Version 2011

\{\\0 \77 Please Mail Completed Form By:
‘8‘ (4 H EA LTH (3 Saturday, May 28 for Session One
(3 Saturday, June 11 for Session Two For Office
H I STO RY A Saturday, June 25 for Session Three Use
(3 Saturday, June 25 for Trailseeker A or B
—
Aol Fanivrsang 933 Friendly Pines Rd - Prescott, AZ 86303 - (928) 445-2128 or (888) 281-CAMP (2267) Z
legaghonad email: info@friendlypines.com www.friendlypines.com &
This form was developed by Friendly Pines Camp’s consulting physician, based on standards promulgated by the American Camp %
Association and the American Academy of Pediatrics. USE THIS FORM ONLY! The information on this form is not part of the camper
acceptance process but is gathered to give camp health care personnel the background to provide appropriate care. Health history
(pgs. 1-3) must be fully completed by parents/guardians of minors and be at camp before child’s arrival; otherwise, she or he will not be g
permitted to take part in any activities. . Health exam (back page) must be completed by approved licensed medical personnel within  ~
12 weeks of child’s coming to camp. Parent/Guardian must sign pages 1 and 4.
Name Birth date Age at Camp
Last First (or name used) month/day/year
Home address
Street address City State Zip
Grade Next Fall Religious Pref. Gender: (1Male [ Female
) . Phone ( )
Custodial parent/guardian Cell ( )
Last First
Home address
(if different from above)  Street address City State Zip
es!
Business address Phone ( ) 2
Street address City State Zip
Second parent or guardian or emergency contact
Last First Phone ( )
Address Cell ( )
Street address City State Zip
Business address Phone ( )
Street address City State Zip
. . . @)
If not available in an emergency, notify: Phone ( ) 2'9_
Name Cell ( ) =
Last First
Relationship Work Phone ( )
Address
Street address City State Zip
Insurance Information
Is the participant covered by family medical/hospital insurance? 3 Yes (1 No
If so, indicate carrier or plan name
Group#/Name Policy #
» Photocopy of front and back of health insurance card must be attached to this form.
Important - The following two boxes must be complete for attendance &V;
2]
Parent/Guardian Authorizations: This health history is correct necessary related transportation for my child. S
and complete as far as | know. The person herein described has In the event | cannot be reached in an emergency, | hereby give =
permission to engage in all Camp activities except as noted. permission to the physician selected by the Camp to secure and administer
. I hereby give permission to the Camp to provide treatment, including hospitalization, for the person named above, and | re-
routine health care, administer prescribed medications, and lease Friendly Pines Camp, Inc., its officers, directors, and other personnel
seek emergency medical treatment including ordering x-rays or from all liability which may result from any of the aforementioned actions.
routine tests. | agree to the release of any records necessary for This completed form may be photocopied for trips out of Camp. =
insurance purposes. | give permission to the Camp to arrange g
H

Signature of parent/guardian X Date

Printed Name

| also understand and agree to abide by any restrictions placed on my participation in all phases of camp.

Signature of minor X Date




2010 Health History - to be completed by the parent/guardian.

Keep a copy of the completed form for your records. Any changes to this form should be provided to Camp health personnel
upon participant’s arrival in Camp. Provide complete information so that the Camp will be aware of your needs. This form
must be completed annually.

ALLERGIES List all known.

Medication allergies (list) Describe reaction and management of the reaction.

Other allergies (list) - include insect stings, hay fever, asthma, animal dander, dust, molds, etc.

RESTRICTIONS

Dietary restrictions (including food allergies) or medically-prescribed meal plans to be followed at camp:
Describe

Explain any restrictions to activity for medical or other reasons (e.g. what cannot/ may not be done, what adapta-
tions or limitations are necessary).

SWIMMING ABILITY ASSESSMENT: | have read the Swimming Assessment Guidelines and characterize this child's
RELATIONSHIP TO CAMPER INITIAL

swimming ability as follows:

[} COMPETENT SWIMMER (] NON-SWIMMER/BEGINNER [ NOT SURE OF CHILD’S ABILITY

MAY CHILD SLEEP ON UPPERBUNK? [1 YES [1 NO

THIS PERSON TAKES MEDICATIONS ON A ROUTINE BASIS

1 No. [ Yes. If yes, physical examiner must note on page 4

PRESCRIPTION MEDICATIONS TO BE ADMINISTERED AT CAMP: On page 4 physical examiner
must list ALL MEDICATIONS taken routinely and being brought to camp. Bring enough medication to
last the entire time at camp. Keep it in the original packaging/bottle that identifies the prescribing physi-
cian; the patient’s name; name of medication; dosage; frequency of administration.

