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Name:______________________________________________ Date of Birth:_____________ Age:______ Sex:_______

Name of Parent or guardian:_____________________________________________Telephone____________________

Home Address:____________________________________City:___________________State:______ZIP:____________

If person named above is not available in the event of an emergency, notify:

Name:_____________________________________________Relationship:______________Telephone:_____________

Name:_____________________________________________Relationship:______________Telephone:_____________

Name of personal physician:___________________________________________________Telephone:______________

Health/Accident Carrier:________________________________________________________Policy #:_______________

ALLERGIES: Food, medicines, insects, plants   Yes (  No (  Explain:________________________________________

Suggestions from parents:__________________________________________________________________________

_________________________________________________________________________________________________

Check all items that apply, past or present, to your health history.  Explain any “Yes” answers.


Yes
No
Yes
No                                Yes
No
Yes
No
                         

Asthma
(
(     Nosebleeds
(
(    High blood pressure (
(     Ear Infections
 (
(    

Sleep Walking
(  
(     Diabetes
(
(    Kidney Disease   
 (
(     

Bedwetting
(  
(     Bleeding Disorders
(  
(    Heart Trouble       
 (  
(    

Bee Sting Allergy        
(
(     Seizures       
(   
(    Cancer/leukemia     (
(     
Explain:__________________________________________________________________________________________

Previous Diseases, illness, surgeries:___________________________________________________________________

List any daily medications taken(dose and reason):________________________________________________________

List any physical or behavioral conditions that may affect or limit full participation in swimming, backpacking, hiking long distances, or playing strenuous physical games:__________________________________________________________

List equipment needed such as wheelchair, braces, glasses, contact lenses, etc.:________________________________

Special Dietary Regimen (Vegetarian, Food Allergies):_____________________________________________________

In case of emergency, I understand every effort will be made to contact me (if an adult: my spouse or next of kin}.  In the event I cannot be reached, I hereby give my permission to the physician selected by the adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medications for my child (or for me, if an adult).

Signature of parent/guardian or adult:____________________________________________  Date:_______________


Over the Counter Medication Authorization
My daughter _______________________________________________________has my permission to take the following over-the-counter medications, using the dosage prescribed on the bottle for her age and size unless otherwise noted.  You will need to supply these if you think your daughter may require them.

( Tylenol/Acetaminophen
     ( Motrin/ibuprofen
( Benadryl
( Kaopectate      ( Pepto Bismol
    ( Throat/Cough Drops

Comments:__________________________________________________________________________________________________

Signature:_____________________________________________________________________  Date:________________________

Name:_______________________________________________________________Birthdate:____________

Height:_________________Weight:_______________B/P:________________Pulse:____________________

Appearance-Nutrition:______________________________________________________________________

Vision:_________________Glasses  (  Contacts  (  
     Hearing: Normal (  Abnormal (
Lab:Urinalysis (dipstick):_____________________________________________________HGB:___________

Daisy, Brownie or Junior Girl Scout should have this test if she has not already had it, either when entering school or at any time since.  A Cadette or Senior Girl Scout should have this test if she has not had it since entering puberty.

Immunization:{give date of last inoculation}

Tetanus toxoid____________ Measles________________Polio________________Rubella______________

Diphtheria____________Mumps_______________Pertussis_______________Hepatitis________________

TB test_________________Result_______________

Nose 



 Satisfactory


 Not Satisfactory

 Not Examined

Throat



 Satisfactory


 Not Satisfactory

 Not Examined

Teeth



 Satisfactory


 Not Satisfactory

 Not Examined 

Heart



 Satisfactory


 Not Satisfactory

 Not Examined 

Lungs



 Satisfactory


 Not Satisfactory

 Not Examined 

Abdomen


 Satisfactory


 Not Satisfactory

 Not Examined 

Genitalia


 Satisfactory


 Not Satisfactory

 Not Examined

 Hernia



 Satisfactory


 Not Satisfactory

 Not Examined

Skin



 Satisfactory


 Not Satisfactory

 Not Examined 

Musculoskeletal

 Satisfactory


 Not Satisfactory

 Not Examined

General physical status
 Satisfactory


 Not Satisfactory

 Not Examined General emotional status
 Satisfactory


 Not Satisfactory

 Not Examined Other notes______________________________________________________________________________

( This person is in satisfactory condition and may engage in all usual activities except as noted.

Date of examination:____________________(exams must be completed every 2 years if no significant medical problems within the last year).

Licensed medical practitioner’s name:_________________________________ Telephone #:______________

Licensed medical practitioner’s signature:_________________ _______________________Date:__________

Address:_________________________________________City:_______________State:______ZIP:_______
Resident Camp Physical Form


To be filled out by a licensed medical practitioner





Resident Camp Personal Health and Medical Form


To be filled out by parent, guardian or adult participant.   Please print in ink








•Mail to: Kamp Konocti P.O. Box 186  Windsor, CA 95492

