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Dates will attend camp: from  to  

Month/Day/Year Month/Day/Year 

Camper Name:     
First Middle Last 

Gender:  Birth Date:  Age: 
Month/Day/Year 

 
 
 
 
 
 
 
 
 
 
 

Camper Home Address:     
Street Address City State Zip Code 

Parent/guardian with legal custody to be contacted in case of illness or injury: 
Relationship 

Name:   to Camper:  Day Phone:  Home:   
Email:   

Home Address:   
(If different from above) Street Address City State Zip Code 

Second parent/guardian or other emergency contact: 
Relationship 

Name:   to Camper:  Day Phone:  Home:   

 
Additional contact in event parent(s)/guardian(s) can not be reached: 

Relationship 
Name(s):   to Camper:  Day Phone:  Home:   

Allergies: This camper is allergic to:   
(Please describe below what the camper is allergic to and the reaction seen.) 

 
 
 
 

 
Diet, Nutrition:   

(Please describe below.) 
 
 

 
Restrictions:   

(Please describe below.) 
 
 
 
 
 

 
Medical Insurance Information: 

This camper is covered by family medical/hospital insurance:   

Include a copy of your insurance card if appropriate; copy both sides of the card so information is readable. 

Insurance Company   Policy Number  

Subscriber    Insurance Company Phone Number 

Parent/Guardian Authorization for Health Care: 
This health history is correct and accurately reflects the health status of the camper to whom it pertains. The person described has permission to participate in 
all camp activities except as noted by me and/or an examining physician. I give permission to the physician selected by the camp to order x-rays, routine tests, 
and treatment related to the health of my child for both routine health care and in emergency situations. If I cannot be reached in an emergency, I give my 
permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child. I understand the information on 
this form will be shared on a "need to know" basis with camp staff. I give permission to photocopy this form. In addition, the camp has permission to obtain a 
copy of my child’s health record from providers who treat my child and these providers may talk with the program’s staff about my child’s health status. 

Signature of Custodial Relationship 
Parent/Guardian     to Camper:   

If for religious or other reasons you cannot sign this, contact the camp for a legal waiver which must be signed for attendance. Page 1/4 

CAMPER HEALTH 
HISTORY FORM 1 

Developed and reviewed by: American Camp Association, 
American Academy of Pediatrics Council on School Health, & 
Association of Camp Nurses 
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Immunization History: Provide the month and year for each immunization. Starred ( ) immunizations must be current. Copies of immunization forms 
from health-care providers or state or local government are acceptable; please attach to this form. 

 
Immunization Dose 

Month/Year 
Most Recent Dose 

Month/Year 
Diptheria, tetanus, pertussis 
(DTaP) or (TdaP) 

  

Tetanus booster 
(dT) or (TdaP) 

 

Mumps, measles, rubella 
(MMR) 

 

Polio 
(IPV) 

  

Haemophilus influenzae type B 
(HIB) 

  

Pneumococcal 
(PCV) 

  

Hepatitis B   

Hepatitis A  

Varicella 
(chicken pox) 

Had chicken pox 
Date: 

 

Meningococcal meningitis 
(MCV4) 

 

 
Tuberculosis (TB) test Date: Result: 

If your camper has not been fully immunized, please sign the following statement: I understand and accept the risks to my child from not 
being fully immunized. 
Signature of Custodial Relationship 
Parent/Guardian:  Date:   to Camper:   

 
Medication: 

 
"Medication" is any substance a person takes to maintain and/or improve their health. This includes vitamins & natural remedies. Please review camp 
instructions about required packaging/containers. Many states require original pharmacy containers with labels which show the camper’s 
name and how the medication should be given. Provide enough of each medication to last the entire time the camper will be at camp. 
Name of medication Date started Reason for taking it When it is given Amount or dose given How it is given 
      

      

      

 
The following non-prescription medications may be stocked in the camp Health Center and are used on an as needed basis to manage illness and injury. 
List those the camper should not be given: 

 
 
 
 
 
 
 

Last Middle First 
Birth Date:   

Month/Day/Year 

Camper Name:   CAMPER HEALTH HISTORY FORM 1 
Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on 
School Health, & Association of Camp Nurses 



 
General Health History: Check "Yes" or "No" for each statement. Explain “Yes” answers below. 

Has/does the camper: 

1. Ever been hospitalized? …………………………. 11. Had fainting or dizziness? ..................................................... 

