________________________________________________________Office Phone:___________________________________________


(Rev 1/29/09)          
















 Page 3

MUST BE COMPLETED BY HEALTH CARE PROFESSIONAL
SIGNED BY HEALTHCARE PROFESSIONAL AND PARENT/GUARDIAN

SOPHIA FAHS CAMP INDIVIDUALIZED STANDING ORDERS
Medication Information and Release

  Name of Camper:__________________________________________________________      DOB:________      Weight:______





(Last)


(First)

To Physicians:  Please fill out this form to facilitate the treatment of our camper who is your patient. Below is a list of medications for which we have

standing orders from our local physician. Please indicate the medications you would want (or not want) dispensed by our medical staff to the camper if needed. 

On the lower half of this page please list all additional medications the camper will bring to camp (prescriptions and over-the-counter). 

To Parents:  Over-the-counter medications are available in the Health Center and will be administered at the discretion of a Registered Nurse, if approval is indicated below by the camper’s health care provider. You do not need to bring OTC medications to camp.
	STANDARD OVER-THE-COUNTER PRN MEDICATIONS (Circle Yes or No for each medicine)

	Drug Name
	Route
	Dosage
	Schedule and Indications
	Camper Health Care Provider Order
	Comments

	Tylenol


	Oral
	Per label instructions by age/weight
	Q 4 hr prn for pain or fever

 >______F
	X      Yes      No
	

	Ibuprofen


	Oral
	Per label instructions by age/weight
	Q 6 hr prn for pain or fever

 >______F
	X      Yes      No
	

	Robitussin


	Oral
	Per label instructions by age/weight
	Q 4 hr prn for cough
	X      Yes      No
	

	Pepto-Bismol


	Oral
	Per label instructions by age/weight
	Q 30 min to 1 hr prn for diarrhea (no>8 doses/24 hrs)
	X      Yes      No
	

	Children’s Mylanta


	Oral
	Per label instructions by age/weight
	BID-TID for stomach upset
	X      Yes      No
	

	Dramamine


	Oral
	Per label instructions by age/weight
	Q 6-8 hrs prn for motion sickness
	X      Yes      No
	

	Dimetapp


	Oral
	Per label instructions by age/weight
	Q 6-8 hr prn for nasal congestion/drainage
	X      Yes      No
	

	ADDITIONAL MEDICATIONS:  PRESCRIPTION and NON PRESCRIPTION
Physician:  Please complete table below with the patient’s current regimen for both scheduled and PM medications.

	Drug Name
	Route
	Dosage
	Schedule and Indications
	Camper Health Care Provider Order
	Comments

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


  Additional Orders: (as deemed necessary by health care provider to be implemented by an RN; i.e. peak flows, dressing changes, cast care,

  permission to carry inhaler,   etc.):________________________________________________________________________________________

  Physician Signature X_______________________________ Print Physician’s Name___________________________ License #____________________

 .Physician Address____________________________________________________________________________Phone #___________________________ 

  Date of Form Completion______________ BY X___________________________________(initial if completed by nurse or physician’s assistant)

  Parent/Guardian Signature:  X_______________________________ Print Name of Parent/Guardian__________________________Date_________

NOTE to PARENTS/GUARDIANS:  Please place all camper medications in a Ziploc type bag with the camper’s name on the bag. Be sure 

that each medication is listed on the above chart.  All medications (prescriptions or over-the-counter) your child brings to camp must be given to 

the camp health care staff at registration and must be in the original packaging with the following information on it:  Name of Medication, Name of 

Camper, Expiration Date, Name of Physician (for prescription medications only) and directions for dispensing. 
Rev. 1/29/09 
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