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To Pareni{siGuardiznist: Completa this saction and give thig farm (FORM 2) and 4 ¢copy of your
completed CAMPER HEALTH HISTORY FORM (FORM 1} lo your child's health-care provider for review.

CAMPER-HEALTH-CARE RECOMMENDATIONS
by LICENSED MEDICAL PERSONNEL FORM 2

Developed and reviewed by: Arterican Camp Association,
American Academy of Pedialrics Council on Schoo! Healti, &
Associalion of Camp Nurses

Dates will attend camp: from to
MonthfDayfYear Month/iDayffear

Camper Name:

Firsy Middle Last

O Male D Female Birth Date Age on arrival at camp
Month/Day/Year

Mail this form to the address below by aﬁl’-z (date)
Camper home address:

Ltj‘fhei’aﬂ Lakaside Camp
2‘49:‘: 170th Street
Spirt Lake, 1A 51360

City Stale Zip Code

Custodial parent{s¥guardian(s) phone: ( H { }
Parent{s)/guardian(s) stop here. Rest of farm to be completed by medical personnel
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The following non-prescription medicaticns are Medicai Persopnel: Please review the CAMPER HEALTH HISTORY FORM (FORM 1} and complate all
commonly stocked in camp Health Centers and are remaining sections of this form (FORM 2). Attach additional infarmation if needed.

uvsed on an as needed basis to manage ifllness and

injury. Medical personnel; Gross out thase items the ; . N P el
- Physical exam done today: O Yes O No (If “No,” date of last physical: _
camper should not be given. { phy MonthiDay/Year

Acetaminaphen (Tylenok) ACA accrediation standards specify physical exam within Jast 24 months.
ibuprefen (Advyil, Motrin)

Phenylephrine (Sudafed PE) Weightl: Ibs Heighi: t in  Blood Pressure /
Psaudoephedrine {Sudafed)

Chlorpheneramine maleate . f

Guaifenesin Allergles: 0O No Known Allergies

Dextromethorphan 0 To foods ist:

Diphenhydramine (Benadryl)

Generic cough drops O To medications: {list):

Chloraseptic {Scre throat spray)

Lice shampoo or scabies gream {Nix or Elimite) O To the environment (insect stings, hay fever, etc.— list):

Calamine lofion

Bismuth subsalicylate {Pepto-Bismol) 0O Other allergies: (list):

Laxatives for constipation (Ex-Lax)

Hydrocortisone 1% cream Describe previous reactions:

Topical antibiotic cream
Calamine lotion
Aloe

Diet, Nutrition: [ Eals a regular diet. O Has a medically prescribed meal plan or dietary restrictions:(describe below)}

The camper is undergoing treatment at this time for the following conditions: (describe befow) O None.

Medication: 0 No daily medications. O Will take the following prescribed medication(s) while at camp: {name, dose, frequency—describe below)

Other treatmentsitherapies to be continued at camp: (describe below) O None needed.

Do you feel that the camper will require limitations or restrictions to activity while at camp? O No O Yes

If you answered “Yes” to the question above. what do you recommend? {describe below—attach additional information if needed)}

“I have reviewed the CAMPER HEALTH HISTORY FORM (FORM 1), and have discussed the camp program with the camper’'s
parent(s)fguardian(s). It is my opinion that the camper is physicaily and emctionally fit to participate in an active camp program (except as
noted above.}

Mame of licensed provider (please print): Signature: Tilfe:
Office Address
Strast Cily Slate Zip Cade
Telephone: ( } Dale:

Copyright 2008 by American Camping Association, Inc. Rev. 2/07 LEE/EAW
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HISTORY FORM 1 Camper Name:

Firsl Middle Last

G Male 0 Female Birth Date Ags on arrival at camo:
ManthiDay/¥ear
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Beveteped and reviewed by: American Camp Assaciaiion,
American Acadeimy of Pedialrics Council on Schoof Health, &
Association of Camp Nursas

Dates wilt attend camp: from o
CAMP ER H EA LT H [ Maonth/Cayfyear Menlh/DayiYear

To Parent(sl/Guargian(sl: Please follow the instructions befow. Affach additional informatlon If needed.

1) Complofe pages 1. 2 and 1 of this form (FORM 1) and make a copy.

