MEDICAL EXAMINATION
This form is to be filled out by a licensed physician.
 
Applicant Name:                                                                                                  Date:                                        
Height:              Weight:             Blood Pressure:                      Ears:                 Nose:                           
            Eyes:  R          L                                 with corrections:  R              L                      
            Throat                                                 Teeth                            
            Heart                                                    Lungs                           
            Abdomen                                             Hernia                         
            Extremities                                           Posture (spine)  
            Skin                                                     Other                           
Immunization History

            Are Immunizations up to date?   Yes /No           

Dates for :  Tetanus Booster                                      TB Test                                                

General appraisal of health (include any condition(s) that might preclude participation in outdoor or camp activities.)                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             
Allergies:                                                                                                                                                                      
Chronic or recurring illnesses:                                                                                                                                   
 

Medications

	Name
	Dosage
	Times Administered

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 


 
NOTE:  All medications must be checked in with staff nurse upon arrival at camp.  Please bring this list of medications and a schedule of when the camper is to take his/her medication.  
THIS IS VERY IMPORTANT!
 
I CERTIFY THAT THE ABOVE NAMED INDIVIDUAL IS APPROVED TO PARTICIPATE IN CAMP NOTING ANY SPECIAL RESTRICTIONS.

 

                                                                                                                                                                                    
            Physician's Signature                                                                                       Date

 

 

