
PHYSICAL EXAM
BY PHYSICIAN

DUE MAY 1
(must be completed within 6 months

of camp session)

CAMPER’S NAME:

Does/Has the camper have/had: (please explain “yes” answers below.)

      Recent injury, illness or infectious disease?
      Chronic or recurring illness/condition?
      Hospitalization?
      Surgery?

       Frequent headaches?
    Head injury or knocked unconscious?

     Wear glasses, contacts or protective eyewear?
     Frequent ear infections in the last two years?
     Fainting, dizziness, chest pain during exercise?
    Seizures?
    Normal menstruation history?
    High blood pressure?

Yes No Yes No
    Heart Murmer?
    Orthopaedic Problems?
    Constipation/diarrhea?

      Skin problems (itching, rash, acne)?
      ADD or ADHD?
      Diabetes?
     Asthma?
     Use an inhaler?
      Problems with sleepwalking?
     History of bedwetting in last two years?
      Eating disorder?
      Professional help for emotional difficulties?

Please explain “yes” answers and note the number of the question:

Please list any RESTRICTIONS from normal activity while at camp:

Camp is NOT a good time to take a “vacation” from any normal medications. Please indicate any medications camper will continue
at camp, their dosage(s) and purpose:

I have examined the camper listed  and reviewed her health history, and it is my opinion that she is physically and emotionally
capable of living in a community setting and participating in an active camp program with the restrictions noted.

Examining physician’s signature

Telephone number
(          )

Date

Physician’s printed name and address

CAMP USE ONLY

Date Screened

Meds Rec’d

Notes

By:

Age       Height        Weight       BP       Pulse

Allergies Requires Epinephrine?    Yes        No

Allergic to Penicillin? Yes No List allergy to other Meds:

     Chicken Pox ?       Flu within the past year?
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HEALTH
INFORMATION
BY PARENT
DUE MAY 1

CAMPER’S NAME PREFERS

DOB AGE (at camp) SSN 1st Year at Illahee?   Y         N

Camp Session

June
Mini 1
Mini 2

July
August
Junior

MM/DD/YYYY

Address
Street Address City State Zip

CUSTODIAL PARENT(S)/GUARDIAN

EMERGENCY CONTACT (if parent is not available)

NAME RELATIONSHIP

Home Phone Work Phone Cell Phone(         ) (         ) (         )

Home Phone Work Phone Cell Phone(         ) (         ) (         )

INSURANCE INFORMATION-Attach a copy of the front and back of your insurance card.
Insurance Company Name of policy holder
Policy Number Group Number ID#

IMMUNIZATIONS (indicate date completed or most recent booster)

Polio Series Completed TB Test (last date)             Result: Pos  Neg
Hep B Completed

DTP Series Completed MMR: Date            2nd Booster

MEDICATIONS TO BE ADMINISTERED AT CAMP (must be in original container with dispensing instructions)

Medication Dosage

Specific Times Taken Each Day Reason for Taking

Signature of Legal Guardian Date

This health history is complete as far as I know. In the event that I cannot be reached in an emergency, I hereby give permission to the physician(s)
selected by the camp director to hospitalize, secure treatment for, and to order injection, anesthesia, or surgery for my child named above.I agree to
the release of any records necessary for treatment, referral, billing, or insurance purposes. I hereby give permission for the nursing and medical staff to
administer prescription and non-prescription medication brought from home as well as those prescribed while at camp. I understand that any
incidental charges, including medical bills for any accident, illness, or medications will be my responsibility . Camp Illahee, its medical providers or
pharmacists may not file insurance information (we will provide receipts so that you can file). I understand that all accounts with camp and its
medical providers must be settled within a month after the close of my daughter’s session.

It is the responsibility of parents/guardians to become familiar with all of the activities and programs offered by Camp Illahee as described in
literature, videos, and in our parent handbook. I understand that my child’s participation in Camp Illahee and any activity is entirely voluntary. I
further recognize that there are hazards and dangers inherent in camp events and programs, and although Camp Illahee has taken safety measures to
minimize the risk of injury to participants, it cannot guarantee that the participants, equipment, premises and/or activities will be free of hazards,
accidents and/or injuries. I have further instructed my child in the importance of knowing and abiding by the camp’s rules, regulations, and procedures
for the safety of camp participants.

Haemophilus influenzae type B (HIB)                                       Pneumococcal (PCV)

Hep A Completed

Meningococcal meningitus (MCV4)                                          H1N1 influenza vaccine
TD (Tetanus/diptheria booster)                                                 Varicella (chicken pox)
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Circle One


