EAGLE RIVER DAY CAMP
2011 Health and Medical Record

Grade next Sept.

DIRECTIONS: Please complete PAGES 1-3 of this form and SIGN ON PAGE 3. Return this form by May 15.

Camper/Staff Name Date of Birth

Address Age on July 1 Gender
City State Home Phone

This personisa [0 Camper [ Staff Staff Cell Phone

Father’s Full Name: Mother’s Full Name:

Business Phone: Father ( ) Mother ( )

Cellular Phone: Father ( ) Mother ( )

IN AN EMERGENCY PLEASE NOTIFY: We will always attempt to contact the parents first. Please provide the names of
emergency contacts (other than a parent) who are close to camp and available during the day.

Name Name
Address Address
Relationship Relationship

Phone: Home Other

Phone: Home Other

ALLERGIES:
0 This person has no known allergies.

OO0 This person is allergic to 0 Food [ Medicine [ The environment (insect stings, hay fever, etc.) O Other
Please describe below all known allergies, the reaction seen and management of the reaction.

DIET, NUTRITION:
0 This person eats a regular diet. [0 This person eats a regular vegetarian diet.

O This person has special food needs. (Please describe below)

RESTRICTIONS:
O | have reviewed the program and activities and feel this person can participate without restrictions.

O | have reviewed the program and activities and feel this person can participate with the following restrictions
or adaptations. (Please describe below)

MEDICAL INSURANCE INFORMATION: [ Yes O No

Include a copy of your insurance card if appropriate; copy both sides so information is readable.

This person is covered by family medical / hospital insurance.

Insurance Company

Policy Number

Subscriber Name Insurance Company Phone # ( )
HEALTH CARE PROVIDERS:

Primary doctor(s): Phone ( )

Primary dentist(s): Phone ( )

Primary orthodontist(s): Phone ( )

Eagle River Day Camp, 1470 Perrineville Road

, Monroe Twp, NJ 08831

phone 609-448-5885 fax 609-448-0029




IMMUNIZATION HISTORY : Provide the month and year for each immunization. Diamond ( ¢ ) immunizations must be

current. Copies of immunization forms from health care providers or state or local government are acceptable; please
attach to this form.

Date Vaccine

Which of the following has the participant had? — Diptheria, tetanus, pertussis 4 (DtaP or TdaP)
O Me_asles This section must — Tetanus booster ¢ (dT or TdaP)

O Chicken pox — Mumps, measles, rubella ¢ (MMR)

O German measles be completed per _ Polio ¢ (IPV)

O Mumps NJ State Law _____ Haemophilus influenza type B (HIB)

O Hepatitis _ Pneumococcal (PCV)

_ Hepatitis A

Date of last Tuberculosis (TB) test — Hepatitis B
Result: O Positive O Negative _ Varicella Zoster (Chicken pox)

Meningococcal meningitis (MCV4)

If this person has not been fully immunized, please sign the following statement:
| understand and accept the risks for not being fully immunized.

Parent or Legal Guardian's Signature Date
Applicant's Signature (if over 18)

MEDICATION: Please list ALL medications (including over-the-counter or non-prescription drugs) taken routinely.
Medications to be dispensed at camp must be supplied in the original packaging that identifies the patient, medication,
dosage, frequency, and prescribing physician. Medications must not be expired. Attach additional pages for more
medications. Please check one of the two boxes below:

O This person takes NO medications on a routine basis
]

This person takes medications as follows:
Med #1 Dosage_ Specific times taken each day

Reason for taking

Med #2 Dosage_ Specific times taken each day

Reason for taking

Med #3 Dosage_ Specific times taken each day

Reason for taking

Identify any medications taken during the school year that participant does/may not take during the summer and/or
any prescription medication not taken on a regular basis:

TREATMENT: The following non-prescription medications may be stocked in the Wellness Center and are used on an as
needed basis to manage illness and injury. Cross out those that this person should NOT be given.

