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Physician’s Report of Health Evaluation
Required by all campers.


Camper’s Name:						Camper’s Date of Birth:  			

This form must be completed and signed by the parent or guardian.  This information is CONFIDENTIAL and will only be shared with those who need to know.  

To the examining physician: Please review the student’s history and complete this form.  Please comment on all “yes” answers.  If this child has been seen in the past year, a new exam is not necessary; a copy of the child’s immunization record will suffice.

	Immunization Record
	1
	2
	3
	4
	5
	6

	Diphtheria,
Tetanus, Pertussis 
(DTP, DTaP)
	
	
	
	
	
	

	
Diphtheria, Tetanus (DT)
	
	
	
	
	
	

	
Polio Oral
	
	
	
	
	
	

	
Mumps
	
	
	
	
	
	

	
German Measles
	

	
Measles
	


  

Are there any abnormalities of the following?	

Head, ears, nose, throat		(circle one) yes or no,  If yes, describe:					
Hearing				(circle one) yes or no,  If yes, describe:						
Respiratory			(circle one) yes or no,  If yes, describe:						
Cardiovascular			(circle one) yes or no,  If yes, describe:						
Hernia				(circle one) yes or no,  If yes, describe:						
Eyes				(circle one) yes or no,  If yes, describe:						
Genitourinary			(circle one) yes or no,  If yes, describe:						
Musculoskeletal			(circle one) yes or no,  If yes, describe:						
Metabolic/Endocrine		(circle one) yes or no,  If yes, describe:						
Neuropsychiatric		(circle one) yes or no,  If yes, describe:						
Skin				(circle one) yes or no,  If yes, describe:						
Any other condition		(circle one) yes or no,  If yes, describe:					
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                                                  Physician’s Report of Health Evaluation


Camper’s Name:						Camper’s Date of Birth:  			

This form must be completed and signed by the parent or guardian.  This information is CONFIDENTIAL and will only be shared with those who need to know.  


 Is this child capable of physical activities and participation in the entire camp program?

			(circle one) yes or no,  If no, explain:							

Any known injury or condition of?	

Ankle			(circle one) yes or no,  If yes, describe:						
Knee			(circle one) yes or no,  If yes, describe:							
Shoulder		(circle one) yes or no,  If yes, describe:							
Head			(circle one) yes or no,  If yes, describe:							
Other			(circle one) yes or no,  If yes, describe:							
Restrictions		(circle one) yes or no,  If yes, describe:							

Does this child have allergies?

			(circle one) yes or no,  If yes, explain:							

Will this child bring medications to camp?
			(circle one) yes or no,  If yes, name of medication:					



Parent or Guardian Signature:						


Examining Physician Name:						
Address:								
Phone Number:										
Signature:					Date:			


Thank you!					
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