CAMP JEWELL YMCA  Fax: (860)379-8715 Em“
HEALTH HISTORY Phone:(860) 379-2782 Hartford YMCA

Do NOT muail this form. Bring It with you to camp. Stabs kew requires & cumant, signed form for S8 camper ko be permitied (o stay at camp. To
b fillesd it by camper's parent or guandian rol more than & maonths bafore amival at camp.

Camper's Mame D of [Birth Age_ Male_ Fomale
Camper's Social Security # ParenPs E-mad N ——
Parenl of Guardian Business Phona | 1
Haome Address Hamiae Picor | )

Phone ( )

Chronic of Recurring liness: Operations or Serous injurkes (dales)

Finad it I prsvicha adelionsd infovemalion on & separale sheod of paper.
Dielary Restricions

Mame of Cethodanisg
Actviies Resinctad by Physician:

[Phane | |

|

|
|
%

Allergies: (provide dedais lo fiw right)
. Hay Fever
Peisan vy

Bian Slings

Bea Sling MtT__
Pemicilin
Mul Allargees
Gluten Aliergias
Laciosa

Alierples
Ot [Spacily o I g

For Femala:
Has this person menstuated? YES  NO ¥ nol, has she been told abaul if? YES NO

IF 50, is ber mensiual history normal? YES MO Special Considerations?:

Important; Parent’s Authorization. Signature required for camp attendance:
This haalth hishory i comect 5o far &3 | know, and the parson hereln described has permission ko engaga in &l camp activities except a3 | have

noled. Autharization for Treatment: | hereby give
fests, Weatmen, and

fa the medical perscend selocted by the camp diecioe lo order X-rays, roubing

trarrsportation for my child. In e event | cannot ba reachid in an amargancy, | hareby give permission 1o the

i ey
physician selectad by the camp direcior o secure and adminisier Sealmn, including hospitalization, for my child 88 named above, This
Authorization:

compleded form may be photocopied for tips oul of camp. Medication

: Comneciicut Siabe law requires a doclior or dantisd, and

parent o guardian, to provide wiithen orders for all camper medications. | heseby give pemisson 1 the camp slall selected by e camp direcior

campar. | undorstand that | must supply Camg

wilh tha prescribed madicasion in e oniginal container dispensed and property labeled by the physician or pharmacist. Over the counter
medicatons masst be in e ariginal container and labaled with The camper’s name. | understand that this modicaion will ba destroyed if it Is not
pickod up within ong wiak of my chid's leaving camp.

Signature of parent or guardian Date

Sagsong in camp;
Adwenture Trip{s) (REQUIRES DUPLICATE MEDICAL FORMS)

1t

i

__3d 4 —LIT. __GIT. __ PeayCangp




Immunization History (must be completed by parent or physician's office)
Please record the date {menth and year) of basic immunizations and most recent booster doses.

Vaccines Year Original Immunization  Year Last Booster
DPT - (Diphtheria, Pertussis (Whooping Cough) Tetanus YES  NO

Telanus Diphtheria (TD) YES NO

Oral Polie (Sabin) TOPV > YES NO

Injectable Polio (Salk) YES NO

Measles, Mumps, Rubslia (MMR) YES NO

Chicken Pox YES NO

Hepatitis B YES NO

Tuberculin test given: {most recent)

Haemophilus influenza b (HIB)

- Harwa hieath-prorvider usa this form, OR attach hisfhar own farm, OR
Physical EXamination | | s s saned copy of shooicumpior sports physca ated not o than

1 have examined the above camp applicant within the past 24 manths. Date Examined:
After mxaminalion and my roview of hister healih hisory. i is my opinion at this person is physically able o engage in camg acivities, axcept as
P ol of s _
#rry midically prescribsd meal plan or dietary restricions:

Is tha campar under the cang of a physician for any condiions? ___ No Yes  Flease eaplain

Does i camper take any madications during the school year that ey are nolt conlinuing al camp? Mo Yes Pheasa Explain:

Condifion Raquiring Medicalion’ Condiion Risquiring Medication:
Druge Dosage: Drug: Dosage:
M i & conlpolisd Diug? YES MO It this & conimllsd Drug ? YES ]

Time of Adminisiration: BAM, NOOM, S530PM Bedime OTHER Time of Admirisiralion: 848, ROON, §S30PM  Bediime OTHER

Dales of Admintstration: FROM: TCe Diates of Adminisiralion: FROM: T
Side Effects to be observed AND plan for management of side effects: Side Effects to be observed AND plan for management of side effects:

Haaith Provider's Nama: Phana | |

Addreas