Acetaminophen (Tylenol) Bismuth subsalicylate for diarrhea (Pepto-Bismol)
Ibuprofen (Advil, Motrin) Sore throat spray or lozenge (Cepacol or Generic)
Antibiotic cream Sunburn spray (Solarcaine or Generic)
Antihistamine/allergy medicine (Benadryl or Generic) Sting swabs (Benzocaine)

Calamine lotion or Generic substitute

Eagle River Day Camp, 1470 Perrineville Road, Monroe Twp, NJ 08831 phone 609-448-5885 fax 609-448-0029




GENERAL HEALTH HISTORY: Explain “yes” answers below.

Has/does the participant: Yes No Yes No
1. Ever been hospitalized?. ................ O g 16. Passed out/had chest pain during exercise?. - - o o
2. Everhad surgery?. .............cocoouou.. o O 17. Had fainting or dizziness?. ................ o o
3. Had any recent infectious disease?.. . . .. ... O ad 18. Had mononucleosis in the past 12 months?. .. 0O O
4. Have recurrent/chronic illness?............ O 0O 19. If female, have problems with
5. Had a recentinjury?. ................... O d periods/menstruation?. ............... o o
6. Had asthma/wheezing/shortness of breath?.. O O 20. Have problems falling asleep/sleepwalking?. .. O O
7. Have diabetes?. . .. ... O O 21. Ever had back/joint problems?.. ... ......... o o
8. Had Seizures?. . ... ..o O O 22. Have a history of bedwetting?. ............. o o
9. Had headaches?. .. .. ..., O 0O 23. Had problems with diarrhea/constipation?..... O O
10.W ear glasses/contacts/protective eye wear? O O 24. Have any skin problems or distinguishing marks
11.Had fainting or dizziness?. .. ............. o O (e.g., itching, rash, hemangioma)?....... O 0O
12.Had high blood pressure?................ O g 25. Travelled outside of the country in the
13.Have been diagnosed with a heart murmur?. 0O O past9months?............... .. .. ... O d
14.Have an eating disorder?. ............... O d 26. Ever had frequent ear infections?. . ......... o o
15.Ever had emotional difficulties for which 27. Have an orthodontic appliance being

professional help was sought?....... 0 O broughttocamp?. ................ ... O o

28. Have any other condition that may require
emergency or special care or medication?. 0 O

Please add any other diagnosis and/or explain any “yes” answers, noting the number of the questions:

WHAT HAVE WE FORGOTTEN TO ASK? Please provide in the space below any additional information about this
person’s health that you think is important or that may affect this person’s ability to fully participate in the camp program.
Please describe any current physical, mental, or psychological conditions requiring medication, treatment, or special
restrictions or considerations not listed elsewhere on this form. Attach additional information or pages if needed.

PARENT'S AUTHORIZATION AND PERMISSION TO PROVIDE EMERGENCY CARE:

This Health and Medical Record is correct and accurately reflects the health status of the person to whom it pertains. The
person described has permission to participate in all camp activities except as noted by me and/or an examining physician.
| understand that part of the camp experience involves activities and interactions that may be new to my child. These come
with certain risks and uncertainties beyond those my child may be used to dealing with at home. | am aware of these risks,
and | am assuming them on behalf of my child. | realize that no environment is risk-free and so | have instructed my child
on the importance of abiding by the camp’s rules. My child and | both agree that he or she is familiar with these rules and
will obey them. In the event | cannot be reached in an EMERGENCY, | hereby give permission to the medical personnel
selected by the camp director to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for
this person. | understand that the information on this form will be shared on a “need to know” basis with camp staff. | agree
to the release of any records necessary for evaluation, treatment, referral, billing or insurance purposes. | give permission
to photocopy this form. In addition, the camp has permission to obtain a copy of this person’s health record from providers
who treat my child and these providers may talk with the program staff about my child’s health status.

Parent or Legal Guardian's Signature Witness Date
Applicant's Signature (if over 18)

Eagle River Day Camp, 1470 Perrineville Road, Monroe Twp, NJ 08831 phone 609-448-5885 fax 609-448-0029



