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Health History

Name:

Page 2 of 4

First Middle Last

Has/does the camper:

General Health History: Check "Yes" or "No" for each statement. Explain “Yes” answers below.

1. Ever been hospitalized? ..............cccoiiiiiienn 1 Yes I No 11. Had fainting or dizziness? ..........ccceiovevieiiniiciiiiiesees [l Yes [ No
2. Ever had surgery? .......ccccceeeeeevineennns Yes [1 No 12. Passed out/had chest pain during exercise?................ [1 Yes [1 No
3. Have recurrent/chronic illnesses? .........c.ccc... ... Yes [1 No 13. Had mononucleosis during the past 12 months?........... [1Yes 1 No
4. Had a recent infectious disease? ............cccce..... [1Yes [1 No 14. If female, have problems with menstruation?............... [1Yes [1 No
5. Had a recent injury? ........ccceeviiiiiiiiiciiien e [1Yes [1 No 15. Have problems with falling asleep/sleepwalking? ......... [1Yes 1 No
6. Had asthma/wheezing/shortness of breath?....... [1Yes (1 No 16. [l Yes [1 No
7. Have diabetes? ... e [l Yes (1 No 17. «eco.. 1 Yes [1 No
8. Had Seizures? ........cccocviiiiiiicicieeeee [ Yes [I No 18. Have problems with diarrhea/constipation?................... [ Yes I No
9. Had headaches? ............ccooeiiiiiiiiiiiiiin, [1Yes (1 No 19. Yes [1 No
10. Wear glasses, contacts, or protective eyewear? [ Yes [| No 20. Traveled outside the country in the past 9 months?........ Yes (1 No

Please explain “Yes” answers in the space below, noting the number of the question. For travel outside the country, please
name countries visited and dates of travel.

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

Has the camper:

1. Ever been treated for attention deficit disorder (ADD) or attention deficit/hyperactivity disorder (AD/HD)? .............. " Yes [1 No
2. Ever been treated for emotional or behavioral difficulties or an eating disorder?...........ccccocciiiiiiiiiiiences e [ Yes [1 No
3. During the past 12 months, seen a professional to address mental/emotional health concerns?........................... 71Yes [1 No
4. Had a significant life event that continues to affect the camper’s life?...........oooi i [ Yes [1 No

(History of abuse, death of a loved one, family change, adoption, foster care, new sibling, survived a disaster, others)

Please explain “Yes” answers in the space below, noting the number of the questions. The camp may contact you for additional information.

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.

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.

Signature of Custodial Relationship

Parent/Guardian: Date: to Camper:

Health-Care Providers:

Name of camper’s primary doctor(s): Phone: ( )
Name of dentist(s): Phone: ( )
Name of orthodontist(s): Phone: ( )

What Have We Forgotten to Ask? Please provide in the space below any additional information about the camp-
er’s health that you think important or that may affect the camper’s ability to fully participate in the camp program.
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.




Health History

Name:

Page 3 of 4 First Middle Last

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.

Weight: Ibs Height: ft in Blood Pressure /

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

Do you feel that the camper will require limitations or restrictions to activity while at camp? 1 No [ Yes

If you answered “Yes” to the question above, what do you recommend? (describe below—attach additional information
if needed)

“l 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 licensed provider (please print): Signature: Title:

Office Address

Street City State Zip Code
Telephone: ( ) Date:

The following non-prescription medications are commonly stocked in camp Health

. . e Allergies:
Centers and are used on an as needed basis to manage illness and injury. g

[1 No Known Allergies
Cross out those items the camper should not be given. -1 To foods (list):

Acetaminophen (Tylenol) Aloe Ammonia inhalent (for fainting) Bacitracin ointment | [] To medications: (Iist):
Bactroban 2% ointment (Mupirocin — for skin infection)
Benzocaine gel (Orasol, Anbesol — for toothaches)

Calamine lotion  Calcium Carbonate (Tums — antacid) Cetirizine (Zyrtec — antihistamine) _ To the environment (insect stings, hay

Dextromethorphan (Robutussin DM, Delsym — cough syrup) fever, etc.— list):
Diphenhydramine (Benadryl — antihistamine) Epinepherine (Epipen — for anaphylaxis)
Generic cough drops Guaifenesin (Robutussin — cough syrup) Hydrocortisone 1% cream | (| Other allergies: (list):

Ibuprofen (Advil, Motrin) Lidocaine Gel (pain relieving burn gel)
Loperamide (Immodium AD — antidiarrheal) . . .
Loratadine (Claritin — antihistamine)  Milk of Magnesia (laxative) Describe previous reactions:
Phenol spray (Chloraseptic — Sore throat spray)

Phenylephrine (Sudafed PE — decongestant) Pseudophedrine (Sudafed — decongestant)
Tolnaftate 1% cream (antifungal)

Diet, Nutrition: [ Eats a regular diet.[ IHas a medically prescribed meal plan or dietary restrictions:(describe below)

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




Health History Name:
Page 4 of 4 First Middle Last

Medication: ] This camper will not take any daily medications while attending camp.

] This camper will take the following daily medication(s) while at camp:
“Medication” is any substance a person takes to maintain and/or improve their health. This includes vitamins & natural remedies.
The camp requires original pharmacy containers with labels which show the camper’s name and how the medication should be
given. Parents need to provide enough of each medication to last the entire time the camper 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

[Breakfast
JLunch
[IDinner
[1Bedtime
[1Other time:

[Breakfast
JLunch
[IDinner
[1Bedtime
[1Other time:

[Breakfast
[JLunch
[IDinner
[1Bedtime
[10Other time:

[Breakfast
[JLunch
[IDinner
[Bedtime
[1Other time:

Inhaler / Epi-Pen authorization: Camper has Inhaler Epi-Pen (circle one) with them and may self-administer.
[J Not Needed [ No [ Yes (initials of health care provider)

Immunization History: Provide the month and year for each immunization. Starred (*) immunizations must be current. Copies of
immunization forms from health-care providers or state or local government are acceptable; please attach to this form.

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

Diptheria, tetanus, pertussis*®
(DTaP) or (TdaP)

Tetanus booster*

(dT) or (TdaP)

Mumps, measles, rubella*
(MMR)

Polio*

(IPV)

Haemophilus influenzae
type B (HIB)

Pneumococcal
(PCV)

Hepatitis B

Hepatitis A

Varicella | [1Had chicken pox
(chicken pox) | Date:

Meningococcal meningitis
(MCV4)




Office Use Only
J-1 J-2 A-1 A2

Inhaler and Epi-Pen Permission [ wiy212:

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 ()
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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.

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.

cremneane | Christian Camps and Conferences, Inc.
& CONFERENCE 34 Camp Brookwoods Road
) Alton, New Hampshire 03809
Telephone: 603.875.3600 Fax: 603.875.4606

www.christiancamps.net
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