2. Ever had surgery? .............................. …………. 12. Passed out/had chest pain during exercise? ….……………. 

3. Have recurrent/chronic illnesses? .......……….… 13. Had mononucleosis ("mono") during the past 12 months?... 

4. Had a recent infectious disease? ....... …………. 14. If female, have problems with periods/menstruation?.…….. 

5. Had a recent injury? ........................... …………. 15. Have problems with falling asleep/sleepwalking? ............... 

6. Had asthma/wheezing/shortness of breath?...... 16. Ever had back/joint problems?…….………...……………...... 

7. Have diabetes? .................................. …………. 17. Have a history of bedwetting?………………….……………... 

8. Had seizures? .................................................... 18. Have problems with diarrhea/constipation?……………….... 

9. Had headaches? …………………………………. 19. Have any skin problems?…………………….......................... 

10. Wear glasses, contacts, or protective eyewear? 20. Traveled outside the country in the past 9 months?.............. 

Please explain “Yes” answers in the space below, noting the number of the questions. For travel outside the country, please name countries visited 
and dates of travel. 

 
 
 

 
Mental, Emotional, and Social Health: Check "Yes" or "No" for each statement. 

Has the camper: 

1. Ever been treated for attention deficit disorder (ADD) or attention deficit/hyperactivity disorder (AD/HD)? ………………………........ 

2. Ever been treated for emotional or behavioral difficulties or an eating disorder?……............................................................................. 

3. During the past 12 months, seen a professional to address mental/emotional health concerns?……….…………………………………. 

4. Had a significant life event that continues to affect the camper’s life?...................................................................................................... 
(History of abuse, death of a loved one, family change, adoption, foster care, new sibling, survived a disaster, others) 

Please explain “Yes” answers in the space below, noting the number of the questions. The camp may contact you for additional information. 

Health-Care Providers: 

Name of camper’s primary doctor(s):   Phone:   

Name of dentist(s):   Phone:   

Name of orthodontist(s):    Phone:   

 
What Have We Forgotten to Ask? Please provide in the space below any additional information about the camper’s health that you think important or 
that may affect the camper’s ability to fully participate in the camp program. Attach additional information if needed. 

Parents/Guardians: STOP here. The rest of this is form is completed when the camper arrives at camp. Keep a copy for your records. 
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CAMPER HEALTH HISTORY FORM 1 
Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on 
School Health, & Association of Camp Nurses 

Last Middle First 
Birth Date:   

Month/Day/Year 

Camper Name:   



CAMPER HEALTH HISTORY FORM 1 
Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on 
School Health, & Association of Camp Nurses 

Camper Name:   
First Middle Last 

Birth Date:   
Month/Day/Year 

Individual Health Record (For Camp Use Only) 

Initial Screening Date/Time:   Initials:   

Screening has been conducted according to camp protocol and significant findings noted as follows: 

A. Any signs/symptoms of illness or injury upon arrival?........................ No Yes as noted below 

B. History of exposure to communicable disease?.................................. No Yes as noted below 

C. Additions or corrections to information on this health history?............ No Yes as noted below 

D. Medication given to health-care staff?..................................................  No Yes as noted below 

E. Any signs/symptoms of head lice?...................................................... No Yes as noted below 
 

Provider notes: (date/time/initial all entries)   
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Exit Note: Check one of the following: 

Left camp this day with no reported illness or injury symptoms. 

Left camp this day with the following problem/concern: 

 
 

 
 

This person was told about the problem and instructed about follow-up as noted above:   

Date/Time:   Initials:   
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 Universal Health Certificate  
 

Use this form to report your child’s physical health to their school/child care facility. This is required by DC Official Code §38-602. Have a licensed medical professional 
complete part 2 - 4. Access health insurance programs at https://dchealthlink.com. You may contact the Health Suite Personnel through the main office at your child’s school. 

