JEFFERSON LAKES DAY CAMP

973 347-1230
973 691-4813 FAX

PERSONAL HEA

PO Box 426
Stanhope, NJ 07874

LTH AND MEDICAL

Directions: To be completed by parent, guardian or physician - please complete both sides - the form is required by state law or child

cannot attend camp.

Camper Name

Date of Birth

Address

Age Sex

State Home Phone

City
Business Phone: Father

Cell Phone: Father

Camp Session Attending: D 8 Weeks

1st Half 2nd Half Six Weeks (Specify Weeks)
pecity

Business Phone: Mother

Cell Phone: Mother

IN AN EMERGENCY NOTIFY (someone close to camp who is available during the day)

Name
Address
City and State

Relationship

Home Phone

Other Phone

EMERGENCY MEDICAL INFORMATION

D Asthma D Fainting Spells D Contact Lenses
(L] Convulsions  [_] Migraine Headaches (L] Heart Trouble
(] Diabetes (L) High Blood Pressure () Bee Sting

D Allergy or reaction to any medicine, food, plant, or insect toxin

Any other condition that may require emergency or special care,
medication or knowledge: Explain

Name

Address

City and State

Relationship

Home Phone

Other Phone

APPROVED FOR PARTICIPATION IN (Please Check Box)
L All Activities

D Camp Trips

D Explain any restrictions or limitations below:

IMMUNIZATIONS (must be completed each year as required by the State)

Month/Year Given Check If Needed Has Had: Vaccination Disease Check if Needed
Tetanus A Measles 4 4 A
Dihtheria A Mumps 4 4 A
Polio A Rubelia 4 4 A
MMR A Whooping Cough 4 4 A
Hepatitis A Chicken Pox 4 4 A

MEDICAL HISTORY

Date of most recent physical exam (month and year)
Physician’s Name Phone
Address
Dentist/Orthodontist Name Phone
Address
Does your child currently take medicines? D No D Yes
Is your child currently under medical care? N [ Yes
Does your child currently have any health problems? D No D Yes (explain on back)
Does your child currently have ADD or ADHD? N [ Yes
Does your child take medication for ADD or ADHD during the winter? N [ Yes
Does your child take this medication during the summer? N [ Yes



IS THERE A PAST OR PRESENT HISTORY OF ANY OF THE FOLLOWING (explain “yes” answers in space below)

Yes YEAR YEAR
Tetanus Stomach. Bowels
Deformity Kidneys, Urine
Immune Deficiency Infection
Surgery Bed-wetting
Skin, Glands Menstrual Problems
Eyes, Ears Hernia Rupture
Nose, Sinus Back, Limbs, Joints

Teeth, Tonsils Serious Illness

Dentures Serious Injury
Bridge Sleepwalking
Chest Lungs Behavioral Condition
Heart Other (explain below)
Murmur
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Rheumatic Fever

EXPLAIN

Has there been any surgery, illness, allergy, or change in health status since the last complete physical exam?

D No D Yes (Explain any “Yes” answers in the space below)

TREATMENT
In the event of a minor medical emergency, the Camp Nurse has my permission to administer the following over-the-counter medications according

to the label instructions, as her discretion:

Cepacol Lozenges [_] No [] Yes Acetaminophen (] No [] Yes Coca Cola Syrup  [_] No [] Yes
(Tylenol) (upset stomach)
Benadryl 0 No [ Yes Benadryl Elixir ] No [] Yes

PARENT’S AUTHORIZATION
To the best of my knowledge, the medical history is correct and complete. I know of no reason to restrict camper activity and give my permission for
participation in all activities except as specifically noted herein. In the event I cannot be reached in an emergency, I hereby give permission to the
physician selected by the Camp Director to hospitalize, secure proper treatment for, order x-rays, routine tests and to order injection, anesthesia or

surgery for my child as named above.

Parent or Legal Guardian Signature Date

Do you carry family medical/hospital insurance? D No D Yes If yes, indicate carrier:

Policy or Group:




