Health History Form

Information of this form is gathered to assist us in identifying appropriate care.  

This form is to be filled out by parents/guardian of minors.

Name__________________________________ Birth Date_________ Sex ____ Age____

               Last                                                         First                                  

Parent or Guardian_________________________________________________________

Home address___________________________________Phone#____________________

Work#_____________________________ Cell#_________________________________

Second Parent/Guardian or Alternate Contact____________________________________

Home address__________________________________Phone#_____________________

Work#______________________________ Cell#________________________________

````````````````````````````````````````````````````````````````````````````````````````````````````````````

Name of family physician___________________________ Phone#__________________

Insurance Company________________________________ Policy#__________________

Operations or serious injuries (dates)___________________________________________

Chronic or recurring illness or medical condition_________________________________

Dietary restrictions_________________________________________________________

List any medical concerns that might affect your child taking part in normal camp activities

________________________________________________________________________

________________________________________________________________________

Medical History

Which of the following has the student had?                    Immunizations 

_____Frequent ear infections                                           _____Polio

_____Heart defect/disease        

                  _____Measles

_____Seizures





      _____German Measles

_____Diabetes                                                                  _____Mumps

_____Bleeding/clotting disorder                                      _____Diphtheria Tetanus

_____Hypertension                                                          _____Tetanus Booster (date)

_____Mononucleosis




      _____Chicken Pox 

                                                                                          _____TB test







                  _____Hepatitis B    

Diseases      

_____Chicken Pox

_____Measles

_____German Measles

_____Mumps

_____Other______________

ALLERGIES list all known           Describe reaction and management of the reaction

Medication allergies (list)

_____________________                ________________________________________

_____________________                ________________________________________

_____________________                ________________________________________

Food allergies (list)

____________________                  ________________________________________

____________________                   ________________________________________

____________________                   ________________________________________

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

____________________                  ________________________________________

____________________                   ________________________________________

____________________                    ________________________________________