Part 1: Child Personal Information | To be completed by parent/guardian. 
Child Last Name: Child First Name: Date of Birth:         

School or Child Care Facility Name: Gender:  Male   Female  Non-Binary 

Home Address: Apt: City:  State: ZIP: 
Ethnicity: (check all that apply)                                 Hispanic/Latino  Non-Hispanic/Non-Latino  Other  Prefer not to answer 
Race: (check all that apply)                                 American Indian/ 

Alaska Native 
 Asian  Native Hawaiian/ 

Pacific Islander 
 Black/African 

American 
 White  Prefer not to 

answer 

Parent/Guardian Name: Parent/Guardian Phone: 

Emergency Contact Name: Emergency Contact Phone: 

Insurance Type:  Medicaid  Private  None Insurance Name/ID #: 

Has the child seen a dentist/dental provider within the last year?   Yes  No 
I give permission to the signing health examiner/facility to share the health information on this form with my child’s school, child care, camp, or 
appropriate DC Government agency. In addition, I hereby acknowledge and agree that the District, the school, its employees and agents shall be immune 
from civil liability for acts or omissions under DC Law 17-107, except for criminal acts, intentional wrongdoing, gross negligence, or willful misconduct. I 
understand that this form should be completed and returned to my child’s school every year. 
 

Parent/Guardian Signature: _______________________________________________        Date: ____________________ 

Part 2: Child’s Health History, Exam, and Recommendations | To be completed by licensed health care provider. 
Date of Health Exam:  BP:          

____ /_____         
 NML Weight:  LB Height:  IN BMI:  BMI 

Percentile:   ABNL  KG  CM 

Vision 
Screening: Left eye: 20/________   Right eye: 20/________     Corrected 

 Uncorrected                                
 Wears glasses  Referred  Not tested 

Hearing Screening:  (check all that apply)                           Pass  Fail  Not tested  Uses Device  Referred 
 

Does the child have any of the following health concerns? (check all that apply and provide details below) 

 Asthma 

 Autism 

 Behavioral 

 Cancer  

 Cerebral palsy 

 Developmental  

 Diabetes 

 Failure to thrive  

 Heart failure  

 Kidney failure 

 Language/Speech 

 Obesity 

 Scoliosis 

 Seizures 

 Sickle cell  

 Significant food/medication/environmental allergies that may require emergency medical care. 
Details provided below. 

 Long-term medications, over-the-counter-drugs (OTC) or special care requirements.  
Details provided below. 

 Significant health history, condition, communicable illness, or restrictions.  
Details provided below. 

 Other:_________________________________________________________________ 
Provide details. If the child has Rx/treatment, please attach a complete Medication/Medical Treatment Plan form; and if the child was referred, please 
note. _______________________________________________________________________________________________________________________ 
 

____________________________________________________________________________________________________________________________ 
 

TB Assessment | Positive TST should be referred to Primary Care Physician for evaluation. For questions call T.B. Control at 202-698-4040. 
What is the child’s risk level for TB? 

 High   complete skin test 
and/or Quantiferon test 

 Low 

Skin Test Date: Quantiferon Test Date: 

Skin Test Results:  Negative  Positive, CXR Negative  Positive, CXR Positive  Positive, Treated 

Quantiferon 
Results:  Negative    Positive  Positive, Treated 

Additional notes on TB test:  
 

Lead Exposure Risk Screening | All lead levels must be reported to DC Childhood Lead Poisoning Prevention. Call 202-654-6002 or fax 202-535-2607. 
ONLY FOR CHILDREN 
UNDER AGE 6 YEARS 
Every child must have  
2 lead tests by age 2 

1st Test Date: 1st Result:  Normal  Abnormal,  
Developmental Screening Date: 

1st Serum/Finger  
Stick Lead Level: 

2nd Test Date: 2nd Result:  Normal  Abnormal,  
Developmental Screening Date: 

2nd Serum/Finger  
Stick Lead Level: 

HGB/HCT Test Date: HGB/HCT Result: 

https://dchealthlink.com/
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Part 3: Immunization Information  | To be completed by licensed health care provider. 
Child Last Name: Child First Name: Date of Birth: 
Immunizations In the boxes below, provide the dates of immunization (MM/DD/YY) 

Diphtheria, Tetanus, Pertussis (DTP, DTaP) 1 2 3 4 5   

DT (<7 yrs.)/ Td (>7 yrs.) 1 2 3 4 5   

Tdap Booster 1       

Haemophilus influenza Type b (Hib) 1 2 3 4    

Hepatitis B (HepB) 1 2 3 4    

Polio (IPV, OPV) 1 2 3 4    

Measles, Mumps, Rubella (MMR) 1 2      

Measles 1 2      

Mumps 1 2      

Rubella 1 2      

Varicella 
1 2 Child had Chicken Pox (month & year): 

