STAFF HEALTH FORM

Name Birth date Social Security # / /
Address

Street/P O Box City State Zip
Home Phone ( ) Other Phone ( )

Camp Involvement:

O Deand Small Group Leader 0 Site Staff 3 Other
Dates of Camp Camp Name Event #
Local Church Pastor

ALLERGIES List all known allergies, including those involving medication, food, insect, asthma, hay fever and
other allergies. Please describe reaction and management.

ALLERGY REACTION AND MANAGEMENT

MEDICATIONS Please list ALL medications (including over-the-counter or non prescription drugs) taken routinely. Keep
medications in the original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of the
medication, the dosage, and the frequency of administration. Please be advised that all medications must be turned in to the Camp
Health Care Provider prior to camper arrival.

O NO Medications on a routine basis

Med. #1 Dosage Specific times taken each day
Reason for taking:
Med. #2 Dosage Specific times taken each day
Reason for taking:
Med. #3 Dosage Specific times taken each day

Reason for taking:

CURRENT HEALTH CONDITIONS Please describe any current health conditions requiring medications, treatment, or special

restrictions or considerations while at camp.

PAST MEDICAL HISTORY Please describe past medical treatment, (i.e., surgeries, heart conditions, fainting, seizures, etc.)

or other medical concerns

Please complete both sides of Staff Health Form




IMMUNIZATIONS 3 Current O Not Current

Vaccine: Dates: Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr
DTP

TD (tetanus/diphtheria)
Tetanus

Polio

MMR

Haemophilus influenza B

Hepatitis A

Hepatitis B

Varicella (chicken pox)

Date of last physical Date of last Tetanus

Family Doctor or Healthcare Facility Phone ( )
Address/City/State/Zip

Emergency Contact Phone ( )
Secondary Contact Phone ( )
Insurance Carrier or Plan Name Group #

Carrier Address/City/State/Zip

Name of Insured Relationship

Insurance ID or Policy #

FOR PERSONS AGE 17 YEARS OR YOUNGER

I, the undersigned parent/guardian, give permission for the above named to participate in the indicated camp. | understand that
program activities may involve transportation off site. | authorize use of photos for future publicity. | hereby give permission to the
camp to provide routine health care, administer prescribed medications, and seek emergency medical treatment including ordering
x-rays or routine tests. In signing this form, | hereby certify that the above information is correct and complete as far as | know. The
person herein described has permission to engage in all camp activities except as noted. | agree to the release of any records
necessary for insurance purposes. In the event | cannot be reached in an emergency, | hereby give permission to the physician
selected by the camp to secure and administer treatment, including hospitalization. This completed form may be photocopied for
trips out of camp.

Signature of parent/guardian Date
Address City State Zip
Home Phone ( ) Other Phone ( )

FOR PERSONS AGE 18 YEARS OR OLDER

In signing this form, | hereby certify that this information is correct and complete as far as | know. | hereby give permission to the
camp to provide routine health care, administer prescribed medications, and seek emergency medical treatment, including ordering
x-rays or routine tests. In case of medical emergency, | understand that every effort will be made to contact the above named
Emergency contact person. In the event they cannot be reached, | hereby give permission to the physician selected by the camp to
secure and administer treatment, including hospitalization. | agree to the release of any records necessary for insurance purposes.
| authorize use of photos for future publicity.

Signature Date




