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Legal Name: ____________________________________  __________
                                  First                   Middle                       Last            “Nickname”

   m    Birth Dt __________ Ag on rriv t cmp: ________
                                                                 on th /Dy/Yr

Hom Addrss:  ___________________________________________________________________________________
                                                   Strt Addrss                                  City                                Stt                        Zip Cod

Prn t/gurdin  with  g custody to b con tctd in  cs of in ss or in jury: 
                         Rtion sh ip
Nm:  ________________________ to Cmpr:  _______________Prfrrd Ph on :  (______) ________________
                               Email: _________________________
Hom Addrss:  ___________________________________________________________________________________
(If diffrn t from bov)               Strt Addrss                                     City                                Stt                      Zip Cod

Scon d prn t/gurdin  or oth r mrgn cy con tct: 
                                                             Rtion sh ip
Nm:  ________________________ to Cmpr:  ________________Prfrrd Ph on :  (______) ________________
                                 Email: _________________________
Addition  con tct in  vn t prn t(s)/gurdin (s) cn  n ot b rch d: 
              Rtion sh ip
Nm(s):  _______________________to Cmpr:  ________________Prfrrd Ph on :  (______) ________________

Medical Insurance Information:

Th is cmpr is covrd by fmiy mdic/h ospit in surn c    Ys  No

Directions:
1.  Prn ts:  Ps fi out pgs 1 n d 2 of th is form s much  s possib.
2.  Provid th  form to your ch id’s h th  cr providr for rviw n d comption  of pgs 3 n d 4. 
3.  After th  h th  cr providr h s comptd n d sign d th  form, return it to the camp by May 1st.
 W suggst you kp  copy of th  comptd form for your rcords.

Parent/Guardian Authorization for Health Care:
Th is h th  h istory is corrct n d ccurty rflcts th  h th  sttus of th  cmpr to wh om it prtin s. Th  prson  
dscribd h s prmission  to prticipt in   cmp ctivitis xcpt s n otd by m n d/or n  xmin in g ph ysicin . I giv 
prmission  to th  ph ysicin  sctd by th  cmp to ordr x-rys, routin  tsts, n d trtmn t rtd to th  h th  of my 
ch id for both  routin  h th  cr n d in  mrgn cy sitution s. If I cn n ot b rch d in  n  mrgn cy, I giv my prmis-
sion  to th  ph ysicin  to h ospitiz, scur propr trtmn t for, n d ordr in jction , n sth si, or surgry for th is ch id. 
I un drstn d th  in formtion  on  th is form wi b sh rd on   “n d to kn ow” bsis with  cmp stff. I giv prmission  to 
ph otocopy th is form. In  ddition , th  cmp h s prmission  to obtin   copy of my ch id’s h th  rcord from providrs wh o 
trt my ch id n d th s providrs my tk with  th  progrm’s stff bout my ch id’s h th  sttus.

Sign tur of Custodi           Rtion sh ip
Prn t/Gurdin  _______________________________________Dt_________ to Cmpr:  __________________

If for rigious or oth r rson s you cn n ot sign  th is, con tct th  cmp for  g wivr wh ich  must b sign d for ttn dn c. 

Health History Form
Office Use Only
J-1   J-2  A-1  A-2
M-1  M-2  1  2  3
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General Health History: Check "Yes" or "No" for each statement. Explain “Yes” answers below.

Has/doe s th e  campe r: 