Verified by: ____________________________________ (name & title) 

Pneumococcal Conjugate 1 2 3 4    

Hepatitis A (HepA) (Born on or after 
01/01/2005) 

1 2      

Meningococcal Vaccine 1 2      

Human Papillomavirus (HPV) 1 2 3     

Influenza (Recommended) 1 2 3 4 5 6 7 

Rotavirus (Recommended) 
1 2 3     

Other 
1 2 3 4 5 6 7 

 The child is behind on immunizations and there is a plan in place to get him/her back on schedule. Next appointment is: _________________ 
 

Medical Exemption (if applicable) 
I certify that the above child has a valid medical contraindication(s) to being immunized at the time against: 

 

 Diphtheria  Tetanus  Pertussis  Hib  HepB  Polio  Measles 

 Mumps  Rubella  Varicella  Pneumococcal  HepA  Meningococcal  HPV 

Is this medical contraindication permanent or temporary?   Permanent  Temporary until: ___________________ (date) 
Alternative Proof of Immunity (if applicable)  
I certify that the above child has laboratory evidence of immunity to the following and I’ve attached a copy of the titer results.  

 Diphtheria  Tetanus  Pertussis  Hib  HepB  Polio  Measles 

 Mumps  Rubella  Varicella  Pneumococcal  HepA  Meningococcal  HPV 

Part 4: Licensed Health Practitioner’s Certifications | To be completed by licensed health care provider. 
This child has been appropriately examined and health history reviewed and recorded in accordance with the items specified on this 
form. At the time of the exam, this child is in satisfactory health to participate in all school, camp, or child care activities except as 
noted on page one.  

 No  Yes 

This child is cleared for competitive sports.  
 

 N/A  No  Yes  Yes, pending additional clearance from: ________________________ 
_____________________________________________________________ 

I hereby certify that I examined this child and the information recorded here was determined as a result of the examination.   
Licensed Health Care Provider Office Stamp Provider Name: 

Provider Phone: 

Provider Signature: Date: 

OFFICE USE ONLY   |  Universal Health Certificate received by School Official and Health Suite Personnel. 

School Official Name: Signature: Date: 
Health Suite Personnel Name: Signature: Date: 
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Medication and Medical Procedure Treatment Plan 
 

Use this form to detail your student’s medication and/or medical procedure plan to be administered at their school and return it to the Health Suite 
Personnel. The Health Suite Personnel will contact you to arrange medication/medical supply drop-off. For multiple needs, complete multiple sheets. 

Part 1: Student and Parent/Caretaker Information  |  To be completed by student’s parent/caretaker. 
Student First Name: Student Last Name: Grade: 
School Facility Name: Student DOB:  
Parent First Name: Parent Last Name: 
Parent Email: Parent Phone: 
I hereby request and authorize Health Suite Personnel to administer prescribed medication/treatment as directed by the licensed health care 
providers to the student named in Part I. I understand that: 
• I am responsible for bringing the necessary medications/medical supplies to school for the Health Suite Personnel.
• All medication/medical supplies will be stored in a secured area of the school. Health Suite Personnel will not assume any responsibility for possible loss

of student medication/medical supplies. 
• Within one week of the expiration of the medication/medical supplies and/or within one week of the end of the school year, I must collect what is unused 

or it will be destroyed.
• The School or Health Suite Personnel will not assume any responsibility for unauthorized medication/treatments that the student gives to himself/herself.
• If any changes occur in my student’s health or treatment plan, I will immediately notify the school and health suite personnel annually as required by DC

Official Code § 38-651.03. 
• Treatment plans and medication plans must be updated annually and when there is any change in the student’s health or treatment requirements.
• I hereby acknowledge that the District, and its schools, employees, and agents shall be immune from civil liability for acts of omissions under DC Law 17-

107 except for criminal acts, intentional wrongdoing, gross negligence, or willful misconduct.
 

