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A Camp to Remember /Tamarack Grief Resource Center

Health History & Information Form for Campers 
· Male









· Female

Camper’s Name_________________________________________________ Birth date__________ Age at camp__________

Last, First, Middle Initial

Camper’s Home Address____________________________________________________________________________________

Street Address City State Zip Code

Child’s Social Security Number _______________________________ 

Insurance Information Is the participant covered by family medical/hospital insurance?  Yes  No

Insurance Company ___________________________________________ Policy #______________________________________

Subscriber ______________________________________ Insurance Company Phone Number ___________________________

 A PHOTOCOPY OF THE FRONT AND BACK OF HEALTH INSURANCE CARD MUST BE ATTACHED TO THIS FORM 
Custodial Parent/Guardian________________________________________ Preferred Phone(_____)______________________

Cell Phone(_____)____________________ Other Phone(_____)_________________________Email ______________________

Home Address_________________________________________________________________________________________________

(if different from above) Street Address City State Zip Code

Emergency Contact____________________________________________ Relationship_____________________________________

Home Phone(_____)____________________ Work Phone(_____)___________________ Cell Phone(_____)________________
CAMPER’S ALLERGIES List all known. Describe reaction and management of the reaction.

·  Medication allergies (list)

____________________________________ ___________________________________________________________________

____________________________________ ___________________________________________________________________

·  Food allergies (list)

____________________________________ ___________________________________________________________________

____________________________________ ___________________________________________________________________

·  Other allergies (list) – include insect stings, hay fever, asthma, animal dander, etc.

____________________________________ ___________________________________________________________________

· ____________________________________ ___________________________________________________________________

·  No Known Allergies

RESTRICTIONS The following restrictions apply to this individual

Dietary__________________________________________________________________________________________________

Restrictions on Activity (e.g. what cannot be done, what adaptations or limitations are necessary)

________________________________________________________________________________________________________

________________________________________________________________________________________________________

GENERAL QUESTIONS (explain “yes” answers below.)

Has/does the participant: 


Yes No

1. Had any recent injury, illness or infectious disease?
   
2. Have a chronic or recurring illness/condition? 
   
3. Ever been hospitalized? 


   
4. Ever had surgery? 



   
5. Have frequent headaches? 


   
6. Ever had a head injury? 


   
7. Ever been knocked unconscious? 

   
8. Wear glasses, contacts or protective eye wear? 
   
9. Ever had frequent ear infections? 

   
10. Ever passed out? 


   
11. Ever had dizziness or fainting? 

   
12. Ever had seizures?         


   
13. Ever had chest pain during or after exercise? 
   
14. Ever had high blood pressure? 

   
15. Ever been diagnosed with a heart murmur? 
   
Yes No
16. Ever had back problems? 



   
17. Ever had problems with joints? 


   
18. Have an orthodontic appliance being brought to camp? 
   
19. Have any skin problems (itching, rash, acne)? 

   
20. Have diabetes? 




   
21. Have asthma? 




   
22. Had mononucleosis in the past 12 months? 

   
23. Had problems with diarrhea/constipation? 

   
24. Have problems with sleepwalking/falling asleep? 

   
25. If female, have an abnormal menstrual history? 

   
26. Have a history of bedwetting? 


   
27. Ever had an eating disorder? 


   
28.Traveled outside the US in the past 9 months? 

   
29. Had a tetanus booster in the past 5 years?            
   

Please explain any “yes” answers from above, noting the number of the questions.

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
IMMUNIZATION HISTORY (list below or attach a copy of the immunization record from the health care provider)

Which of the following has the participant had?

Measles Chicken Pox German measles Mumps Hepatitis A Hepatitis B Hepatitis C

TB Mantoux Test Date of last test_______________ Result:  Positive  Negative

Please give all dates of immunizations. Starred () immunizations must be current.

Dose 1 
Dose 2 
Dose 3 
Dose 4 
Dose 5 
Most Recent Dose

Vaccine: 




Mo/Yr 
Mo/Yr 
Mo/Yr 
Mo/Yr 
Mo/Yr 
Mo/Yr

Diptheria, tetanus, pertussis* (DTaP) or TdaP) 

_______ _______ _______ _______ _______

Tetanus Booster*(dT) or (TdaP)







_______

Polio(IPV)*




_______ _______ _______ _______

Mumps, measles, rubella* (MMR) 


_______ _______ 



_______

Haemophilus influenzae type B (HIB)


_______ _______ _______ _______

Pneumococcal (PCV)



_______ _______ _______ _______

Hepatitis B




_______ _______ _______

Hepatitis A 




_______ _______

Varicella (chicken pox)



_______ _______  Had chicken pox Date _______

Meningococcal meningitis (MCV4)


_______

Tuberculosis (TB) test 



Date: 

 Negative  Positive

ADDITIONAL INFORMATION (Use this space to provide any additional information about the participant’s behavior and physical, emotional or mental health about which the camp should be aware.

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Name of primary care physician_____________________________________________ Phone_________________________________Address___________________________________________________________

Name of family dentist/orthodontist_____________________________________________ Phone_________________________________Address______________________________________________________

Prescription medications:

 No Daily Medications  Will take the following prescribed medication(s) while at camp:(Describe below)
	Prescription Drug Name
	Dose
	Schedule & Indications
	For Treatment of:    /   Comments:

	
	
	
	

	
	
	
	

	
	
	
	


NOTE: Bring enough medication to last the entire time at camp. Keep it in the original packaging/bottle that identifies the prescribing physician, the name of the medication, dosage and frequency of administration.
Over-the-Counter Medications 

Do you give permission for the Camp Nurse to administer (check all that apply):


Benadryl _______  Hydrocortisone Cream_______  Motrin ________  Tylenol ________  
Parent/Guardian Authorization for Health Care – This Statement MUST be signed for attendance*

This health history is correct and accurately reflects the health status of the camper to whom it pertains. The person described has permission to participate in all camp activities except as noted by me and/or an examining physician. I give permission for the staff of A Camp To Remember to administer treatments according to the Camp’s protocol and to the physician selected by the camp to order x-rays, routine tests, and treatment related to the health of my child for both routine health care and in emergency situations. If I cannot be reached in an emergency, I give my permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child. I understand the information on this form will be shared on a “need to know” basis with camp staff. I give permission to photocopy this form. In addition, the camp has permission to obtain a copy of my child’s health record from providers who treat my child and these providers may talk with the program’s staff about my child’s health status.

Signature of parent or guardian or of adult camper _________________________________________________________

Printed Name_________________________________________________________________________ Date___________________________

I also understand and agree to abide by any restrictions placed on my participation in camp activities and to follow all Camp rules and to seek immediate guidance from Camp counselors and administrators if a serious problem should arise.

Signature of camper   __________________________________________________ Date_________________________
