Year

Cabin or Tent

Name

Heaitr Histery and Examination Form Dates of Camp Aftendancs _
for Children, Youth and Adulis r
Aitending Camps FR 08

| CAMP NAKANAWA
1084 Camp Nakanawa Road

-l @?‘fﬁ Developad and approved by
d f 3 H W Amerlcan Camping Assoclations
\ C)n{?’ Amercan Agademy of Pedizatrics

| Fax: 931-277-5552,

Crossville, Tennessee 38571-2146

[ Mail this form to the address balow by 5/1/2010 datal

ooy

The information on this form is not part of the camper or staif  Recommendations of a Ucensed Medical Personnel,” to be
accaptance process, bulis gatherad to assist us in identify- filled In by parsnts/guardians of minors or by adulls

ing approphate care. This form, except for e “Health themselves.

Narna

Last Firsr il

Birth date Ags at camp

Home addrass
Chy Sty

Gender: [ Male O Femals

Sireet goirass

Social sacurily numbsr ol participant

Cuslodial parent/guardian - Phone
Homea addross :
e itfenant fom aboval  Steef saciasy Chy Sz Ere
Dusiness addrass Phone

Klroe! aoress oy Bista )
Second parent or quardian of emergency contact
Address __Phone

Strast suitress oy Sizie Zia

Business address Phecne
If not availabls in an emergency, nolify:
Name
Rsiationship Phone
Address

Sireet agar=ss (=3 Sty o

***please inciude a photocopy of your lnsura]nce Card, {front and back),
. and the Social Security Number and Date of Birth of the insured card holder.
Insurance Information This is needed in case of an emergency trip tq the hospital or doctor’s office.

Is the participant coverad by family medical/hospital insuranca? [ Yes [ No

If so, indicate carrisr or plan nams - _Group ¥

Camer address

Mame of insured Relationship to participant

Date of Birth, Social Security Number and insurance ID Number of Policy Holder.

IMPORTANT --- THESE BOXES MUST BE COMPLETED FOR ATTENDANCE

Permission to Provide Necessary Treatment

by tha camp directar to arder X-rays, rouline tests, treatment;

and to provide or arrange necessary relatsd transportation of camp.

Signaturs of parani or quardian or adutt campedstaliar

L

for mefor my child. {n the event | cannot be reaghed in an
or Emergency Care: emergency, | hersby give permission to the physician
I hsraby give permission o the medical parsonnal salectad salactad by the camp direcior 1o securs and administer

treatmant, lincluding hospitafization, for the person namad
to rslease any racords necessary for insurance purposes; above. This complated forrn may ba phatocopisd for lrips wut

Witnoss Date e

e

I also undarstand and agres to abids by the restictions placad on my camp activitios.

i

Signature of minor or adult camper/stafisr __ _ . - Dats e

" for religfous reasens you cannat Sign s, cornlact the camip for 5 legal wetver which mus! be sigred for aliendancs.

Please check whether you are attendfng:
{June 13 —June 26) 2 Week Junior ____ 2 Week Intermediate
{(June 28 —July 25) 4 Week Junior ___ 4 Week Int/Senior




Health History

The following informaiion rmust be filled in by the pareny/ compieted form for y:;:nur records. Any changes lo this form
guardian, or adult camper or stalf member. The inlent of this should be provided to camp health parsonnsl upon
information is to provide camp health care psisonnal the pariicipant's arrival in :camp. Provide complete information so
background to provide appropriate cars. Keap a copy of the that the camp can be aware of your neads.

ALLERGIES Uist all knawn. Dsscribe raactiop and managsemaent of the reaction.

Medication aliergies (list)

Food allergies (list)

Other allergies {list) — include insact stings, hay lever, asthma, animal dander, atc.

MEDICATIONS BEING TAKEN

Pleass list ALL medicalions (including over-the-counter or packaging/botife that identifies the prescribing physician. {if a

nonprescription drugs) taken routinely. Bring encugh prascription drug), the
medication to last the entire tirme at camp. Keep it in the ofginal the frequency of admin

ame of the medication, the dosagse, and
istration.

IE This person takes NO medications on a rouiine basis.

