
Camper Health Examination Form
Name: _______________________________________   

Birthdate: ____/____/____   Age: _______

Parent/Guardian: ____________________________________ 

Phone # Day: __________________    Night: __________________
Home Address: _____________________________________________________________________
In an emergency, notify: (other than parents):

(Please list persons who will be available during camp session and the contact number.)

Doctor’s name: __________________________________  Phone #  ___________________________
Health History (please circle if the camper has experienced this)

Diabetes Fainting Convulsions Chickenpox
Asthma Stomach Upset Athlete’s foot Measles
Heart trouble Constipation Sleep walking Mumps
Bed wetting German measles Poison Ivy or Oak Homesickness    Tubes in ears

Operations, serious illness: _________________________Any drug or food allergies: ___________________
Allergic reactions:  Bee sting ______  Penicillin______   Poison Oak/Ivy______   Other_______________
Additional information:
Is this the first time your child has stayed overnight without your presence?  ___________

Any specific activities to be restricted?  _________________  Does camper know how to swim?  __________
Has camper had a Tetanus shot in the last 5 years?  _____________  Date of Tetanus:  ________________

Any condition requiring regular medication?  _________________________________________________
Name of Medication and Instructions:  ______________________________________________________
Any specific equipment needed?  (i.e., braces, glasses, contacts, retainers)  _________________________
Fear of dogs: _______________  Special dietary needs:  ________________________________________

Please circle any of these over-the counter medications that the Camp Nurse may give to the camper if he/she 
thinks it necessary:

Benadryl     Tylenol     Ibuprofen     Motrin      Saline eye rinse     Calamine lotion     Tums

NOTE: Please notify the Camp Director if this child is exposed to any communicable disease in 
the three weeks prior to camp attendance.

Insurance Coverage:  _________________________________  Policy ID:  ____________________

In case of medical emergency, I understand that every effort will be made to contact the parents or 
guardian of campers. In the event I cannot be reached, I hereby give permission to the physician selected by the 
Camp Director to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for my 
child as names above.

Signature: ______________________________________   Date:  _________________________
A pediatrician and a nurse will be present at camp.


