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            Camper Name:__________________________________

GENERAL MEDICAL HISTORY

Please answer the following questions about your child’s medical history so that necessary preparation can be made.  The information you provide will not be considered in the camper application process.  The more information we have, the better we will be able to care for your child.

IMMUNIZATION DATES

Measles, Mumps, Rubella:
___________


DPT:


___________

Measles Booster:

___________


Primary Series:

___________

Polio:



___________


Booster:

___________

Primary Series:


___________


Last Tetanus Booster
___________

Booster:


___________


Pneumovax (if app.):
___________

Hepatitis B


___________


H. Flu Vaccine (HIB)
___________

Has your child had chicken pox or shingles?
Yes_____ Date______________ No_______

Was this diagnosed by a physician?
Yes______ No______

Has the chicken pox varicella vaccine been given? 
Yes______ No_______

List any food restrictions, allergies, or special requirements:_____________________________________

_____________________________________________________________________________________

List any other medical problems (such as allergies, asthma, hay fever, seizures, etc.):_________________

_____________________________________________________________________________________

List any drug allergies:__________________________________________________________________

List any physical restrictions or limitations (amputations, crutches, wheelchair, etc.):_________________

_____________________________________________________________________________________

Special needs/care requirements (fluid needs, vision/hearing loss, behavior, etc.):____________________

_____________________________________________________________________________________

Level of assistance required for personal hygiene care:

Independent______
Minimal______    Moderate______
1:1______

Does your child wet the bed?  If so, how often? ______________________________________________

Primary Care Physician:______________________________   Phone:__________________________

Any other information to help us care for your child:__________________________________________

(over)

List of Medications

Please list the medications that your son or daughter is taking.  If there are none, please write NONE.
	Medication
	Dosage
	Special Instructions

	
	
	

	
	
	

	
	
	

	
	
	


