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CAMP HEALTH HISTORY FORM
                                                                                 Grade Entering ________________ Camp Session _______________

Student’s Name   Last _________________________ First _____________________ Middle ______________________

Prefers to be called ______________________ Birth Date __________________ Date of Last Physical ______________

Child’s Physician ____________________ Phone_______________ Dentist_________________ Phone _____________

Mother’s Name____________________________ Cell Phone _________________ Work Phone____________________

Father’s Name ____________________________ Cell Phone _________________ Work Phone ___________________

Home Phone________________________

Other numbers we can try if your child is ill or injured at camp and you cannot be reached: _________________________ __________________________________________________________________________________________________

Please describe any health concerns or conditions your child has now or has had in the past (be as detailed as possible): __________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________ 

Has your child ever been hospitalized or required surgery? If so, please explain, including brief details and approximate dates or ages: ______________________________________________________________________________________

__________________________________________________________________________________________________
HEALTH CHALLENGES

PLEASE CHECK ALL THAT APPLY AND INCLUDE ANY PERTINENT DETAILS (BE AS SPECIFIC AS POSSIBLE)

___ ADD/ADHD – Diagnosed at age: ___________________________________________________________________

___ Asthma or other Respiratory Condition: ______________________________________________________________

___ Ear, Nose, Throat Conditions: ______________________________________________________________________

___ Heart Conditions: _______________________________________________________________________________

___ High/Low Blood Pressure: ________________________________________________________________________

___ GI or Digestive Conditions (i.e. constipation or IBS, frequent stomach aches) - explain: _______________________

___ Seizure Disorder: ________________________________________________________________________________

___ Other Neurological Conditions (i.e., history of concussions): _____________________________________________

___ Frequent Headaches or Migraines – specify: __________________________________________________________

___ Diabetes: ______________________________________________________________________________________

___ Other Endocrine (hormone) Disorders: _______________________________________________________________

___ Orthopedic (bone/joint/spine) Disorders: _____________________________________________________________

___ Hearing or Vision Impairment: __________________ Wears Glasses/Contacts: ________ Hearing Aid: ___________

___ Anxiety or Depression: ___________________________________________________________________________

___ Other Emotional Conditions or Concerns: ____________________________________________________________

___ Appendectomy or Tonsillectomy (date/age): __________________________________________________________

___ Immune System Disorders: ________________________________________________________________________

___ Blood Disorders (i.e., hemophilia, sickle cell): _________________________________________________________

___ Bedwetting: ____________________________________________________________________________________

___ Dysmenorrhea (difficult periods): ___________________________________________________________________

___ Eating Disorder: ________________________________________________________________________________

Please elaborate on any conditions you have checked above. For example, please list any treatments(s) or medications you use that have been effective at home. ____________________________________________________________________

__________________________________________________________________________________________________

Are there any other health conditions or concerns that affect the student at this time? Please specify: _________________ __________________________________________________________________________________________________
CAMP MEDICATION AUTHORIZATION FORM

(Authorization to administer or assist students with self-administration medication)

Written parental authorization is required for medications of any kind.

1. Medication must be brought to camp staff by he parent/guardian of the camper for whom it was prescribed. Medication must be in its original pharmacy container, with a label which exactly matches the physician’s order, which should include the following:
a. Name of child

b. Name of physician

c. Name of medicine

d. Clear and specific instructions as to dosage, time, and route of administration.

2. Inhalers: A competent camper is allowed to carry a metered-dose inhaler with them to have it readily accessible for self-administration. A camper should be instructed NEVER to share their inhaler with anyone else.

3. The first dose of a medication must be given at home in case of an adverse reaction to the medication.
_____________________________________________ __________________ _________________________ 

Student’s Name                                                                  Grade                           Date of Birth      

1. ___________________________ ___________________________ To be administered at ______________ 

Name of Medication                                          Dosage and Route                                                 Time

Please circle one: Self-Administered / Needs Assistance

2. ___________________________ ___________________________ To be administered at ______________

Name of Medication                                          Dosage and Route                                                   Time

Please circle one: Self-Administered / Needs Assistance

3. ___________________________ ___________________________ To be administered at ______________

Name of Medication                                          Dosage and Route                                                     Time 

Please circle one: Self-Administered / Needs Assistance

4. ___________________________ ___________________________ To be administered at ______________

Name of Medication                                          Dosage and Route                                                      Time

Please circle one: Self-Administered / Needs Assistance

PARENT/GUARDIAN PERMISSION FOR SELF-ADMINISTERED MEDICATION

I acknowledge that the above named student is competent to self-administer this medication. I give permission for my child to self-administer this medication as indicated above. I agree to hold Daystar and/or its employees harmless for the administration of such medication. 

____________________________ _____________________ ____________________ ___________________

Parent/Guardian Name                      Home Phone #                   Work Phone #                  Cell Phone #

______________________________________ ______________________________

Parent/Guardian Name                                         Date

PARENT/GUARDIAN PERMISSION FOR ASSISTED MEDICATION

I request and give permission that the above named student be assisted with his/her medication regimen as indicated above. I agree to hold Daystar and/or its employees harmless for the administration of such medication.  

_________________________________  __________________  ________________  __________________

Parent/Guardian Name                                 Home Phone #              Work Phone #           Cell Phone #

______________________________________   _______________________

Parent/Guardian Signature                                     Date

ALLERGIES

** PLEASE CHECK ALL THAT APPLY AND INCLUDE AND PERTINENT DETAILS***

(PLEASE BE SPECIFIC AND INCLUDE CHILD’S REACTION AND TREATMENT NEEDED)

MEDICATION ALLERGIES ____________________________________________________________________________________________________________________________________________________________________________________________________

FOOD ALLERGIES __________________________________________________________________________________________________ __________________________________________________________________________________________________

OTHER ALLERGIES (environmental, animals, etc.) __________________________________________________________________________________________________ __________________________________________________________________________________________________

***PLEASE NOTE: Emergency medications (such as epi-pens, inhalers, insulin) may be carried by the student and self-administered only when certain conditions are met. Please indicate if your child requires such medication. ***

MEDICATIONS

*** I give the camp staff permission to administer***

Acetaminophen (Tylenol) ………………………..Yes___  No ___      

After-Bite (insect bite swab)…………………….. Yes___  No____

*Ibuprofen (Advil, Motrin, etc) ………………… Yes___  No ___     

Hydrocortisone Cream (bug bites, rashes)……… Yes___  No____

*Antacid (Tums, Maalox, etc). …………………. Yes___  No ___    

Benadryl (for allergic reactions only)…………… Yes___ No____

Cough Drops/Lozenges ………………………… Yes___  No ___       

Hydrogen Peroxide (to clean cuts, abrasions)…... Yes___  No____

Triple Antibiotic Ointment (Neosporin, etc.)…… Yes___  No____      

Antifungal Cream (for athlete’s foot, etc.)……… Yes___  No____

*Dosage to be determined by camp staff according to PDR and physicians guidelines, unless otherwise specified.

Please list any other information you feel would be helpful to camp staff in regards to caring for your child: ___________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If your child requires treatment for an illness or injury or another type of health concern, your permission is required. By signing below, you have given the camp staff permission to assist your child medically, or seek medical treatment. 

Student’s Name _____________________________________________ Date __________________________________

Parent/Guardian’s Signature __________________________________________________________________________

