
To Be Completed By A Licensed Physician:�Please insist applicant furnish complete medical history before exam.


Camper must be evaluated by his / her family physician, who must be well acquainted with the individual’s health status and capability of participation in camp activities.


Camper must be capable of social interaction with others, thus capable of adjustment to being away from home, relating staff, and fellow campers and participation in camp activates.


Camper must be able to communicate needs through at least a yes / no response of some sort. (ex. Head Shake, eye blink, use of communication board)


Name of Camper: 	


 B.P. (_______/________)�Pulse: _______________


Immunizations:


Please indicate the date of the patients last immunizations�
�
Chicken Pox:�
Pertusis:�
�
German Measles:�
Polio:�
�
Hepatitis:�
Rubella:�
�
Tetanus:�
Other:�
�



Tuberculin Skin Test: (date and results) 	�Chest X Ray (only required if skin test was positive) (date and results)	��Restrictions, recommendations, or comments:	


	


	�I have treated the above named camper as a patient for ____ years ____ months, am familiar with his / her disabilities. In my opinion, the (_)is (_) is not physically and emotionally able to participate in the camp program. The information provided on this form represents my authorization for distribution of medication as well as treatment and care. If it comes to my attention that this patient’s condition changes between now and his / her camp session, I will notify the camp.


	�Physicians Signature                                                                                                                                       Date:


	�Physicians Printed Name                                                                                                                             


Office Address	


Phone:	

