1. Eve r be e n  h ospitalize d? ………………...........….  e s  o 11. Had fain tin g or dizzin e ss? .............................................  e s  o
2. Eve r h ad surge ry? ........................................ .….  e s  o 12. Passe d out/h ad ch e st pain durin g e xe rcise ?….........….  e s  o
3. Have  re curre n t/ch ron ic illn e sse s? ................. .…  e s  o 13. Had mon on ucle osis durin g th e past 12 mon th s?...........  e s  o
4. Had a re ce n t in fe ctious dise ase ? ..................…..  e s  o 14. If fe male , h ave proble ms with me n struation ?.…......…..  e s  o
5. Had a re ce n t in jury? ..................................... .….  e s  o 15. Have proble ms with fallin g asle e p/sle e pwalkin g? .........  e s  o
6. Had asth ma/wh e e zin g/sh ortn e ss of bre ath ?.......  e s  o 16. Eve r h ad back/join t proble ms?…….………....................  e s  o
7. Have  diabe te s? .................................. ……… ....  e s  o 17. Have a h istory of be dwe ttin g?……………............……...  e s  o
8. Had se izure s? .....................................................  e s  o 18. Have proble ms with diarrh e a/con stipation ?…................  e s  o
9. Had h e adach e s? ……………………………….….  e s  o 19. Have an y skin proble ms?…………………......….............  e s  o
10. We ar glasse s, con tacts, or prote ctive  e ye we ar?  e s  o 20. Trave le d outside th e coun try in th e past 9 mon th s?........  e s  o

Please explain “Yes” answers in the space below, n otin g th e  n umbe r of th e  que stion . For trave l outside  th e  coun try, ple ase  
n ame  coun trie s visite d an d date s of trave l.

Mental, Emotional, and Social Health: Check “Yes” or “No” for each statement.

Has th e  campe r: 
1. Eve r be e n  tre ate d for atte n tion  de ficit disorde r (ADD) or atte n tion  de ficit/h ype ractivity disorde r (AD/HD)? ……….....  e s  o
2. Eve r be e n  tre ate d for e motion al or be h avioral difficultie s or an  e atin g disorde r?……..................................................  e s  o
3. Durin g th e  past 12 mon th s, se e n  a profe ssion al to addre ss me n tal/e motion al h e alth  con ce rn s?………..…………….  e s  o
4. Had a sign ifican t life  e ve n t th at con tin ue s to affe ct th e  campe r’s life ?.........................................................................  e s  o
           (History of abuse , de ath  of a love d on e , family ch an ge , adoption , foste r care , n e w siblin g, survive d a disaste r, oth e rs)

Please explain “Yes” answers in the space below, n otin g th e  n umbe r of th e  que stion s.  Th e  camp may con tact you for addition al in formation .

Health-Care Providers:
ame  of campe r’s primary doctor(s):  __________________________________ Ph on e :  (________) ____________
ame  of de n tist(s): _________________________________________________ Ph on e :  (________) ____________
ame  of orth odon tist(s): _____________________________________________ Ph on e :  (________) ____________

What Have We Forgotten to Ask? Please provide in the space below an y addition al in formation  about th e  camp-
e r’s h e alth  th at you th in k importan t or th at may affe ct th e  campe r’s ability to fully participate  in  th e  camp program. 
Attach additional information if needed.

Name: __________________________________________________
                                  First                           Middle                       Last

Parents/Guardians:  STOP here.  The rest of the form is to be completed by the 
camper’s licensed health-care provider. 

Health History
Page 2 of 4

If your camper has NOT been fully immunized, please sign the following statement: I understand and accept the risks to 
my child from not being fully immunized.
Sign ature  of Custodial                    Re lation sh ip
Pare n t/Guardian :  _________________________________Date : ____________  to Campe r:  __________________________

Does your camper take script or OTC medications?   If so a MD/NP/PA must 
write an order on page 4 of this form or provide other written authorization. 
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Medical Personnel: Please review the the first two pages of this form and complete all 
remaining sections of this form. (Pages 3 and 4)  Attach additional information if needed.

Physical exam done today:   Yes   No      (If “No,” date of last physical: __________________)

We igh t:  _______ lbs       He igh t:  _____ft_____in    Blood Pre ssure _______/_______

Allergies: 
 No Kn own  Alle rgie s
 To foods (list): 

 To me dication s:  (list): 

 To th e  e n viron me n t (in se ct stin gs, h ay 
fe ve r, e tc.– list): 

 Oth e r alle rgie s:  (list): 

Describe previous reactions:

Diet, Nutrition:  Eats a re gular die t.Has a me dically pre scribe d me al plan  or die tary re striction s: (describe below)

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

Name: __________________________________________________
                                  First                           Middle                       Last

Health History
Page 3 of 4

Th e  followin g n on -pre scription  me dication s are  common ly stocke d in  camp He alth  
Ce n te rs an d are  use d on  an  as n e e de d basis to man age  illn e ss an d in jury. 

