Health Assessment

To be completed by parent/guardian and submitted prior to start of camp

_____________________________________________________          ___________      _______________  

Name of Camper being registered





          Date of Birth
Grade in Sept. 2009
________________________________________________________________
           __________________________________

Address








           How did you hear about our camp?

_______________________________
_____________________________________
_________________________

Father’s Name



Home & Daytime Phone



E-mail Address

_______________________________
_____________________________________
_________________________

Mother’s Name



Home & Daytime Phone



E-mail Address

____________________________________________________

________________________________________

Physician/Nurse Practitioner Name and Address



Phone Number

Assessment of Student Health

To the best of your knowledge, does your child have any problems that may affect his/her participation in the activities of this program, cause any concern, and/or be important for the program staff to know?  Please mark “Yes” or “No” for each of the following:
	
	Yes
	No
	Comments

	Allergies (Drugs, Food, Insects, Etc.)
	 
	 
	 

	Asthma
	 
	 
	 

	Behavior or Emotional Problem
	 
	 
	 

	Birth Defects
	 
	 
	 

	Bladder Problem
	 
	 
	 

	Bleeding Problem
	 
	 
	 

	Bowel Problem
	 
	 
	 

	Cerebral Palsy
	 
	 
	 

	Concussion (head Injury)
	 
	 
	 

	Diabetes
	 
	 
	 

	Ear Problem
	 
	 
	 

	Eye or Vision Problems
	 
	 
	 

	Heart Problems
	 
	 
	 

	Hospitalization (When, Where)
	 
	 
	 

	Lead Poisoning
	 
	 
	 

	Limits on Activity
	 
	 
	 

	Medication
	 
	 
	 

	Meningitis
	 
	 
	 

	Pre-maturity
	 
	 
	 

	Seizures
	 
	 
	 

	Sickle Cell Disease
	 
	 
	 

	Speech Problem
	 
	 
	 

	Surgery (When, What type)
	 
	 
	 


I give my permission for confidential and discreet use of information included in this health evaluation as well as health evaluations completed by physician/nurse practitioner to meet my child’s health and educational needs while in this program.

___________________________________________________________
____________________________

Signature, Parent/Guardian





Date

This form is to be kept in the file as part of “Medical Log – Summer 2009”

T-Shirt Size (please check one): Child: M___ L___ Adult: S___ M___ L___

(Continue on Backside)

Health Assessment

To be completed by parent/guardian and submitted prior to start of camp
_________________________________________________________
Participant Name

For participation in any specialized or recreational activities

Please check “Yes” or “No” to each of the following questions.  Explain all “Yes” answers in the “Comments” column.  Include names and dates where appropriate.

	
	Yes
	No
	Comments

	Do you know of any reason why this individual should not
	 
	 
	 

	     participate in these activities?
	 
	 
	 

	Has this individual been advised during the past year to
	 
	 
	 

	     restrict activity?
	 
	 
	 

	Has your child ever had surgery?
	 
	 
	 

	Has your child ever:
	 
	 
	 

	     been hospitalized?
	 
	 
	 

	     been unconscious?
	 
	 
	 

	     fainted?
	 
	 
	 

	     had frequent headaches?
	 
	 
	 

	     had convulsions?
	 
	 
	 

	     had numbness/tingling of face, arms, hands, legs, feet?
	 
	 
	 

	     had chest pain?
	 
	 
	 

	     had shortness of breath?
	 
	 
	 

	     had enlarged liver or spleen?
	 
	 
	 

	     become weak or ill when exposed to hight temperature?
	 
	 
	 

	Has your child ever had:
	 
	 
	 

	     head injury?
	 
	 
	 

	     neck injury?
	 
	 
	 

	     back pain?
	 
	 
	 

	     shoulder separation or dislocation?
	 
	 
	 

	     ankle sprain?
	 
	 
	 

	     knee trouble (including torn cartilage)?
	 
	 
	 

	     knee cap dislocation?
	 
	 
	 

	     broken bone or fracture?
	 
	 
	 

	     pulled ligament or ruptured tendon?
	 
	 
	 

	     swollen, dislocated, or painful joint?
	 
	 
	 

	     serious muscle injury or rupture?
	 
	 
	 

	Does the student have loss or seriously impaired function
	 
	 
	 

	     of any paired organ?
	 
	 
	 

	     ear?
	 
	 
	 

	     eye?
	 
	 
	 

	     lung?
	 
	 
	 

	     kidney?
	 
	 
	 

	     testicle/ovary?
	 
	 
	 

	Does your child wear:
	 
	 
	 

	     glasses?
	 
	 
	 

	     contact lenses?
	 
	 
	 

	     dental braces?
	 
	 
	 

	     other:
	 
	 
	 


______________________________________________________

____________________________

Signature, Parent/Guardian





Date

This form is to be kept in the file as part of “Medical Log – Summer 2009”
