[image: image1..pict]
Health 

History

For the good health of everyone at BYC, please complete the following, required, Health History form, and submit on the day of registration. There is no admittance into the camping program without this form.

Camper Name: ______________________________________

Date of Birth (Month/Day/Year): ________________________

Insurance Carrier: ____________________________________

Policy Number: ________________________________


Family Physician: _________________________Phone: ____________

Immunizations: for everyone’s safety, immunization information MUST be provided, or the camper will not be allowed to remain at camp.

Please give the most recent dates for the following: (DTAP or DT): __/__/____ MMR: __/__/____

Polio: __/__/____ Hepatitis B: __/__/____
Chicken Pox: __/__/____

Has the camper ever had Chicken Pox? Yes/no (If Yes when? __/__/____)

Medications: By state law, medications must be clearly labeled and in their original containers. ALL medications MUST be held & dispensed by the camp nurse during camp. Please list all current medications below, add an additional sheet if necessary.

Medication: ________________________Dosage:________Administration Time(s)______________

Medication: ________________________Dosage:________Administration Time(s)______________

Medication: ________________________Dosage:________Administration Time(s)______________

Medication: ________________________Dosage:________Administration Time(s)______________

Additional Information:

*Last Routine Physical:  __/__/____ Height: _________ Weight:_________Eye Color: __________

*Please list any known allergies (including those to medications) and type of reaction (s) : __________________________________________________________________________________

__________________________________________________________________________________

*Please list any frequent or chronic illness (es) that camp staff should be aware of: __________________________________________________________________________________

__________________________________________________________________________________

*Please list and describe any disabilities and/or required accommodations: __________________________________________________________________________________

__________________________________________________________________________________

*Please explain any behavioral or dietary restrictions: __________________________________________________________________________________

__________________________________________________________________________________

Is there any other information those working at BYC should be aware of? __________________________________________________________________________________

__________________________________________________________________________________

An additional physician’s note is required if the camper has seen a doctor for any treatment of illness or injury during the month prior to camp. All conditions, restrictions, and treatments must be stated.

Please Sign Below

This health history is correct to the best of my knowledge, and the camper described herein has my permission to engage in all camp activities except as noted _________________________. 

I understand that in the case of an emergency or illness, every effort will be made to contact me or the emergency contact person I have indicated.

Signature of Parent or Guardian: ________________________________ Date: __________________

Printed Name: _________________________________________

 





Please attach a recent 


photo of camper. 


Sorry this will not be returned. 





Thank You!














For Staff Member Use Only





Immunization Record


Accommodation Necessary


Physician’s Note


“No Contact” Information


Health Risks: ___________________


______________________________





Emergency Contact Information





Parent/Guardian: _____________________________________ Home Phone: _____________________





Work Phone: ____________________ Cell Phone:___________________


Alternate Emergency 


Contact: _______________________________________ Relationship: _____________________ 





Home Phone: ___________________ Work Phone: _________________ Cell Phone:________________
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