Cross out those items the camper should not be given. 

Acetaminophen (Tyle n ol)     Aloe     Ammonia inhalent (for fain tin g)     Bacitracin ointment             
Bactroban 2% ointment (Mupirocin  – for skin  in fe ction )   
Benzocaine gel (Orasol, An be sol – for tooth ach e s)  
Calamine lotion     Calcium Carbonate (Tums – an tacid)  Cetirizine (Zyrte c – an tih istamin e ) 
Dextromethorphan (Robutussin  DM, De lsym – cough  syrup)
Diphenhydramine (Be n adryl – an tih istamin e )    Epinepherine (Epipe n  – for an aph ylaxis)
Generic cough drops  Guaifenesin (Robutussin  – cough  syrup) Hydrocortisone 1% cream           
Ibuprofen (Advil, Motrin )    Lidocaine Gel (pain  re lie vin g burn  ge l)     
Loperamide (Immodium AD – an tidiarrh e al)       
Loratadine (Claritin  – an tih istamin e )     Milk of Magnesia (laxative ) 
Phenol spray (Ch lorase ptic – Sore  th roat spray)
Phenylephrine (Sudafe d PE – de con ge stan t)  Pseudophedrine (Sudafe d – de con ge stan t)
Tolnaftate 1% cre am (an tifun gal)

Do you fe e l th at th e  campe r will re quire  limitation s or re striction s to activity wh ile  at camp?  No  e s

If you an swe re d “e s” to th e  que stion  above , wh at do you re comme n d? (de scribe  be low—attach  addition al in formation  
if n e e de d)

“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 on this form.)

Name  of lice n se d provide r (ple ase  prin t):  ______________________Sign ature :  __________________Title :  ___________

Office  Addre ss______________________________________________________________________________
                                                               Stre e t                                    City                     State                    Zip Code 

Te le ph on e :  (________)_____________________ Date : _______________________
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Immunization Dose 1
Month/Year

Dose 2
Month/Year

Dose 3
Month/Year

Dose 4
Month/Year

Dose 5
Month/Year

Most Recent Dose
Month/Year

Dipth e ria, te tan us, pe rtussis*
(DTaP) or (TdaP)
Te tan us booste r*
(dT) or (TdaP)
Mumps, me asle s, rube lla*
(MMR)
Polio*
(IPV)

Hae moph ilus in flue n zae  
type  B  (HIB)

Pn e umococcal
(PCV)

He patitis B

He patitis A

Varice lla     Had ch icke n  pox
(ch icke n  pox)   Date : 
Me n in gococcal me n in gitis
(MCV4)

Name: __________________________________________________
                                  First                           Middle                       Last

Health History
Page 4 of 4

Immunization History: Provide  th e  mon th  an d ye ar for e ach  immun ization . Starre d (*) immun ization s must be  curre n t. Copie s of 
immun ization  forms from h e alth -care  provide rs or state  or local gove rn me n t are  acce ptable ; ple ase  attach  to th is form.

Medication:   Th is campe r will n ot take  an y daily me dication s wh ile  atte n din g camp.
    Th is campe r will take  th e  followin g daily me dication (s) wh ile  at camp: 
“Me dication ” is an y substan ce  a pe rson  take s to main tain  an d/or improve  th e ir h e alth . Th is in clude s vitamin s & n atural re me die s. 
Th e  camp re quire s origin al ph armacy con tain e rs with  labe ls wh ich  sh ow th e  campe r’s n ame  an d h ow th e  me dication  sh ould be  
give n . Pare n ts n e e d to provide  e n ough  of e ach  me dication  to last th e  e n tire  time  th e  campe r will be  at camp. 

