CAMP TEEKNA 905 S. Waterloo Road.  Devon, PA  19333
Health History Form for all persons attending camp
Dates attending camp: ____________________
Mail form back by:  ____________

We do not use the information on this sheet to decide the acceptance of the person on this form.  We use it, instead, to provide the best possible care for each individual.  Please provide as complete and detailed information as possible to help us in our preparation for each individual's needs.  If any changes occur in this information, please make the nurse aware of this the Monday of first week of camp attended.

Name: __________________________________   Birth date:  _______   Age: _____



Last

First

Middle

Home address: _______________________________________________________




Street address


City

State

Zip

Gender:      Male     Female

Parent or Guardian: ______________________________  Phone:  (      ) _________
Home address: _______________________________________________________

(If different from above)
Street address


City

State

Zip

Emergency Contact Person #1: __________________________________________

Relation to Camper:  _____________________________  Phone:  (      )__________
Address: ____________________________________________________________




Street address


City

State

Zip

Emergency Contact Person #2: __________________________________________

Relation to Camper:  _____________________________  Phone:  (      )__________
Address: ____________________________________________________________




Street address


City

State

Zip
Insurance Information:

Is the individual covered by family medical/hospital insurance?      Yes       No

Who is the carrier or what is the plan name?  ______________________________

Group # ________________________________

Carrier Address:  _____________________________________________________




Street address


City

State

Zip

Name of Policy Holder: ____________________________  ID # or SS#: _________

Relationship to Camper:  _______________________________________________

Allergies:  List all known
Please describe allergic reaction and treatment

Allergies to Medications:

____________________
_____________________________________________

____________________
_____________________________________________

Allergies to Foods:

____________________
_____________________________________________

____________________
_____________________________________________

Other Allergies:  Please include insects, animals, hay fever, asthma, dust, etc.

____________________
_____________________________________________

____________________
_____________________________________________

Are there any restrictions in physical or mental activities (things that cannot be done or adaptations that need to be made):  ___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Medications Being Taken:

Please list any and all medications (including over-the-counter or nonprescription drugs) being taken regularly.  Bring enough medication to last the entire week of camp.  The camp nurse will hold and distribute all medications.  Please keep the medication in the original package or bottle.

    
This individual takes NO medications regularly
This individual takes medications as follows:

Medication: _____________________  Dosage: _________ Times taken each day: ________

Reason for taking: ___________________________________________________________

Medication: _____________________  Dosage: _________ Times taken each day: ________

Reason for taking: ___________________________________________________________

Any medications that are usually taken during the school year, but are not being taken for the summer:

__________________________________________________________________________

For any additional information, please enclose an additional piece of paper.

Please check the medication(s) your child can take at camp.


( Children’s Advil     ( Tylenol     ( Benedryl     (other:__________________________

______________________________________________________________________________
Please provide any additional information about the individual’s behavior and physical, emotional, or mental health which will help the CAMP TEEKNA staff to provide the best possible care for the individual.


I, the parent/guardian, assure that this health history is correct and complete to the best of my understanding.  The individual attending camp has my permission to participate in all camp activities unless otherwise noted.


I also grant permission for the above named child to be treated if any medical emergency arises.  In granting this permission, I accept all moral, legal, and other responsibility for the above named child; and in so doing, I relieve Camp Teekna and its employees from all responsibility other than that of proper adult supervision.

Parent/Guardian Signature:  ___________________________________________________________________________

Printed Name:  ___________________________________________________________
Date:  ___________________


I, the individual attending camp, understand and agree to abide by any restrictions placed on my participation in camp activities.  Signature of Camp Attendee:  __________________________________________________________

Printed Name:  ___________________________________________________________
Date:  ___________________







