[bookmark: _GoBack]SJVA CAMP:  Medical History and Report Form
Please Print All Information
Child:	 Last Name________________________	First Name: ____________________________
Date of Birth:	 _______ 	Boy _____ 	Girl ____ 	Contact Phone: __________________
Name(s) of Parent/Guardian 	__________________________________________________
Home Address 	______________________________________________________________
Health History:  To Be Completed By Parent
Has the child had or does child now have any of the following conditions:

Allergies (specify) e.g.-bee stings, peanuts, etc. ____________________________________________________
Frequent colds/sore throats ___________________________________________________________________
Ear Infections _______________________________________________________________________________
Bronchitis or Asthma (what triggers asthmatic attacks) ______________________________________________
Convulsions or Seizures _______________________________________________________________________
Rheumatic Fever ____________________________________________________________________________
Heart Trouble _______________________________________________________________________________
Orthopedic Problem __________________________________________________________________________
Vision or Hearing Problem _____________________________________________________________________
Other special needs or handicap conditions (Specify) ________________________________________________

Is child now taking any regular medications? (Specify) _______________________________________________

The camp may dispense Tylenol to my child: 	________Yes 	___________No

Signature of parent/guardian _____________________________ 	Date: ____________

Signature of parent/guardian _____________________________	Date: _____________

Medical Report:   To Be Completed By Physician

___________________________________was examined by me on _______________________

She/He was found to be in ____________________physical condition.

Recommendations for physical activity: 	Full_________	 Modified ______________

Restrictions: __________________________________________________________________________

Name of Physician: _______________________ 	Address: _______________________________

Signature of Physician: ___________________ 		Date: __________________________________


Please Return This Form with the Weekly Registry and Payment Forms

