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i coA - Att. cHB 
I

I eoe E. North Ave. 
II Milwaukee.Wl5321z I

I DUE: at least 4 weeks before camp 
I

Dates will attend camo: from to-
MontVDay/Year Month/DaylYsd

Camper Name:
Flrst Mlddle $

n Male il Female Birth Date 

--

[4onth/Day//er
Age on arrival at camp: 

-
b............... """"r
i To ParentbllGuardlankl: P|ease foltow the instructions below. Attach additionet inlormation if needed, 

l

i t) ConOtete palasJ,zAnd.ltof thls form (FORM 1) and make e copv. 
i

i 2) Send the ortgtnel, d?ned FORM I to camp by the requested dete. I

i Et eonr,f,te ttrc tr/p ot FAf|M 2 (eAMftR rlHtTH.dnE REeOMMENEAflOtIgt a''dprovue arc l

il
i 4)Aftctlth.rbcan -f'^'^ '^-- 'g- '-'Icatchlldaheatth ?rnt-ficwid€qretsrn'^"'^t€cf,rr/.p),
i --ty+raruqurrttddafa.-
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Camoer Home Address:
Sffi Addre$

Parenvguardlan with legal custody to be contacted in case of illness or injury:
Relationshio

Name to Camper: Preferred Phones: ( )

Email:

Home AddrEss
nf dilcffhlM Suffi

R€aatirrsfip
NanE to campf Prsloned Phones: ( ) 

-( 

)-
Email:

Relationshlo
Name: to Camper: Prefened Phones: ( ) _( )-
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Alleroles: [f No known allergies. U This camper is allergic to: n Food n Mediclne n The environment (insect stings, hay fever, etc.) : Other
(Please descrtbe below what the camper is allerylc to and the rcactlon seen.)

Dlet. ilutritlon: : Tfiscaryprests an$trdbl. : Thiscamp€.dtsa r€€i-ftr,€lpttiandbt. I Thiscamperb lactose intolerant. !Thiscamperisgluten intolerant.
:Othe.pbrreepa*t hr.

Rcatrlcdo.rG - | he\,e rErM th progrrr a€ ectHtrs or U'E camp an<l feC tlr cemp€r can participate without rgstrictions.

: | lral/o r6,ic*rt ttE tro€rrr rE di\ritbs of ttE carnp and fe€l tho camp€r csn pafiicipate with the following restrictions or adaptatiorF.
(Pr.'r'tl'.tl0.D.,o:.)

This camper is covet€d by family medicayhospital insuranc€ ! Yes ! No

lnclude a copy of your lnsurance cerd ll epprcprlate; copy both sldes of the card so Informatlon Is readeble.

Insurance Company Policy Numb€r

Subscriber. lnsuranceoompany Phone Number( )

This health history is correct and accuretely retlecls the health stetus of the campor to whom lt pertains. The person descrlbcd has petmission to participate
in all camp activities except as noted by me and/or an examining physiolan. I glyo pormla3lon lo the physlclan aelect€d by th6 camp to order x-reys, routlne
t€sts, and treatment related to the hoalth of my child for both routlne health cars and In emergency sltuetions. lf I cannot be reached In an amcrgency, I give my
permlaslon to the physiclan to hospltalize, securo proper treatment for, and order Inlectlon, anesthesia, or 6urgery for thls chlld. I underutand the Informetion
on thls form will be shared on a "need to know" basls wlth camp staft I glv6 pcrmlBslon to photocopy thls form In addltlon, the camp has pormlsslon to obtain
a copy of my child's health record {rom providers who treat my child and thess provlderc may talk wlth the program's staff about my chlld's health status.

Signature of Custodial Relationship
ParenVGuardian Dato to camp€r:

lf for religious or oth6r redsons you cannot sign this, contact the camp for a legal walvar whlch must be signed for ettendence, Page 114



Camper Name:
Fi6t Mlddl€

Birth Date:
Monlh/Day/Yetr

13d

lmmunlzation Historv: provide the month and year for each immunization. Staned (*) immunizatlons must include date to meet ACA Standard. Copies of immunization forms

from hsalth-care providers or state or local government are acceptable; please attach to this form.

Tuberculosis OB) test Date I Negative : Positive

lf your cemper has not been fully immunized, please sign the tollowing 3talsmont: I undetitend and accept the risks to my chlld from not being lully immunized.

