General Questions (Explain “yes” answers below.)

Has/does the participant: Yes No Yes No
1. Had any recent injury, illness or infectious 17. Ever had problems with joints
DISEUSE 2 e (e.g., knees, ankles)? ... |
2. Have a chronic or recurring illness/condition? ............ T 18. Have an orthodontic appliance being
3. Ever been hospitalized? ... 0 brought to camp? ..o I
4. Ever had surgery? ..o T 19. Have any skin problems (e.g., itching,
5. Have frequent headaches?... 0 o I
6. Ever had a head injury? ....ooooiiiiii T 20. Have diabetes? ..o |
7. Ever been knocked unconscious? .....ccccooeii 0 o 21. Have asthma?.......oo Tl
8. Wear glasses, contacts or protective r 22. Had mononucleosis in the past 12 months? .............. I
CYC WOOIZ Lottt sttt e 23. Had problems with diarrhea/constipation? ................. Il
9. Ever had frequent ear infections? .......ccccooio T 24. Have problems with sleepwalking?.........cco.o. .
10. Ever passed out during or after exercise?.................... 0 25. If female, have an abnormal menstrual
11. Ever been dizzy during or after exercise?..................... 0 RISTOIY? Lottt o
12. Ever had seizures? ... T 26. Have a history of bed-weting? .........coooeii Il
13. Ever had chest pain during or after exercise? .............. 0o O
14. Ever had high blood pressure? ... T 28. Ever had emotional difficulties for which professional
15. Ever been diagnosed with a heart murmur@ ............... 0o help was sought? ... o
16. Ever had back problems2.........ooooo tT
Please explain any “yes” answers, noting the number of the questions.
Which of the following Please give all dates of immunization for:
has the participant had 2 Vaccine: Dates: Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr
L] Measles DTP
[] Chicken pox TD (tetanus/diphtheria)
[] German measles Tetanus
L1 Mumps Polio
L] Hepatitis A MMR
[] Hepatitis B or Measles
[ Hepatitis C or Mumps
or Rubella
TB Mantoux Test Haemophilus influenza B
Date of last test Hepatitis B
Result: [ Positive [ Negative Varicello (chicken pox)

Use this space to provide any additional information about the participant’s behavior
and physical, emotional, or mental health about which the camp should be aware.

Name of family physician Phone
Address
Name of family dentist/orthodontist ) ~ Phone

Address



Health Care Recommendations by Licensed Medical Personnel

I examined this individual on ) . (ACA-accreditation requirements specify exams within 24 months of camp attendance. Individual

camps may require annual exams. A new exam is not necessarily required for camp attendance.)
BP ) Weight ) Height
In my opinion, the above applicant L] is [] is not able to participate in an active camp program.

The applicant is under the care of a physician for the following conditions

Recommendations and Restrictions at Camp

Treatment to be continued at camp _

Medications to be administered at camp (name, dosage, frequency)

Any medically-prescribed meal plan or dietary restrictions

Known allergies

Description of any limitation or restriction on camp activities

Additional information for health care staff at the camp

Signature of Licensed Medical Personnel
Printed Title
Address

Phone _Date

For camp use only

Screening Record
am

Date screened Time pm

Meds received _

Updates/additions to health history noted [ 1Yes [1No [ I None required

Current health needs identified o

Observational notes

Screened by
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