Parent/Caretaker Signature: ______________________________________________________        Date: ______________________ 

 Part 2a: Student’s Medication Plan  |  To be completed by licensed health care provider. 
Diagnosis: End date for school administration of this medication: 
This medication is:   New; the first dose was given at home on date and time: __________________  Renewal  Change 
Is this a standing order?   Yes, epinephrine auto injector 0.15 mg: refer to anaphylaxis plan

 Yes, epinephrine auto injector 0.3 mg: refer to anaphylaxis plan

 Yes, albuterol sulfate 90 mcg/inh: refer to asthma action plan

 Yes, other: __________________________ 

 No 

Name and strength of medication: Dose/route: 
Time and Frequency at School (e.g. 10am and 2pm every day; as needed if standing order) 
If a reaction can be expected, please describe: 

Additional instructions or emergency procedures:  

Part 2b: Student’s Medical Procedure Treatment Plan  |  To be completed by licensed health care provider. 
Diagnosis: This procedure is:   New  Renewal  Change 
Treatment: 
When should treatment be administered at school? (e.g. 10am and 2pm every day) 
End date for school administration of this treatment: 
Additional instructions or emergency procedures: 

Has the student’s Universal Health Certificate form been updated to reflect new health concerns?  Yes  No

Licensed Health Care Provider Office Stamp Provider Name: 

Provider Phone: 

Provider Signature: Date: 

OFFICE USE ONLY   |  Medication and/or treatment plan received by Health Suite Personnel. 

Name: Signature: Date: 
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Medication Authorization Form 

Pursuant to Title 5A, Chapter 1 of the District of Columbia Municipal Regulations (DCMR), Section 153.1;“A Licensee shall not 
administer medication or treatment to a child in care, with the exception of emergency first aid, whether prescription or non-
prescription, unless: parental permission to administer the medication or treatment is documented on a completed, signed, and 
dated medication authorization form that is received by the Licensee before the medication or treatment is administered or a 
licensed health care practitioner has approved the administration of the medication and the medication dosage.” 

Pursuant to Title 5A, Chapter 1 of the District of Columbia Municipal Regulations (DCMR), Section 153.5,"A Licensee shall 
maintain a medication log, on a form approved by OSSE. Each time medication is administered to a child, a staff person shall 
enter the date, time of day, medication, medication dosage, method of administration, and the name of the person administering 
the medication in the medication log. 

Part I: To be completed by the parent/guardian and child’s physician: 

I do hereby give permission to ___________________________________ to administer the following 
 Name of Facility 

prescribed medication to my child ___________________________________ born on ____________. 

Name of Medication Time/Frequency Dosage Effective Dates 
From: 
To: 
From: 
To: 

_________________________________________ _______________________ 
          Signature of Physician    Date 

__________________________________________ _______________________ 
 Signature of Parent/Guardian         Date 

Part II: To be completed by the center director or staff administering medication who has 
current medication administration certificate: 

Name of Medication Date Time Given Reactions Staff 
Initials 

PLEASE PLACE A COPY IN THE CHILD’S FILE. 

(Rev. 07-2018)


	DynamicPDF Camper Health Form (004).pdf
	Allergies:
	Diet, Nutrition:
	Restrictions:
	Medical Insurance Information:
	Parent/Guardian Authorization for Health Care:
	Medication:

	Binder1.pdf
	DOH Universal Health Certificate_2019_0 (1).pdf
	DOH Medication Plan and Procedure fillable.pdf
	Medication Authorization_ 7_18.pdf