Signatwe of Custodial
ParenVGuardian:

Relationship
Date: to Camper:

Medlcation: I This camper will not take a.qy deily n€di=tions whil6 attending camp.
I This camper will lake th€ 'ollowing daily medication(s) while at camp:

"Medication" b arry sub6tance a p€rson tak6 to maintaifl and/or improve their h€elth. Thls includes vitamins & natural remedies. Please rcvlew camo Instrctlons about
reoulrzd ckaahala nEt'tctt H.rry sEt6 ,teult, odalnal pharmaq contelnerE wlth labelS whlch shovv the camper's neme and how the medlcatlon should be
glwn. Proy'de.no.tgh ol eh n ffia tro ltrt tt c cnUra tlme tha cempar wlll bo at camp'

The following non-prescription medications may be stocked in the camp Health Centar and ars used on an as needed basis to manage illnoss and iniury. Cross out those tt e

camper should not be glven,

Acetaminophen f|ylenol) lbuprofen (Advil, Motrin)
Phenylephrine decongestant (Sudafed PE) Pseudoephedrine decongestant (Sudafed)

Antihistamine/allergy medicine Guaifenesin cough syrup (Robitussin)
Diphenhydramine antihistamine,/allergy medicine (BenadryD Dextromethorphan cough syrup (Robitussin DM)
Sore throat spray Generic cough drops
Lice shampoo or cream (Nix or Elimite) Antibiotic cream
Calamine lotion Aloe
Laxatives for constipation (Ex-Lax) Bismuth subsalicylate for dianhea (Kaopectate, Pepto-Eismol)
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Ft6t

llth nala.
MontVDay/Yed

Check oYes' or "No" lor each statement' Explaln oYes' answerc below'

Havdoes the camper:

1. Evar been hospitalized? i Yes I No

2. Ever had surgery? ........,.... tr Yes I No

3. Have recurrent/chronic illnesses? .......................,, D Yes n No

4. Had a recont infoctious diseaso? U Yes O No

5. Had a recont injury? ..,................ il Yes tr No

6. Had asthma,/whoezlng/shortness of breath?.........., D Yes C No

7. Have diabetes? ...........:........... D Yes il No

8. Had seizures? E Yes n No

9. Had hoadaches?.................... n Yes ! No

10. Wear glasses, contacts, or proteotive oyowear? n Yes n No

11. Had faintlng ot dizziness? .. tr Yes n No

12. Paesed outihad ch66t pain during exercise? fl Yes tr No

13. Had mononucleosls ('mono") during the past 12 months?........ D Yes tr No

14. lf female, have problems with periods/menstruation?............... D YEs I No

15. Have problems with falling asleep/sleepwalking? .................'.... fl Yes O No

16. Ever had bacMoint problems?.......... fl Yes tl No

1 7. Have a history of bodwetting?... . D Yes n No

18. Hava problerns with diarrhea/constipation?........................... tr Yes fl No

19. Have any skin problems?.......... n Yes fl No

20. Trsvded outgide the counlry in the past I rnonlhs?,............,,.... I Yes n No

Ptease axptatn "Yes" answers ln the space below, noting the number ol th€ qu6tbrt3. For bav€l outsida the country, please name countries visited and dates of travel.

NrrE oa a'Orodontisus):

Nrlc d crrpds prmary doctor(s):

ui Hrvr Wc Forqotten to Ask? Pleese provlde In the space below any addltlonal intormation about the camp€r's heahh that you think important or that may atfect the
crnpers abitty to fulV participate in the camp program. Attach addltlonal lnformetlon lf ne',d9.d.

Parentslcuardlans,' STOP tere. Trre rest of this is form is completed whcn the cemper errlves at camp, Keep e copy for you recotds.

Copyright 2014 by American Camping Association, Inc. Page 3/4

C& a6' a'idg' lt dt .tztcmont,

Has th€ camo{
1 . Eve. be€n lr€aled ld a:lerrbc.

3. hrrE tl-t 9tS '2 nd16c t-

fr{&'y d a -r, -Fr ct I b,(t or. tt?fy cfEE|e' adoption, foster car€, n€w 3ibllng, Sulvlved e db8td, others)

fr- €l af rrr lr tta tpa D.br, noting tho number of the quostions. The cemp ,nay contact you for additional information.



Blrth Date:
MontvDay/Yee

lndividual Health Hecord (For Camp Use Only)

Initial ScrEening Dat€y'Tlme:

tr Screening has been conducted according to camp prolocol and slgnificant findings noted as follows:

A. Any signs/symptoms of illness or injury upon arrival?.......^.,"...,,....... ! No n Yes as noted below

B. History of sxposure to communicable disease?.....,. n No n Yes as noted below

C. Additions or conections to information on this haalth history?..'.,...'.'. i No I Yes as noted below

D. Medlcation given to heahh-care staff?.,.............. .,... n No n Yes as noted below

E. Any signs/symptoms of haad lice?................,.... .... n No i Yos as noted below

Provider notes: (dare/tlme/initial ali entrles)

Exlt Note: Check one of the followino:

. Left camp this day with no rgported illness or injury symptoms.

n Left camp thls day with the followlng problefiy'concem:

This Derson was told about the Droblem and instructed about follow-uo as noted abovE:

Datey'Time: lnitials:
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