Camp West Woods Health Form

(Filled out by Parent and returned with application)

N e —

Zamper’s name Birth date Age Sex
Circle each week your child is attending camp: 12 3 45 6 7 8
Circle program camper is attending:  Lower Camp ~ Regular Camp ~ Cymnastics ~ Adventure Bound
Parent, Spouse or Guardian Phone(__)
Home Address Work Phone(__)

Street & Number City State Zip  Cell Phone(
Second Parent or Guardian Phone(__)
Home Address Work Phone(__ )

Street & Number City State Zip  Cell Phone (_ )
Additional emergency contact Phone(__ )

Name Relationship
Health History: Diseases Allergies:
(check each item)  Yes No Yes No Yes
Swimmer's Ear () () Chicken Pox () () Hay Fever ()
Ear Infections () () Measles () () Asthma ()
Convulsions () () German Measles ( ) () Penicillin ()
Diabetes () () Mumps () () Other drugs ()
Bleeding/Clotting Mononucleosis () () Foods ()
disorders () ) Poison ivy (etc.) ()
()

(
- Hypertension () ()
Details of allergic reaction

Insect stings

Operations or serious injuries (dates)
Disability, chronic or recurring illness

Any specific activities to be limited by physician’s advice

Dietary restrictions

Current medications (if to be given at camp, complete section on reverse side)

Other diseases or details of above

Name of dentist\orthodontist

Phone( )

Name of physician

Phone( )

Date of last physical examination

Medical/Hospital insurance:
Carrier

Policy\Croup Number

Suggestions or health-related information for camp personnel




ALL PARENTS SHOULD COMPLETE THIS TOP HALF

Do you give Camp West Woods permission to administer the following?
Yes No

Sunscreen (PABA free)
Insect repellent (spray or lotion)

Tylenol (acetaminophen) for fever greater than 101.5 degrees F.
lbuprofen for headache or muscle pain
Benadryl or equivalent for unusual bee sting reaction
Benadryl or equivalent for hives. Administration of this medication will be followed by
phone notification by Health Supervisor to parent/guardian.
Insect Sting Allergy Information:
Type of insect: Last stung:
Reaction to sting (in detail):

|
i

Treatment:

Will you be providing an EPI-Pen Jr. for your child? Yes  No__ (EPI-Pen Jr. will be given automatically
to prevent anaphylactic shock.)

Asthma:

Last episode: How often?

Triggers: Symptoms:
Treatment:

| hereby certify that the above named camper is in good health and fully able to participate in all activities
except those stated above. In the event | cannot be reached in an emergency, | hereby give permission to -
the physician selected by the Director of Camp West Woods to hospitalize and/or secure treatment for my __
child.

Date Signature If for religious reasons
you cannot sign this, the camp should be contacted for a legal waiver which must be signed prior to
enroliment.

To Be Completed by parents who are bringing medication to camp for their child

- - s o e - - -

| hereby give permission to the Qualified Staff of Camp West Woods to administer the following medications
to my child

First Medication:

Name of medication:

When to be given:
Doctor who prescribed: Phone ( )

Any further instructions of medications will be sent in writing to the Health Staff of Camp West Woods.
Signature of Parent:
Second Medication:
Name of medication:
When to be given:
Doctor who prescribed: Phone ( )

Any further instructions of medications will be sent in writing to the Health Staff of Camp West Woods.
Signature of Parent:




