
Health History Form for REACH Camp at Grizzly Creek Ranch, July27th  – July 30th 
	Return Completed Form to
Coalition Coordinator
 By
June 10th 2010

	Camper Name: ______________________________________________________________
                             First Name                    Middle Initial                 Last Name 

Date of Birth: _____________________________________          □  Male  □ Girl
                                              Month               Day                  Year

Parent/Guardian: ______________________________________________________________
Preferred Phone #: (________)___________________________________________________

	About health care for camper stays:

• A Health Supervisor who is CPR credential will be onsite at all time

• In the case of an emergency incident and your camper is unable to participate, a parent/guardian will be contacted to make arrangements as necessary.
• Campers should bring – and use – insect repellent (minimum 30% DEET) and sun screen (minimum 30 SPF).

• The Health Supervisor will be responsible for administering any medications.  Please list ALL medications (including over-the- counter or nonprescription drugs) taken routinely in the designated area below.  All medications should be brought to camp in their original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the frequency of administration.  


	1. Is this child allergic to any food or medication? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Yes □ No

 If YES, name the item and indicate the reaction. ___________________________________  □ Intolerance □ Anaphylaxis

   ___________________________________  □ Intolerance □ Anaphylaxis


	2. Does this child have asthma? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Yes □ No

 If YES, will your child carry a rescue inhaler during the camp session? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Yes □ No
 If YES, does your child need staff help to use that rescue inhaler? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Yes □ No
 If YES, what triggers your child’s asthma? _______________________________________________________________

	[image: image1.png]General Health History: Check “Yes" or "No" for each statement. Explain “Yes” answers below.

Has/does the camper
1. Ever been hospitalized?
2. Ever had surgery?
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6. Had asthmajwheezing/shoriness of breaif?... O
7. Have diabetes? o
5. Had seizures? o
9. Had headaches? o
o

10. Wear glasses, contacts, o protective eyeviear?
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and dates of travel.
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Had fainting o dizziness?

Passed outhad d

iest pain during exercise?

) during the past 12 months?,

If female, have problems with periods/menstruation?.

Have problems with faling asleep/sleepwalking?
Ever had backoint problems?.

Have ahistary of bedwetiing?

Have problems with diarhealconstipation?.

Have any skin prablems?.

Traveled outside the country inthe past @ months?.

outside th

uniry, please name.
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____________________________________________________________________________________________________

____________________________________________________________________________________________________
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Use this space to provide any additional information about the participant’s behavior
and physical, emotional, or mental health about which the camp should be aware.




_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________



	3. List the medications that your camper takes on a routine basis:          
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name and how the medication should be given. Provide enough of each medication to last the entire time the camper will be at camp.
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	4. We will call when there is a question about your child’s health and/or in an emergency. Provide contact information for a 

 Custodial parent/guardian who will be available via phone while your child is attending our program.

 Name of Parent/Guardian: _________________________________________ Phone: (_____)____________________

If not available in an emergency, notify _________________________________________________________________
Relationship _____________________________________  Phone __________________________________________

Address ________________________________________  City __________________  State ________ Zip _________


	5. What else should we know about your child? Please write additional information about your child’s health that may impact 

 your child’s participation while at camp:

____________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________

   _________________________________________________________________________________________________________________________________
[image: image4.png]This health history is correct and complete as far as | know. The
person herein named has permission fo engage in all camp acfivifies
except as nofed.

I hereby give permission fo the camp fo provide, seek, and consent
o roufine health care, administrafion of prescribed medicafions, and
emergency reatment for me/my child, os may be necessary, includ-
ing, but not limited fo xrays, roufine fesfs and ireatment, and/or
hospitalizaion. | also give permission for the camp fo arrange relafed
ransporiafion. | agree fo fhe release of any records necessary for
reatment, referral, billing, or insurance purposes

It is my infention that the camp be freated as acfing in loco parenfis
if the person herein named is @ minor. Further, it is my infenfion that
the appropriate representaives of fhe camp be reated as “personal

Signature of parent or guardian or adult comper/staffer

representafives” for the purposes of disclosing protected health in-
formation pursuan fo the privacy regulations promulgated pursuant
o the Health Insurance Portability and Accountability Act of 1996. |
hereby agree [pursuant fo 45 CFR § 164.510(b) fo the disclosure fo
‘camp represenafives of the profected heailh informafion of the person
herein described, as necessary: [} fo provide relevant informaion fo
the camp representafives relafed fo the person's abily o paricipate
in camp acfiifies; and (i) in the case of minors, fo provide relevant
information fo the camp representatives fo keep me informed of my
child's health status.

In the event | canno be reached in an emergency, | hereby give permis
sion fo fhe physician selected by fhe camp fo secure and administer
rectment, including hospitalizafion, o the person named dbove. This
completed form may be phofocopied for fris out of camp.

Prinfed Nome __

_ Date_





*If for religious reasons you cannot sign this, contact the camp coordinator for a legal wavier which must be signed for attendance.  
For Office Use:

Cabin & group _____________________________________________________________________________________