IMPORTANT: THE CAMP’S INFIRMARY IS WELL-STOCKED WITH COMMON OVER-THE-COUN-
TER MEDS (i.e. Benadryl, cough syrup, Ibuprofen, Tylenol, etc.) DO NOT SEND ANY
NON-PRESCRIPTION MEDS TO CAMP, PLEASE. 2



General Questions (Explain “yes” answers below) Yes
Has/does the participant: Yes No 23. Has ever been treated for asthma-like symptoms?**............ a
1. Had any recent injury, iliness or infectious disease?........... O a 24. Had MONONUCIEOSIS?.....cuueiiiiiieiiiie et a
2. Have a chronic or recurring illness/condition?.................... O o 25. Had problems with diarrhea/constipation? ............cccccoeuveeee.. a
3. Ever been hospitalized?.........ccccoociiiiiii i O a 26. Ever been a sleepwalker?.........coccoviiiiiieiiiic s a
4. Everhad SUrgery? ... O o 27. If female, have an abnormal menstrual history? ................... a
5. Have frequent headaches? ..........cccccoovveiiiiiiiiciiec e O a 28. Have a history of bed-wetting?...........ccceeviiiiiiicieceeeee a
6. Everhad ahead injury? ... O a 29. Ever had an eating disorder? .........cccocveeriiieiiini e a
7. Ever been knocked UNCONSCIOUS?. .......cocveveueeeeeeeeeeeeeennn @ 1 30. Ever had emotional difficulties for which
8. Wear glasses, contacts or protective eye wear?................. O O professional help was SOUght? .............................................. a
9. Ever had eye problems? ..........ccoeeeeeueeeeeeeceeeeeenneenns @ 1 31. Ever had appendix or hernia problems? ...............c.c.ccceeeinee a
10. Ever had frequent ear infections/problems?........................ O N 32. Ever had arthritis? ........eeeeeeeeiiiiiiiie e a
11. Wear corrective hearing devices? ...........cccoevvveeseenen. 0 o 33. Ever had bleeding or clotting disorder?............c.cccovvnnininns a
12. Ever passed out during or after exercise?.........cccocccvvevuennn. O a 34. Had any recent Colds?.........uuviiiiiiiiiiie e a
13. Ever been dizzy during or after exerciSe?......ooovevevivivivininn, O O 35. Ever had bronChitiS?........ccvvvvviiiieiiiii s a
14. Ever had Seizures/epilepsy? .........cccocvveeeessrsrssnnens A [ 36. History of hyperkinesis/ADD/ADHD? ........cccooviiiiiiiiiininnns a
15. Ever had chest pain during or after exercise?..................... 0 o 37. History of hypochondria or malingering?..........cccceeveninnnnns a
16. Ever had high blood pressure? ___________________________________________ O O 38. Ever had recurring COUghS? .................................................. a
17. Ever been diagnosed with a heart murmur? ....................... O N 39. Ever had frequent indigestion?...........cccccoiiiiiiiiiiieceniecee a
18. Ever had back problems?............cccocevveeeeessseesennn @ [ 40. Ever had pneumonia or pleurisy?..........c.convrniinnnninninins a
19. Ever had prob|ems with joints? ___________________________________________ O O 41. Ever had sinus infection? ..............ccccoo i a
20. Have an orthodontic appliance being brought to 42. Ever had tonsillitis and/or frequent sore throat?.................... a
o7z 10 1] o 1 PR OUPPRRPN O o 43. Ever had strep throat?..........oooieiiiiiiee e a
21. Have any skin problems (e.g. itching, rash, acne)? ............ O a 44. Ever had UICEIS? ....cocuvi i a
22. Have diabetes or hypoglycemia? .........ccccoooeiiiiiiniieinnnenn. O a 45, OFNEIT e a

Please explain any “yes” answers, noting the question number, and describing briefly what treatment is generally
used, and/or giving approximate dates of occurance where appropriate (use seperate sheet if necessary):

Has camper had a recent flu shot? If, yes, please tell us what kind and when.(use seperate sheet if necessary):

Any other problem, handicap, injury, disfigurement, limitation, or disease history which could affect child, or others,
while at camp?

*IMPORTANT! If child has or has been treated for ANY asthma or asthma-like symptoms, please work with your physician in
completing the ASTHMA ACTION PLAN enclosed. The ASTHMA ACTION PLAN must be completed and submitted to Friendly
Pines Camp at least two weeks before camper’s arrival. This plan could be crucial, so it must be complete and accurate.

Please give all dates of immunization for:

Which of the following has Vaccine Dates Mo/Yr  Mo/Yr Mo/Yr Mo/Yr  Mo/Yr  Mo/Yr

the participant had? DTP

[ Measles TD (tetanus/diptheria)

3 Chicken pox Tetanus

(3 German measles Polio

- Mump,s, MMR - —— Dates must be recorded on this form.

O Hepatitis A or Measles - Please don’t write “Up-to-date” or “refer

O Hepatitis B or Mumps - to last year’s form”. Copies of immuniza-

3 Hepatitis C or Rubella _ tion records are acceptable.
Haemophilus influenza B

TB Mantoux Test Hepatitis B

Date of last test Varicella (chicken pox) - Note: This form will be returned

Result: 3 Positive [ Negative Pneumonia if all dates are not recorded!

Use this space to provide any additional information about the participant’s behavior and physical, emotional, or
mental health, not otherwise noted, and about which the Camp should be aware.

Name of family physician Phone ()
Address

Name of family dentist/orthodontist Phone (__)

Address

ooooooof

I [ [ [y [ Y Y N