Name of medication Amount or dose given How it is given When it is given Reason for taking it Date started

Bre akfast
Lun ch 
Din n e r
Be dtime 
Oth e r time : _______
Bre akfast
Lun ch 
Din n e r
Be dtime 
Oth e r time : _______
Bre akfast
Lun ch 
Din n e r
Be dtime 
Oth e r time : _______

Bre akfast
Lun ch 
Din n e r
Be dtime 
Oth e r time : _______

Inhaler / Epi-Pen authorization:  Camper has Inhaler Epi-Pen (circle  on e ) with them and may self-administer.
 Not Ne e de d  No    Ye s     _______  (in itials of h e alth  care  provide r)
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Inhaler and Epi-Pen Permission 
Must be completed by a licensed health care professional if Epi-Pen is to be carried at all times.

New Hampshire and Maine have legislation controlling the use and storage of inhalers and Epi-Pens 
at camp. The purpose of these law is to allow your camper to keep his/her inhaler or Epi-pen on his/
her person to be used if needed while at the same time providing a safe environment for other campers. 
The law requires  two Epi-pens: one for the camper and one to be kept with the Nurse. While the  State 
of New Hampshire does not require two inhalers, but Camp Brookwoods and Deer Run recommends 
two inhalers: one for the camper and one for the Nurse.

________________________________      has the knowledge and skills to safely possess and administer  
     (name of camper)     the medication in a camp setting.
               
INHALERS THAT MUST BE CARRIED

Medication______________________  Dose __________________  Frequency______________

Medication ______________________ Dose __________________  Frequency ______________

Medication ______________________ Dose __________________  Frequency ______________

EPI-PEN

Medication ______________________ Dose __________________  Frequency ______________

List any special  side effects, complications, and/or adverse reactions to be observed other than those 
listed on the package insert. ________________________________________________________________
__________________________________________________________________________________________

Although rare, the adminstration of epinephrine to an individual  other than for whom it is prescribed 
can result in serious medical problems which are listed on the epinephrine package insert. This patient 
has been instructed in the dangers of administration of his /her epinephrine to any other person.

HEALTH CARE PROFESSIONAL'S  NAME __________________________________________________

SIGNATURE  OF HEALTH CARE PROFESSIONAL_____________________________DATE __________

ADDRESS____________________________________________________________________

BUSINESS PHONE  (        )  __________________  EMERGENCY PHONE (     )  __________________

                                                        

Office Use Only
J-1   J-2  A-1  A-2
M-1  M-2  1  2  3
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Our Mission at Brookwoods, Deer Run and Moose River Outpost 
is to foster vibrant Christian communities located in 

awe-inspiring outdoor settings in which young people are 
spiritually transformed through Christ-centered relationships.

Christian Camps and Conferences, Inc.
34 Camp Brookwoods Road

Alton, New Hampshire 03809
 Telephone: 603.875.3600  Fax: 603.875.4606   

www.christiancamps.net

For additional information, please contact our friendly staff:

Bob Strodel  Executive Director    bob@christiancamps.net
 
Dorothy Legro  Registrar     dorothy@christiancamps.net

Debbie Strodel  Office Manager  & Finance  debbie@christiancamps.net
    
Seth Coates  Moose River Outpost Director seth@christiancamps.net

David Strodel  Brookwoods Co-Director  david@christiancamps.net

Ben Tabone  Brookwoods Co-Director  ben@christiancamps.net

Mary Beth Bowling Deer Run Director   marybeth@christiancamps.net

Tim Nielsen  Director of Ministry Services tim@christiancamps.net

Lost or additional forms?      http://www.christiancamps.net

Accreditation
Brookwoods, Deer Run and Moose River Outpost are accredited members of the American Camping Associa-
tion (ACA) and Christian Camp and Conference Association (CCCA). They have earned and maintained the 
highest recognition and standing with both organizations. This means that Camp has met the requirements 
for membership established by the ACA and CCCA. Camps awarded these emblems are inspected every 
three years by qualified personnel to ascertain their compliance with standards set by these organizations. 