. .
Mail this form to the address befow by ﬁS“Q (cdate) |
| : 3 . 2} Send the prigingl, signed FORM 1 to camp by the requestad date.
Lutheran Lakesiie Camp 22 orieindl slanad FORN L {0 camp by tha red
L]

3} Complete the fop of FORM 2 (CAMPER HEALTH-CARE RECOMMENDATIONS) and provide the
2491 170th Street copy of FORM 1 with FORM 2 fo your ghild's health-care provider for review and completion,
Sp{ nf Lake i A 5 i 360 4] After it has been gomnleted and sigped by your child’s health-care provider, return FQRM 2 fo
' - camp by the requestad date.
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Camper Home Address:

Slreet Aadress Chiy Slale Zip Code
Parent/quardian with lagai custody to be contatted in case of jHness or injury:
Relationship
MName: to Camper: Preferred Phones: { ) { )
Email:
Home Address:
{if differant from above) Slraet Address City Slale Zip Gode
Second parentfauardian or other sraergency contact:
Relationship
Name: to Caniper: Preferrad Phones: { } { )
Email:
Adgilional conlact in event parent{syfauardian(s) can not be reached:
Relalionship
Name(s): to Camper: Prefersed Phones: ( ) ( }

Allergies: O No known allergies. O This camper is allergic to: (1 Food O Medicine [1 The enviccnment (insect stings, hay faver, etc.} O Gther
{Please describe below what the camper is allergic to and the reaction seen.)

Dist, Nutrition: O This camper eats a regular diet. O This camper aats a reqular vegetarian diet.
O This camper has special food needs. (Please describe helow.)

Restrictions: I | have reviewed the program and activities of the camp and feel the camper can participats without restrictions.
B [have reviewed the program and activities of the camp and feel the camper can paricipate with the following restrictions or
adapiations. (Please describe below.)

Medical Insurance Information:

This camper is coverad by family medical/hospital insurance O Yes O No

Include a copy of your insurance card if appropriate; copy hoth sides of the card so information Is readable.

Insurance Company Paolicy Number

Subscriber Insurance Company Phone Number ( }

Parent/Guardian Authorization for Heaith Care:

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 activifies except as noted by me andfor an examining physician. | give permission to the physician selected by the camp to grder x-rays, routine tasts,
and treatment related to the health of my child for both routine health care and In emergency situations. If] cannot be reachad in an emergency, | give my
permission to the physician to hospitalize, sacure proper treatmant 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 statf. § give parmission to photocopy this form. fn addition, the camp has permission to oblain a
copy of my child’s health record fram providers wheo treat my child and these providers may taik with the program’s staff about my child’s health status.

Signature of Custodial Relationship
Parent/Guardian ] Date: ta Campa: S

if for refigious or other reasons you cannot sign this, catact the camp for a legal waiver which must be signed for attendance. Page 1/4
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Camper MName:

CAMPER HEALTH HISTORY FORM 1

First Middle Last
Developad and reviewed by: American Camp Assosialion, American Academy of Pediatics Councit on Birth Cate:
School Heallh, 8 Assacialion of Camp Nurses Monti/DayfYaar

Immunization History: Provide the month and year for each immunization. Starred { *)immunizations must be current. Copies of immurnization forms
from health-care providers or state or [ocal government are acceptable; please attach to this form,

Immunization Dose 1 Dose 2 Dose 3 Dose 4 Dose b Most Recent Dose
Month/Year Month/Year Month/Year MonthfYear Month/Year Manth/Year

Diptheria, tetanus, pertussis &
DTaP)or (TdaP)

Telanus booster *

dT) or (TdaP)

Mumps, measles, rubelia *
MMR)

Polio *

1PVy

Haemophitus influenzae type B
HIB}

Pneumococcal
PCV)
Hepatitis B

Hepalitis A

Mariceila OHad chicken pox
chicken pox) Dale:
Meningococeal meningitis
MCV4}

[Tubercutosis (TB) test | Bate: |0 Negative 0 Positive |

If your camper has not been fully immunized, please sign the following statement: [ understand and accept the risks to my child from not
being fully immunized.

Signaiure of Custoial Relaticnship
Paren¥Guardian: Date- to Camper:

Medication: O This camper will not take any daily medications while attending camp.
O This camper will take the feilowing daily medication(s) while at camp:

"Medication” is any substance a person takes to maintain andfor improve their health. This includes vilamins & natural remedies. Please review camp
instructions about required packagina/confainers. Many states require original pharmacy containers with labels which show the camper's
name and how the medication should be given. Provide snough of each medication fo fast the endire time the camper will be at camp.

