2010 Medical Form
eny/ny youth camp
Health Care Provider Portion

camper name:  


ENY/NY youth Camp
Please mail to:  Niskayuna Wesleyan Church 935 Balltown Rd., Niskayuna, NY  12309
Or bring to camp July 26, 2010 

	2010 Medical Form for all Campers and Summer Staff

	Parents:
Please complete this page (Section 1-2).  Pages 2 & 3 (Sections 3-6) must be completed by your family healthcare provider.  Form must be signed by parent and medical provider.  Campers will not be allowed to attend camp without a current signed medical form.  Thank you.

	Section 1:  Emergency Information:
To be completed by parent/guardian

	Camper Name (Last, First, MI)


	Birth Date


	Gender

M (
F (
	Age at Camp



	Parent/Guardian Name (Last, First, MI)
	Home Phone Number:



	Alternate Numbers
	Work/Daytime
	Cell Phone 1
	Cell Phone 2
	Other



	Street Address
City


	State


	Zip Code


	County



	If NOT available in emergency please notify:

Name:  


Name:  

	Relationship



	Phone Number




	Section 2:  Medical Insurance Information:
To be completed by parent/guardian

	Name of Insured (Last, First, MI)


	Phone Number


	Relationship



	Policy Holder’s ID Number
	Group Number:



	Name of Insurance Company
	Phone Number


	

	Street Address
City


	State
	Zip Code



	**Please notify the Camp immediately if the camper has been exposed
to any communicable disease during the three weeks prior to his/her arrival!

	· Parent/Guardian Name (please print):  


	Authorization:  This medical history is correct as far as I know, and the person herein described has my permission to engage in all prescribed Camp activities, except as noted by me and the examining physician.  In the event I cannot be reached in an EMERGENCY, I hereby give permission to the physician selected by Sacandaga Bible Conference to hospitalize and/or secure proper medical treatment for my child as named above.

· Signature:  

Date:  


	Pages 2 & 3 (sections 3-7 are to be completed by your Health Care Provider.

	Section 3.  General Information:
Based on examination completed within 1 year of camp attendance.

	Date of Exam:  

	Height:  

	Weight:  

	Blood Pressure:  


	Section 4.  Immunization History:
Please check and give date of completion, if current.

	( Tetanus 
/
/

	( Hepatitis B 
/
/

	( Polio     
/
/

	( Meningitis 
/
/


	( MMR     
/
/

	( HIB       
/
/

	( DPT Series 
/
/

	( Chicken Pox 
/
/


	Section 5.  Health History
Check if current. Provide additional explanation on back of form if necessary.

	Continuing Conditions:
	( Asthma
	( Ear Infections
	( Other (please explain)

	
	( Contacts
	( Glasses
	

	
	( Convulsions
	( Hearing Loss
	

	
	( Diabetes
	( Rheumatic Fever
	

	Allergies:
	( Insect stings

( Environmental 


( Food 


( 
Other 




	( Medication(s) 





	Childhood Illnesses:
	( Chicken Pox
	( Measles
	( Other 





	
	( Rubella
	( Mumps
	

	**Please notify Camp Director immediately if the camper has been exposed
to any communicable disease during the three weeks prior to his/her arrival!

	Section 6.  Conditions, Restrictions & Recommendations:   Please list any concerns regarding Camper participation in Camp activities.  Some are reasonably strenuous and  could include but not limited to:  low ropes course, miniature golf, rock climbing wall, hiking, swimming, kayaking, canoeing, archery, high ropes challenge course, mountain biking, tennis, paintball, waterskiing and tubing.

	Chronic or Recurring Illness or Conditions:
	Swimming:

	Serious Injuries or Operations:
	Strenuous Activity:

	Other Diseases:
	Special Diet:

	Section 7. Medications to be taken at Camp:

	IMPORTANT
All medications must be supplied in their original dispensing container with the original label with prescription dosage and other instructions attached.

	Medication
	Dosage
	Routine
	Time(s)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Permission for Camp Health Director to administer the following over the counter medications
according to recommended usage if necessary:

	Acetaminophen (Tylenol/generic)
	( YES 
( NO
	Insect Repellant Spray
	( YES 
( NO

	Antacids:
Maalox
Pepto Bismol
Tums
	( YES 
( NO
( YES 
( NO
( YES 
( NO
	Loperamide (Imodium/generic)
	( YES 
( NO

	Anti-fungal Cream
	( YES 
( NO
	Topical pain relief gel (Solarcaine/generic)
	( YES 
( NO

	Antibiotic Ointment (Bacitracin)
	( YES 
( NO
	Topical pain relief spray (Solarcaine/generic)
	( YES 
( NO

	Anti-itch Cream (Benadryl/generic)
	( YES 
( NO
	
	

	Anti-itch Spray (Benadryl/generic)
	( YES 
( NO
	Other:  

	( YES 
( NO

	Chloraseptic Spray
	( YES 
( NO
	Other:  

	( YES 
( NO

	Eye Drops (Visine/generic)
	( YES 
( NO
	Other:  

	( YES 
( NO

	Hydrogen Peroxide
	( YES 
( NO
	Other:  

	( YES 
( NO

	Ibuprofen: (Advil/Motrin/generic)
	( YES 
( NO
	Other:  

	( YES 
( NO

	· Health Care Provider Name (please print):  


	Authorization:  This medical history is correct as far as I know, and the person herein described has my permission to engage in all prescribed Camp activities, except as noted by me and the parent or Guardian.  

· Signature:  

Date:  


	Notes:




Privacy Notification
Information requested by camp medical staff only  
** Parents/ Guardians please note that New York Regulations do not permit camp medical staff to give your child ANY over the counter medications (i.e. Claritin, etc...) without doctor’s permission. So please make sure that any medications that you choose to send are listed and approved by a doctor’s signature. 
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