Health Form

Please note that: 1. You must fill in every item (except the section to be filled by your physician).
2. Participant under 18 of age must have parental/ guardian signature at Authorization.
3. This form is complete only with valid signature at Authorization.
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The following health history is correct so far as I know, and the person herein described has permission to engage in all
prescribed camp activities, except as noted by me/ family and the examining physician. In the event, I/ my family
cannot be reached in an EMERGENCY. I hereby give permission to the physician selected by the camp director to
hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for me/ my child as named above.
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Please notify the camp if this person is expose to any communicable disease during the three weeks
prior to camp participation.
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This examination should be performed within 12 months of arrival at camps. Examination for some other purpose
within this period is acceptable. Examination is for determining fitness to engage in strenuous activities.

Codes: S — Satisfactory X — Not Satisfactory (explain) O — Not examined
Height Weight Hgb. Test Urinalysis

Eyes Extremities

Glasses Posture (Spine)

Ears Skin

Nose Allergy

Throat Please Specity

Teeth

Heart

Lungs General Appraisal:

Abdomen

Hemia

(For girls and woman)
Has this person menstruated?

If not, has she been told about it?

If so, is her menstrual history normal?

Special Consideration :

Special Diet

Special medicine (name it)

Swimming, diving Strenuous activity

Other

I have examined the person herein described and have reviewed his/ her health history. It is my opinion that he/ she is
physically able to engage in camp activities, except as noted above.
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Examining Physician Date

Telephone ( ) - Address

Suggestion from Parents