Name of medicalion] Dale started Reason for taking i When it is given Amount or dose given How il is given

: CI8reakfast

CLunch
CDinner
CBedtime
COther time:
1B realfast
CILunch
ODinner
CIBedtime
OCther lime:
OBreakfast
CJLunch
CJDinner
CBedtime
OOther ime:

The following non-prascriplion medications may be stocked in the camp Health Center and are used on an ag needed basis to manage illness and injury.
Cross out those the camper should pot be given.

Acetaminophen {Tylenol} Ibuprofen (Advii. Motrin}

Phenylephrine decongestant (Sudafed PE} Pseudoephedrine decongesiant { Sudafed}
Aatihistamine/allergy medicine Guaifenesin cough syrup {Rebitussin)

Dipnenhydramine antihistamine/allergy medicing {Benadryl) Dextromethorphan cough syrup {Robitussin DM)

Sore throat spray Generic cough drops

Lice sirampoa or cream {Nix or Elimite)} Antibictic cream

Calamine iotion Aloe

Laxatives for constipation (Ex-Lax) Bismuth subsalicylate for diarrhea {Kaopsclate. Papio-Bismol)

Rav 12007 LES/EAW
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Camper Name;

CAMPER HEALTH HISTORY FORM 1

First Middle Last

- Doveloped and reviewed by: Americen Camg Assaciafion, Amoricen Academy of Pedialrics Councit on Birth Dale:
Schoof Heallh. & Association of Camp Nurses Month/DayfYear

General Health History: Check “Yes" or "Na" for each statement. Explain “Yes"” answers below.

Has/does the camper:

1. Ever been hospitalized? .............................0 Yas O No 1. Had fainting or diZZINESS? ..oeivevreerri i sevevran e vrenias 0O Yes 0O Neo
2. Bver had surgery? ....ceoeveceieeeee...,.. 0 Yes O Noo 12, Passed outthad chesi pain during exercise? ................ ... 30 Yes 0O Me
3. Have recurrent/chronic illnesses? .................0 Yes O No  13. Had mononucieosis ("mono™) during the past 12 months?... 0 Yes 0O No
4. Had a recent infectious disease? ..................0 Yes 0O No 14. If female, have problems with periodsimenstruation? ........ O Yes 0O No
5. Had a recent injury? ...cooooovveveeeieiee oo, 0 Yes . 0 No 15, Have problems with falling asleepfsleepwalking? ............. O Yes [ No
6. Had asthma/wheezing/shortness of breath?...... O Yes O No  16. Ever had backfjoint problems?.......... ... ... O Yes [ No
7. Have diabetes? .........cc.eoeeoee ... 0O Yes 0O Ne  17.Have a history of bedwelling? ... .................. ... 0 Yes 0O No
8. Had seizures? ..o veeveee. 4 Yes 8 Noo 18, Have problems with diarrheafconstipation?.......... . . ....... O Yes 0O Mo
9. Had headaches? .......... ... ..... T O Yes O No  19.Have any skinproblems?.......... ... ... ... Yas 0 No
10. Wear glasses, contacts, or prolective eyewear? 0 Yes 0O Mo  20. Traveled outside the country in the past @ months?............ O Yes 9 No

Please explain "Yes" answers in the space below, noting the number of the questions. For travel outside the country, please name countries visited
and dates of travel,

Mental, Emotional, and Social Health: Check "Yes" or "No" for each statement.

Has the camper:

1. Ever been breated for attention deficit disorder (ADD} or aliantion deficitthyperactivity disorder (AD/MHDY? .. ... ... . .... O Yes 0O No
2. Ever been treated for emotional or behaviorat difficulties ar an eafing desorder’r‘ i 3 Yas O No
3. During the past 12 months, seen a professional to address mentallemotional health concerns? . ........ ... e ... Yes 0O No
4. Had a significant life event that continues lo affect the camper's life?................. ceerirreeee:d Yes 00 No

(History of abuse, death of a loved one, family change, adoption, fﬂster care, new stbling‘ suwwed a disasler Dthers)
Please explain "Yes" answers in the space below, nating the number of the questions. The camp may contact you for additional information.

Health-Care Providers:

Mame of camper's primary doctor(s): Phone: { )
MName of denfist(s): Phone: { }
Name of orthodontisi{s): ) Phone: { )

What Have We Forgoften to Ask? Please provide in the space below any additional information about the camper’s health that you think imporiant or
that may affect the camper's ahilily to fully participate in the camp program. Attach additional information if needed.

Parenis/Guardians: STOF here. The rest of this is form is completed when the camper arrives at camp. Keep a copy for vour records.
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