	Dates will attend camp from: 
	to: 
	Camper Name: 
	Last: 
	Birth Date: 
	Age: 
	MonthDayYear: 
	Association of Camp Nurses: 
	Camper Home Address: 
	Zip Code: 
	Name: 
	to Camper: 
	Day Phone: 
	Home: 
	Email: 
	to Camper_2: 
	Name_2: 
	Day Phone_2: 
	Home_2: 
	Names: 
	to Camper_3: 
	Day Phone_3: 
	Home_3: 
	Please describe below what the camper is allergic to and the reaction seen: 
	This camper is allergic to: 
	Diet Nutrition Please describe below: 
	Restrictions: 
	Please describe below: 
	This camper is covered by family medicalhospital insurance: 
	Insurance Company: 
	Policy Number: 
	Subscriber: 
	Insurance Company Phone Number: 
	ParentGuardian: 
	to Camper_4: 
	Camper Name_2: 
	Birth Date_2: 
	Immunization: 
	Tetanus booster dT or TdaP: 
	Polio IPV: 
	Haemophilus influenzae type B HIB: 
	Pneumococcal PCV: 
	Hepatitis B: 
	Hepatitis A: 
	Had chicken pox Date: 
	Meningococcal meningitis MCV4: 
	Tuberculosis TB test: 
	Result: 
	ParentGuardian_2: 
	Relationship: 
	Name of medicationRow1: 
	Date startedRow1: 
	Reason for taking itRow1: 
	When it is givenRow1: 
	Amount or dose givenRow1: 
	How it is givenRow1: 
	Name of medicationRow2: 
	Date startedRow2: 
	Reason for taking itRow2: 
	When it is givenRow2: 
	Amount or dose givenRow2: 
	How it is givenRow2: 
	Name of medicationRow3: 
	Date startedRow3: 
	Reason for taking itRow3: 
	When it is givenRow3: 
	Amount or dose givenRow3: 
	How it is givenRow3: 
	Copyright 2008 by American Camping Association Inc Page 24 Rev 12007 LEEEAW: 
	Camper Name_3: 
	Birth Date_3: 
	1 Ever been hospitalized: 
	11 Had fainting or dizziness: 
	12 Passed outhad chest pain during exercise: 
	3 Have recurrentchronic illnesses: 
	14 If female have problems with periodsmenstruation: 
	15 Have problems with falling asleepsleepwalking: 
	ems: 
	17 Have a history of bedwetting: 
	8 Had seizures: 
	on: 
	9 Had headaches: 
	19 Have any skin problems: 
	20 Traveled outside the country in the past 9 months: 
	Mental Emotional and Social Health Check Yes or No for each statement Has the camper 1 Ever been treated for attention deficit disorder ADD or attention deficithyperactivity disorder ADHD 2 Ever been treated for emotional or behavioral difficulties or an eating disorder 3 During the past 12 months seen a professional to address mentalemotional health concerns 4 Had a significant life event that continues to affect the campers life History of abuse death of a loved one family change adoption foster care new sibling survived a disaster others Please explain Yes answers in the space below noting the number of the questions The camp may contact you for additional information: 
	1 Ever been treated for attention deficit disorder ADD or attention deficithyperactivity disorder ADHD: 
	2 Ever been treated for emotional or behavioral difficulties or an eating disorder: 
	3 During the past 12 months seen a professional to address mentalemotional health concerns: 
	4 Had a significant life event that continues to affect the campers life: 
	Name of campers primary doctors: 
	Phone: 
	Name of dentists: 
	Phone_2: 
	Name of orthodontists: 
	Phone_3: 
	What Have We Forgotten to Ask Please provide in the space below any additional information about the campers health that you think important or that may affect the campers ability to fully participate in the camp program Attach additional information if needed: 
	ParentsGuardians STOP here The rest of this is form is completed when the camper arrives at camp Keep a copy for your records: 
	Copyright 2008 by American Camping Association Inc Page 34 Rev 12007 LEEEAW: 
	Camper Name_4: 
	Birth Date_4: 
	DateTime: 
	Initials: 
	A Any signssymptoms of illness or injury upon arrival: 
	B History of exposure to communicable disease: 
	nformation on this health history: 