O This person takes medications as foflows:

Med #1 Dosage Specific times takan

Heason for taking

each day

Med #2 Dosage Specific times taken

Reason for taking

each day

Mad #3 Dosage Specific timas taken

each day

Reason for taking

Attach additional pages for more medications.
Identify any medications taken during the schoeol year that pariicipant doss/may not take

during the summer:

AESTRICTIONS

All special dietary needs must be acknowledged by a licensed Physician with a written request to the camp

and then approved by the directors. Supplemental foods will be kept in the Infirmary. Any possible
substitutions, questions or concerns must be discussed with the directors prior to May 1" |

The fo!lowing rastrictions apply to this individual.

Dietary
O Does not sat red meat 0 Doss not aat pork oo
O Doss not eat poultry 00 Doss not sat seafood oD

0 Other (describe)

menuy

0es not eat eggs
oes nol eat dairy producis

Explain any restrictions to activity (B.g. what cannot be done, what adaptations or limitz

lions arg necessary)

Our Menus are posted on the Web Site:




General Guesiicns (Explain “yes” answers below.)

Has/does the participant:

1.

O~ D ;WP

9.
10.
11,
12
13.
14,
15,
186,

Had any recent injury, illness or infectious

disease?. ... ...
. Have a chronic or recurring illness/condition?. .

.Everhad surgery? .. ...l
. Have frequent headaches? .. ........... ..
_Everhadahsadinjury?..................

. Wear glasses, contacts or protective
GYOWBAIT. ..
Evar had frequent ear infections? . ....... ..

Everhad seizures? ........ .. ... .. ...,
Ever had chest pain duiing or after exarcise?. .
Ever had high blood pressure? . ...........
Ever been diagnosed with & heart murmur? . ..
Ever had back problems? ... ..... .. ... ..

¥es No

O
0

0
0
0

O
O

oonooooo

oooopoooon

17.

18.

18.

20.

21.
22.

Ever had prootems with joints

Have ahy skin problems {e.g., itching,

rash, a¢ne)? ...........................
Have diabetes? . ... ............... ...,
Havsasthma? ... ............. . ... ...
Had mononucleosis in the past 12 months? . ..
. Had problems with diarrhsa/constipation? . ..
. Have problems with sleepwalking? .. ... .. ..
. I female, have an abnormal menstrual

RSt s
6. Have a history of bed-wetting? ............
.Have aneating disorder?. . . ..............
8. Ever had emotional difficulties for which
professibnal help was sought? ............

Pizase explain any “yes” answers, noting the number of the guestions.

O

O

. a

|

0

|

ocooooo

Ooono

Which of ths following has the pariicipant had?
3 Measles

0O Chicken pox

O German measles

O Mumps

O Hepatitis

O Varicslla Zoster

Dats of last TB Mantoux fest
Result

Please givé dats for last immunization for:

Date

Vaccins

DTP

1D (letanus/diphtheria)
Tetanus

Polio

Rubella
Haernophilus influsnza B
Hepatilis B

Use this space to provide any additional information about the participant's behavior
and physical, emotional, or mential healik about which the camp should be aware.

Measles (hard or red measles or rubeola)

Narne of family physician Phons
Address
Mams of farnily dentis¥/orthodontist Phone
Addrass

Parent/Guardian Authorizations: This health history is correct and Complc_—nfe as far as | know,
and the person herein described has permission to engags in all camp activiliss excepl as noted.

Signed

Printed

Uate




Health Care Recommendations by Licensed Medical Personnel

| have examinad the above camp participani. Dats of last sxaminafion

BP Waight

Hsight

In my opinien, the above applicant [is Jis not  able o participate in an active camp program.

The applicant is under the care of a physician for the following condilions

Cuirent treaiment ai the time of this report includes

Recommendations and Hestrictions at Camp
Treatment io be confinued at camp

Medications to be administerad at camp {name, dosage, frequency}

Any medically-prescribed meal plan or dietéry restrciions

Known allergiss

Description of any limitation or restriction on camp aclivities

Additional information for health care staff at the camp

Signature of Licensed Medical Personnel

Prinited Titie

Address

Phone

Dale

Forcamp use only

Screening Aecord

Date scresned

Time

Meds racsived

Updates/additions to health history noted [ Yes [ No [ NMone required
Current health needs identified

Observalional notes

Screened by

Capyright 1983 by Amarican Camping Association, Inc. Revised 1990, 1992, 1994, 1995, 1996.




