
JOHNSONBURG PRESBYTERIAN CENTER 

2012 HEALTH HISTORY AND EXAMINATION FORM 
(This side is to be completed and SIGNED by parent/guardian.) 

 
Camper Name__________________________________________Sex_____Age_____Birthdate___________________  
                                     Last                                                             First 

Home Address________________________________________________________Phone _______________________ 

                                Street & Number                                     City                                             State               Zip 

Child lives with: 

 ___father___________________________ Work Ph _______________________ Cell Ph__________________ 

 ___mother__________________________  Work Ph _______________________  Cell Ph__________________ 

         ___other________________ relationship_______________ Work Ph ______________  Cell Ph______________ 

Emergency Contact (other than above) if we are unable to reach the above: Name ______________________________ 

Relationship_________________________________________ Phone _____________________________________ 
 

CURRENT MEDICATIONS (drug, dosage, time of day or as needed) _______________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

ALLERGIES (foods, plants, insects, drugs, and reaction, as well as action you wish us to take) ____________________ 

_________________________________________________________________________________________________ 

ACTIVITIES (specify encouraged or limited) ____________________________________________________________ 

DIETARY MODIFICATIONS ______________________________________________________________________ 
MEDICAL, EMOTIONAL, AND SOCIAL HEALTH HISTORY _________________________________________ 

_________________________________________________________________________________________________ 

HOSPITALIZATIONS (Please specify medical/surgical/psychiatric and include dates) __________________________ 

_________________________________________________________________________________________________ 

Does your child have a history of bedwetting?_____________________homesickness?___________________________ 

For females, has she menstruated? ________________If not, has she been told about it?___________________________ 

Any other health related information you wish camp personnel to have? ________________________________________ 

    ______________________________________________________________________________________________ 

Please notify camp if child was exposed to any contagious illness three weeks prior to camp. 
Dentist/orthodontist_____________________________________________Phone _______________________________ 

Family physician_______________________________________________ Phone _______________________________ 

Name of Insurance holder________________________________________ Date of birth __________________________ 

Medical/hospital insurance carrier_________________________________ Policy or group #_______________________ 

Prescription insurance carrier ____________________________________ Policy or group #_______________________ 

The camp carries secondary health and accident insurance---your insurance is primary.  

PLEASE ATTACH A COPY (front & back) OF YOUR INSURANCE AND PRESCRIPTION CARDS. 

     Please initial here if you do NOT have health insurance:  _______________ 

PARENT/GUARDIAN AUTHORIZATION FOR HEALTH CARE: 
This health history is correct and accurately reflects the health status of the camper to whom it pertains.  The person 

described has permission to participate in all camp activities except as noted by me and/or an examining physician.  I give 

permission for my child to be transported in a privately owned vehicle for medical care.  I give permission to the physician 

selected by the camp to order x-rays, routine tests, and treatment related to the health of my child for both routine health 

care and in emergency situations.  If I cannot be reached in an emergency, I give my permission to the physician to 

hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child.  I understand the 

information on this form will be shared on a “need to know” basis with camp staff.  I give permission to photocopy this 

form.  In addition, the camp has permission to obtain a copy of my child’s health record from providers who treat my child 

and these providers may talk with the program’s staff about my child’s health status. 

I give permission for my child to be treated as per the camp’s standing orders with the following exceptions: 

________________________________________________________________________________________________ 

(Standing orders are available from the camp on request) 

 

SIGNATURE OF PARENT OR GUARDIAN: _________________________________________________________ 

DATE: _____________________   RELATIONSHIP TO CAMPER: _______________________________________ 

 

PLEASE BRING COMPLETED AND SIGNED FORM to camp with you as your admission ticket. (OVER) 

 

For Camp Use: 
 

Week:   _____   _____ 

Unit:     _____   _____ 



       Camper Name:_________________________________ 

 

IMMUNIZATION HISTORY (month and year) 
 

Diphtheria, Tetanus, Pertussis (DTaP or TdaP)  1._________________2._________________3._______________ 

4.________________ 5.________________ 

Most recent Tetanus booster (dT or TdaP) ____________________________________________________________ 

Polio (IPV) 1.________________ 2.__________________3.__________________4.__________________________ 

Measles, Mumps, Rubella (MMR) __________________________________________________________________ 

Hepatitis B Series 1._______________________2._______________________3._____________________________ 

Haemophilus Influenzae B (HIB)___________________________________________________________________ 

Other: Pneumococcal (PCV), Hepatitis A, Varicella (chicken pox), Meningococcal meningitis __________________  

 

______________________________________________________________________________________________ 
 

 

TO BE COMPLETED BY A LICENSED PHYSICIAN: 
 

Date Examined (must be within two years of week attending camp):_______________________________________ 

Height:_____________________ Weight:_____________________ Blood Pressure:_________________________ 

Most recent TB test (not required, list date): __________________________________________________________ 

The applicant is under care of a physician for the following condition(s):___________________________________ 

______________________________________________________________________________________________ 

Current Medication (s): __________________________________________________________________________ 

______________________________________________________________________________________________ 

Allergies to (food, drugs, plants, insects, etc.):_________________________________________________________ 

______________________________________________________________________________________________ 

Dietary restrictions: ______________________________________________________________________________ 

Activity restrictions: _____________________________________________________________________________ 

Medical, Emotional, and Social Health History: _______________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 
 

Licensed physician's signature: ___________________________________________________________________ 

Address: ______________________________________________________________________________________ 
Phone number: ________________________________________________________________________________ 

Date of form completion: ____________________*by:________________________________________________ 
 *If completed by nurse or physician's assistant 

------------------------------------------------------------------------------------------------------------------------------------------ 

For Camp Use Only 

Screening Record 
Date Screened____________________________________________________Time__________________________ 

Meds received__________________________________________________________________________________ 

______________________________________________________________________________________________ 

Updates/additions to health history noted ________ Yes ________ No  ________ None required 

Current health needs identified_____________________________________________________________________ 

______________________________________________________________________________________________ 

Observational notes______________________________________________________________________________ 

______________________________________________________________________________________________ 

                                                                       

   Screened by_________________________________________________    

 

 

A PHYSICAL IS REQUIRED EVERY 2 YEARS.  IF YOU WANT TO USE THIS PHYSICAL 

FOR NEXT YEAR, PLEASE MAKE A COPY AND KEEP IT FOR NEXT SUMMER. 

WE DO NOT KEEP FORMS FROM YEAR TO YEAR. 


