MEDICAL EXAMINATION, IMMUNIZATION AND HEALTH HISTORY


Valid For TWO years providing no serious accident or illness occurs after examination date.  Form will be returned.


►  This side to be completed by parent or guardian



OVER   ►  Other side to be completed by licensed physician

 NAME (Last, First, Middle)







AGE

DATE OF BIRTH

RELIGION

 STREET ADDRESS







CITY





STATE


ZIP CODE

 NAME OF PARENT/GUARDIAN











PHONE

 HEALTH INSURANCE COMPANY





POLICY NUMBER




NAME OF PARENT/GUARD EMPLOYER
















 Incase of emergency, I hereby give permission to the licensed physician selected by the camp director to
         SIGNATURE
 hospitalize, secure proper treatment, anesthesia or surgery for my daughter named on this form.

 IN CASE OF EMERGENCY AND PARENT/GUARDIAN CANNOT BE REACHED, CALL

 Name








Relationship




Phone

 Check and give approximate age at which these conditions occurred:


 CONDITION       (    AGE      CONDITION                (     AGE       CONDITION            (     AGE     ALLERGY
          (    (List)


 

 Appendicitis
            Kidney Trouble
               Rheumatic Fever                       Food

 Asthma

            Measles – Regular
               Scarlet Fever
               Drug


 Chicken Pox                         Measles – German
               Seizures
                                Insect Stings
 Diabetes
                             Mumps

               Tonsillitis

               Plant Poisoning

 Headaches
            Poliomyelitis
                                Tuberculosis
               Skin Rash

 Heart Trouble
            Pneumonia

               Whopping Cough                      Hay Fever
 OPERATIONS OR INJURIES

 HISTORY OF EMOTIONAL OR BEHAVIORAL DISTURBANCE

 NAME OF MEDICATIONS USED (Include all to be brought to camp) 
Dosage 



Purpose


 SPECIAL CONDITIONS TO BE WATCHED, SUCH AS BEDWETTING, FAINTING, SLEEP WALKING, ETC.




     Polio
      

 Diphtheria
       Tetanus
          Measles
    
Rubella




 Initial Immunization











                 Has Menstruation 
                    yes

 Date Completed











      

Been Established?
                
    no


 Date of Most 












                 If Not, Is She Prepared                 yes

 Recent Boost












                 For the Physical Change?            no

 Name of Person Completing This Side







Date

IMMUNI-


ZATION

















