
3rd/4th	  CAMPING	  TRIP	  &	  HEALTH	  HISTORY	  FORM	  
	  
Child's	  Name:	  ________________________________________________________________________________________________	  
	  
Parent/Guardian:	  ___________________________________________________________________________________________	  
	  
Phone:	  H:	  	  ______________________________________	  	  	  Mobile:	  ___________________________________________________	  
	  
Home	  Address:	  ______________________________________________________________________________________________	  
	   	   	   	   	   	   	   	   	  
Personal	  Physician:	  ___________________________________	  	  Phone:	  ____________________________________________	  
	  
Health	  /	  Accident	  Insurer:	  ______________________________	  	  Policy	  No.	  :	  _____________________________________	  
	  
In	  an	  emergency,	  notify:	  
	  
Name:	  _____________________________________________	  	  Phone:	  _________________________________________________	  
	  
Name:	  _____________________________________________	  	  Phone:	  _________________________________________________	  
	  

Medical	  Information:	  

Has	  it	  ever	  been	  necessary	  to	  restrict	  this	  child's	  activities	  for	  medical	  reasons?	  	  	  	  

_____	  No	  	  	  _____	  Yes	  	  	  If	  yes,	  please	  explain:	  _______________________________________________________________	  

Has	  this	  child	  had	  or	  been	  subject	  to	  any	  of	  the	  following?	  
	  
_____	  Allergies	  (food,	  plant,	  medicine,	  animal,	  insect	  toxin)	  
	  
_____	  Asthma	   	   _____	  Bleeding	   	   _____	  Contact	  Lenses	   _____	  Fainting	  
	  
_____	  Convulsions	   _____	  Dentures	   	   _____	  Diabetes	   	   _____	  Heart	  Condition	  
	  
_____	  Condition	  requiring	  special	  diet	  or	  medication,	  please	  explain:	  _______________________________________	  
	  
____________________________________________________________________________________________________________________	  
	  
	  Other,	  please	  explain:	  __________________________________________________________________________________________	  
	  
____________________________________________________________________________________________________________________	  
	  
Please	  list	  any	  medications	  your	  child	  will	  need	  at	  camp	  and	  indicate	  the	  time(s)	  they	  are	  to	  be	  administered.	  
Continue	  on	  other	  side	  if	  necessary.	  
	  
____________________________________________________________________________________________________________________________	  
	  
____________________________________________________________________________________________________________________________	  
	  
Date	  of	  last	  tetanus	  shot	  (month/year):	  ____________________________________________	  
	  
In	  the	  event	  that	  I	  am	  not	  immediately	  available,	  I	  hereby	  give	  my	  permission	  to	  allow	  hospital	  personnel	  and/or	  
a	  licensed	  physical	  to	  perform	  emergency	  treatment	  and	  inject	  or	  administer	  drugs	  in	  conjunction	  with	  such	  
emergency	  treatment.	  
	  
______________________________________________	  	   _____________________________	  
Parent	  /	  Guardian	  Signature	   	   	   	   	   Date	  
	  



	  