	D Medication given to healthcare staff: 
	E Any signssymptoms of head lice: 
	Provider notes datetimeinitial all entries 1: 
	Provider notes datetimeinitial all entries 2: 
	Provider notes datetimeinitial all entries 3: 
	Provider notes datetimeinitial all entries 4: 
	Provider notes datetimeinitial all entries 5: 
	Provider notes datetimeinitial all entries 6: 
	Provider notes datetimeinitial all entries 7: 
	Provider notes datetimeinitial all entries 8: 
	Provider notes datetimeinitial all entries 9: 
	Provider notes datetimeinitial all entries 10: 
	Provider notes datetimeinitial all entries 11: 
	Provider notes datetimeinitial all entries 12: 
	Provider notes datetimeinitial all entries 13: 
	Provider notes datetimeinitial all entries 14: 
	Provider notes datetimeinitial all entries 15: 
	Provider notes datetimeinitial all entries 16: 
	Provider notes datetimeinitial all entries 17: 
	Provider notes datetimeinitial all entries 18: 
	Provider notes datetimeinitial all entries 19: 
	Provider notes datetimeinitial all entries 20: 
	Provider notes datetimeinitial all entries 21: 
	Provider notes datetimeinitial all entries 22: 
	Provider notes datetimeinitial all entries 23: 
	Provider notes datetimeinitial all entries 24: 
	Provider notes datetimeinitial all entries 25: 
	Left camp this day with the following problemconcern 1: 
	Left camp this day with the following problemconcern 2: 
	This person was told about the problem and instructed about followup as noted above: 
	DateTime_2: 
	Initials_2: 
	Copyright 2008 by American Camping Association Inc Page 44 Rev 12007 LEEEAW: 
	Part 1 Child Personal Information  To be completed by parentguardian: 
	Child Last Name: 
	Child First Name: 
	Date of Birth: 
	School or Child Care Facility Name: 
	Gender: 
	Home Address: 
	Apt: 
	City: 
	State: 
	ZIP: 
	HispanicLatino: Off
	NonHispanicNonLatino: Off
	Other: Off
	Prefer not to answer: Off
	American Indian: Off
	Asian: Off
	Native Hawaiian: Off
	BlackAfrican: Off
	White: Off
	Prefer not to: Off
	ParentGuardian Name: 
	ParentGuardian Phone: 
	Emergency Contact Name: 
	Emergency Contact Phone: 
	Medicaid: Off
	Private: Off
	None: Off
	Insurance NameID: 
	Has the child seen a dentistdental provider within the last year Yes No: 
	undefined: 
	undefined_2: 
	Date: 
	Date of Health Exam: 
	undefined_3: 
	NML: Off
	ABNL: Off
	LB: Off
	KG: Off
	IN: Off
	CM: Off
	BMI: 
	BMI Percentile: 
	Left eye 20: 
	Right eye 20: 
	Corrected: Off
	Uncorrected: Off
	Wears glasses: Off
	Referred: Off
	Not tested: Off
	Pass: Off
	Fail: Off
	Not tested_2: Off
	Uses Device: Off
	Referred_2: Off
	Asthma: Off
	Autism: Off
	Behavioral: Off
	Cancer: Off
	Cerebral palsy: Off
	Developmental: Off
	Diabetes: Off
	Failure to thrive: Off
	Heart failure: Off
	Kidney failure: Off
	LanguageSpeech: Off
	Obesity: Off
	Scoliosis: Off
	Seizures: Off
	Sickle cell: Off
	Significant foodmedicationenvironmental allergies that may require emergency medical care: Off
	Longterm medications overthecounterdrugs OTC or special care requirements: Off
	Significant health history condition communicable illness or restrictions: Off
	Other_2: Off
	Provide details If the child has Rxtreatment please attach a complete MedicationMedical Treatment Plan form and if the child was referred please: 
	note 1: 
	note 2: 
	High   complete skin test: Off
	Low: Off
	Skin Test Date: 
	Quantiferon Test Date: 
	Negative: Off
	Positive CXR Negative: Off
	Positive CXR Positive: Off
	Positive Treated: Off
	Negative_2: Off
	Positive: Off
	Positive Treated_2: Off
	Additional notes on TB test: 
	Normal: Off
	Abnormal: Off
	1st Test Date: 
	1st SerumFinger Stick Lead Level: 
	Normal_2: Off
	Abnormal_2: Off
	2nd Test Date: 
	2nd SerumFinger Stick Lead Level: 
	HGBHCT Test Date: 
	HGBHCT Result: 
	Child Last Name_2: 
	Child First Name_2: 
