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Christian Camps and Conferences
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Medical Insurance Information:
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Parent/Guardian Authorization for Health Care:
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General Health History: Check "Yes" or "No" for each statement. Explain “Yes” answers below.

+DV BVRVHF D RB

(U HEHRR V S L WBD O]« « « « O« HO1 R + D061 DQMMURUG LIQIM V O +HO1R
(HUKD G VMHI O HO1lR « 3BWRXKEGFKK MG D LQ @XHHU FH' W k<HO1R
+DHYUF X H @/ KB & F QMDY O HO&R< + 0GP RRX FHR WIG XQMH S DW P RQKV " O HO1R
+DGHPH@QQHEH-WLRXYG LV O HylR< JIHPDHD BYH SHREZQWK@WUXDWLR 4O HO1R
+DG HBH@®QUL X U\" O HO1R « +DYH SHFRVEZOW KQ IDOHTE. YW@ Z D QIN L O HO1R
+D G HPDWK HHQY ¥R QW V R HDEU O HalR (YH UDGE D F NQM/R BB D" « «  « « « O HO1lR
+ DHYG L IR 0 HO¥ R« <+ DY HKDV WHR EHG AWV 'L« « « « « «O0 HO1R
+D GLY XU o HO1R +DYH SHREQOWK &BDDRRIW L $D<W L R O HO1R
+DIBIE CGRIN" « &KL KLL « O HO1R +DY|—QD\/NLQ FH R'E@ « « « « « « O H9d1R
HODU JOMDVRR D FWV HRWHSYHRIO HO1 R 7 U BB QR X W VKHG FHRIM U CKRVS DW P RNV O <HO1R

Please explain “Yes” answers in the space below QR@WLKWHX P EU RAHVKV WL RR U WDU B XMWHFGRQW U \HDSAO
QD H F RWHYLY HE LV GHYWR | WAUDY

Mental, Emotional, and Social Health: _ Check “Yes” or “No” for each statement.
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Please explain “Yes” answers in the space below QROULKHX P EU RAHVKY WQ/ RKHFDPS PDQMDRFW \RX | RDUGQDRAGPLVLIRR

If your camper has not been fully immunized, please sign the following statement: | understand and accept the risks to
my child from not being fully immunized.
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Health-Care Providers:
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What Have We Forgotten to Ask? Please provide in the space below ) DG GOWLRUP QW ER K MF BVP S

Attach additional information if needed.

Parents/Guardians: STOP here. The rest of the form is to be completed by the camper’s licensed
health-care provider.
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Medical Personnel. Please review the the first two pages of this form and complete all
remaining sections of this form. Attach additional information if needed.

Physical exam done today: [ HO1 R 7K HIR O QIRRQ SHY F U LBRME RF QW LR
(If “No,” date of last physical: BBBBBBBBBBB DHFRPRR\ VWR@RNDP SDAW
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Describe previous reactions:

Diet, Nutrition: O(DW DH) X QGHNT + DVD PG L RB®F WHLEE HDCS O DGRV DBV W U QAdwédriRe below)

The camper is undergoing treatment at this time for the following conditions: (describe below)

Medication: 0O 7KVYF D P LOORYWV D N\®D\ LPOG L F QWZKIRO HHID@ W D P S
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Name of medication | Amount or dose given How it is given When it is given Reason for taking it Date started
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Immunization History: 3 U RM K/GP RN G kDU HRWK L P PQX ] D@ LBRVHBU U L RPPD QWL R X VW\F BU@  &HR/SR |
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Immunization Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 Most Recent Dose
Month/Year Month/Year Month/Year Month/Year Month/Year Month/Year
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Other treatments/therapies to be continued atcamp: G HYFUWHEHORZ

Inhaler / Epi-Pen authorization: Camper has Inhaler Epi-Pen F L H ROHwith them and may self-administer.
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“I have reviewed the CAMPER HEALTH HISTORY FORM, and have discussed the camp program with the
camper’s parent(s)/guardian(s). It is my opinion that the camper is physically and emotionally fit to participate
in an active camp program (except as noted above.)
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