= Address
5333 Centerline Road
! NCCS P.0.Box 610
{ Camp Newaygo, Ml 49412
Newaygo 231-652-1184

231-652-2542(fax)

CAMPER HEALTH HISTORY 2010

THIS FORM MUST COME TO CAMP WITH EACH CAMPER AND BE PRESENTED TO THE HEALTH OFFICER DURING A HEALTH SCREENING
Please attach a copy of your Health Insurance Card. 7HE FOLLOWING FORM MUST BE COMPLETED BY THE CAMPER'S PARENT OR
GUARDIAN. THIS INFORMATION PROVIDES CAMP HEALTH CARE PERSONNEL THE BACKGROUND NEEDED TO PROVIDE APPROPRIATE
CARE TO EACH CAMPER. ANY CHANGES TO THE INFORMATION PROVIDED BELOW SHOULD BE GIVEN TO CAMP HEALTH PERSONNEL
UPON PARTICIPANT'S ARRIVAL AT CAMP. PLEASE PROVIDE COMPLETE AND ACCURATE INFORMATION. Print please!

CAMPER INFORMATION

NAME:

Last First Middle

BIRTH DATE: / / AGE WHILE AT CAMP: GENDER: []Female []Male

ETHNICITY: [J ASIAN [] AFRICAN-AMERICAN [] HISPANIC/LATINO [J WHITE [] OTHER

HOME ADDRESS:

Street City State Zip

SOCIAL SECURITY NUMBER OF PARTICIPANT(Last 4 Digits) - OR Identification#

EMERGENCY CONTACT INFORMATION

CUSTODIAL PARENT / GUARDIAN NAME:

Last First Middle
ADDRESS:
Street City State Zip
DAYTIME PHONE NUMBER: ( ) EVENING PHONE NUMBER: ( )
CELL PHONE NUMBER: ( ) PAGER NUMBER: ( )
SECOND PARENT / GUARDIAN NAME:
Last First Middle
ADDRESS:
Street City State Zip
DAYTIME PHONE NUMBER: ( ) EVENING PHONE NUMBER: ( )
CELL PHONE NUMBER: ( ) PAGER NUMBER: ( )

IF PARENTS / GUARDIANS LISTED ABOVE ARE NOT AVAILABLE IN AN EMERGENCY,

CONTACT: RELATIONSHIP TO CAMPER
ADDRESS:

Street City State Zip
DAYTIME PHONE NUMBER: ( ) EVENING PHONE NUMBER: ( )
CELL PHONE NUMBER: ( ) PAGER NUMBER: ( )
NAME OF CAMPER’S PHYSICIAN: PHONE NUMBER: ( )
ADDRESS:

Street City State Zip
IS THE CAMPER COVERED BY FAMILY MEDICAL / HOSPITAL INSURANCE? Yes [] No []
CARRIER OR PLAN NAME: ID NUMBER:

CO-PAY AMOUNT




LIST ALL KNOWN ALLERGIES. DESCRIBE REACTION AND MANAGEMENT OF THE REACTION. EPIPENYES___ NO
(Attach another page if necessary) ADULT JUNIOR

DESCRIBE AND EXPLAIN ANY DIETARY RESTRICTIONS/FOOD ALLERGIES:

Please Explain
RECENT INJURY, ILLNESS, OR INFECTIOUS DISEASE
CHRONIC OR RECURRING ILLNESS OR CONDITION
BEEN HOSPITALIZED

SURGERY

FREQUENT HEADACHES

HEAD INJURY

WEARS GLASSES, CONTACTS, OR PROTECTIVE EYEWEAR
FREQUENT EAR INFECTIONS

FAINTED DURING OR AFTER EXERCISE

SEIZURES

CHEST PAIN DURING OR AFTER EXERCISE
HIGH BLOOD PRESSURE

DIAGNOSED WITH A HEART CONDITION
BACK PROBLEMS

DIABETES

ASTHMA

DIARRHEA / CONSTIPATION
SLEEPWALKING

BEDWETTING/URINARY TRACT CONCERNS
EATING DISORDER

HEAT SENSITIVITY

OO0O000 00000 000040 000043
I DI:IDE”:@

NO YES

IF FEMALE, HAS THE CAMPER MENSTRUATED L
IF YES, IS THERE AN ABNORMAL MENSTRUAL HISTORY ]

IF NO, HAS CAMPER BEEN INFORMED ABOUT MENSTRUATION[] Ll
EMOTIONAL DIFFICULTIES FOR WHICH PROFESSIONAL HELP WAS SOUGHT ]

PLEASE MARK IF CAMPER HAS HAD: DATE OF LAST IMMUNIZATION:
[ 1 TETANUS A

[1HEPATITIS A 1 ]
HEPATITIS B I 1_

MY CHILD IS UP TO DATE WITH ALL REQUIRED SCHOOL VACINATIONS. YES NO___ PLEASE
PROVIDE INFORMATION REGARDING PARTICIPANT’S PHYSICAL, EMOTIONAL, OR MENTAL HEALTH WHICH CAMP
NEWAYGO HEALTH STAFF SHOULD BE AWARE OF (attach additional pages if necessary).

LIST ALL MEDICATION(S) AND USE. MEDICATIONS BROUGHT TO CAMP MUST BE IN THE ORIGINAL PACKAGING THAT
IDENTIFIES THE PRESCRIBING PHYSICIAN, THE NAME OF THE MEDICATION, THE DOSAGE, AND THE FREQUENCY OF
ADMINISTRATION (attach an additional page if necessary).

DESCRIBE AND EXPLAIN ANY ACTIVITY RESTRICTIONS:

THIS FORM MUST BE SIGNED BY A PARENT OR GUARDIAN

THE HEALTH HISTORY DESCRIBED ABOVE IS CORRECT, AND THE CAMPER DESCRIBED HAS PERMISSION TO ENGAGE IN
ALL CAMP ACTIVITIES EXCEPT AS NOTED.

| HEREBY GIVE PERMISSION TO THE MEDICAL PERSONNEL SELECTED BY THE CAMP ADMINISTRATION TO ORDER X-
RAYS, ROUTINE TESTS AND TREATMENT FOR THE LISTED PARTICIPANT. IN THE EVENT | CANNOT BE REACHED IN AN
EMERGENCY, | HEREBY GIVE MY PERMISSION TO THE PHYSICIAN SELECTED BY THE CAMP ADMINISTRATION TO
SECURE AND ADMINISTER TREATMENT, INCLUDING HOSPITALIZATION FOR THE CAMPER NAMED ABOVE. THIS
COMPLETED FORM MAY BE PHOTOCOPIED FOR OUT OF CAMP TRIPS.

SIGNATURE OF PARENT OR GUARDIAN: DATE:




	LIST ALL KNOWN ALLERGIES.  DESCRIBE REACTION AND MANAGEMENT OF THE REACTION.      EPI PEN YES___ NO____
	(Attach another page if necessary)___________________________________________________________________     ADULT______ JUNIOR____
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