	Date of Birth_2: 
	Immunizations: 
	In the boxes below provide the dates of immunization MMDDYY: 
	1: 
	2: 
	3: 
	4: 
	5: 
	DT 7 yrs Td 7 yrs: 
	1_2: 
	2_2: 
	3_2: 
	4_2: 
	5_2: 
	Tdap Booster: 
	1_3: 
	1_4: 
	2_3: 
	3_3: 
	4_3: 
	Hepatitis B HepB: 
	1_5: 
	2_4: 
	3_4: 
	4_4: 
	Polio IPV OPV: 
	1_6: 
	2_5: 
	3_5: 
	4_5: 
	1_7: 
	2_6: 
	Measles: 
	1_8: 
	2_7: 
	Mumps: 
	1_9: 
	2_8: 
	Rubella: 
	1_10: 
	2_9: 
	Varicella: 
	1_11: 
	2_10: 
	Verified by: 
	Pneumococcal Conjugate: 
	1_12: 
	2_11: 
	3_6: 
	4_6: 
	1_13: 
	2_12: 
	Meningococcal Vaccine: 
	1_14: 
	2_13: 
	Human Papillomavirus HPV: 
	1_15: 
	2_14: 
	3_7: 
	Influenza Recommended: 
	1_16: 
	2_15: 
	3_8: 
	Rotavirus Recommended: 
	1_17: 
	2_16: 
	43: 
	53: 
	63: 
	73: 
	Other_3: 
	1_18: 
	2_17: 
	3_9: 
	4_7: 
	5_3: 
	6: 
	7: 
	The child is behind on immunizations and there is a plan in place to get himher back on schedule Next appointment is: Off
	undefined_4: 
	Diphtheria: Off
	Tetanus: Off
	Pertussis: Off
	Hib: Off
	HepB: Off
	Polio: Off
	Measles_2: Off
	Mumps_2: Off
	Rubella_2: Off
	Varicella_2: Off
	Pneumococcal: Off
	HepA: Off
	Meningococcal: Off
	HPV: Off
	Permanent: Off
	Temporary until: Off
	date: 
	Diphtheria_2: Off
	Tetanus_2: Off
	Pertussis_2: Off
	Hib_2: Off
	HepB_2: Off
	Polio_2: Off
	Measles_3: Off
	Mumps_3: Off
	Rubella_3: Off
	Varicella_3: Off
	Pneumococcal_2: Off
	HepA_2: Off
	Meningococcal_2: Off
	HPV_2: Off
	This child has been appropriately examined and health history reviewed and recorded in accordance with the items specified on this: Off
	NA: Off
	No_2: Off
	Yes_2: Off
	Yes pending additional clearance from: Off
	undefined_5: 
	undefined_6: 
	Date_2: 
	Student First Name: 
	Student Last Name: 
	Grade: 
	School Facility Name: 
	Student DOB: 
	Parent First Name: 
	Parent Last Name: 
	Parent Email: 
	Parent Phone: 
	Diagnosis: 
	New the first dose was given at home on date and time: 
	This medication is: Off
	Renewal: Off
	Change: Off
	Yes epinephrine auto injector 015 mg refer to anaphylaxis plan: Off
	Yes epinephrine auto injector 03 mg refer to anaphylaxis plan: Off
	Yes albuterol sulfate 90 mcginh refer to asthma action plan: Off
	No: Off
	Yes other: 
	Name and strength of medication: 
	Doseroute: 
	Time and Frequency at School eg 10am and 2pm every day as needed if standing order: 
	If a reaction can be expected please describe: 
	Additional instructions or emergency procedures: 
	Diagnosis_2: 
	New: Off
	Renewal_2: Off
	Change_2: Off
	Treatment: 
	When should treatment be administered at school eg 10am and 2pm every day: 
	End date for school administration of this treatment: 
	Additional instructions or emergency procedures_2: 
	Has the students Universal Health Certificate form been updated to reflect new health concerns: Off
	Provider Name: 
	Provider Phone: 
	Provider Signature: 
	Name of Facility: 
	prescribed medication to my child: 
	Name of MedicationRow1: 
	TimeFrequencyRow1: 
	DosageRow1: 
	From: 
	To: 
	Name of MedicationRow2: 
	TimeFrequencyRow2: 
	DosageRow2: 
	From_2: 
	To_2: 
	Name of MedicationRow1_2: 
	DateRow1: 
	Time GivenRow1: 
	ReactionsRow1: 
	Staff InitialsRow1: 
	Name of MedicationRow2_2: 
	DateRow2: 
	Time GivenRow2: 
	ReactionsRow2: 
	Staff InitialsRow2: 
	Name of MedicationRow3: 
	DateRow3: 
	Time GivenRow3: 
	ReactionsRow3: 
	Staff InitialsRow3: 
	Name of MedicationRow4: 
	DateRow4: 
	Time GivenRow4: 
	ReactionsRow4: 
	Staff InitialsRow4: 
	Name of MedicationRow5: 
	DateRow5: 
	Time GivenRow5: 
	ReactionsRow5: 
	Staff InitialsRow5: 
	Name of MedicationRow6: 
	DateRow6: 
	Time GivenRow6: 
	ReactionsRow6: 
	Staff InitialsRow6: 
	Name of MedicationRow7: 
	DateRow7: 
	Time GivenRow7: 
	ReactionsRow7: 
	Staff InitialsRow7: 
	Name of MedicationRow8: 
	DateRow8: 
	Time GivenRow8: 
	ReactionsRow8: 
	Staff InitialsRow8: 
	Text1: 
	Text2: 


