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2026 DQY} CAMP HEALTH FORM
N

@ center
DAY CAMP

To be completed by
camper parent

FOR OFFICE USE ONLY: Received By

Date

Camper ID: Grade: Unik:

Group:

Camper Name: _ _ Birthdate:

Parent or Guardian:

Gender: ____ Age:

Home Address:

Phone:

Business Second Parent or Guardian:

Home Address:

Mother’s Cell: Father's Cell:

Phone:

Business:

Phone:

If not available in the case of an emergency, notify (please list 3 options)

Name Phone 1

Phone 2

Relationship

Name Phone 1

Relationship

Phone 2

Name Relationship Phone 1

Phone 2

Operations or serious injuries (dates)

Chronic or recurring illness or medical condition

Dietary restrictions

Current Medications (send with instructions)

Other diseases

Name of dentist/orthodontist _

FPhone

Name of family physician

Phone

Do you carry family medical/hospital insurance? [] Yes

™o

If so, indicate: Carmer

Suggestions on health related information for camp personnel

Policy/Group # _

Health History

{Check. Give approximate dates.)

Chicken Pox
Measles
German Measles
Mumps

Frequent Ear Infections
____ Heart Defect/Disease
Convulsions
__ Diabetes
Bleeding/Clotting Disorders
Hypertension
Mononucleosis

FORFEMALES: Menstrvated [] Yes [] No

o o

Normal [J Other [

Allergies (Dates not needed)

0000000

Hay Fever

Ivy Poisoning, ete.
Insect Stings
Penicillin

Other Drugs
Asthma

Other (Specify)
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1901 OCEAN PARKWAY
BROOKLYN, NY 11223

2026 DAY CAMP HEALTH FORM
TO BE COMPLETED BY DOCTOR

Birth Hslor!’{ageﬂ-ﬁw adolescent have a past or present medical history of the following?
= i - p [C] Asthma {check severity and attach MAF#sthma Action Pian) [ Intermittent ] Mild Persistent — Moderate Persistent [] Severe Persistent
1) Uncomplicated L} Premature: . weeks QSIalon |y orsisen, check af curent medecaton's: [ Inhaled coricosteriod [ Other controller ] Ouick relief med (] Oral steroid () None
(o g by ] Attention Deficit Hyperacthity Disorder [ | Orlhopedic injury/disability Wedicalions (atach MAF i in-schoolmedication nceded)
Allergies | Mone | Epi pen prescribed [] Chronic or recurrent olitis media (] Sedzure disorder ] Kone 1 Yes fiist baiowd
(7] Congenital of acquired heart disorder [] Speech, hearing, or visual impairment
L] Drugs fisy 2h.b B _ | 1 Developmentalieaming problem [ Tuberculosis giatent infection or disease) o A S
: | | Diabetes jamach MAF) | | Other specify) e
[1 Foods sy Dietary Restrictions
] None 1 Yes st beiow)
| | Dther jep
= Expiain all checked items above or an addendum _
PHYSICAL EXAMINATION General lppsar:n:e
Hsight ___ _  om {_ __ 'ile) Mawnf [ A |t g N Abnd N Abat
Welht kg wike) 00O HEENT |00 O tymphnodes |CJ 0 Abdomen 0O O Skin [0 [0 Psychasocial Development
" e —— 10 Dental |00 O Lungs [0 ] Genitourinary {0 O Neurological | I Language
Bl kg/m? [ E—— ] O Neck |[] 1 Cardiovascutar |[[ ] [] Extremities [ [] Back/spine [ [ Behavioral
Head Circumference e <2 ywsl om {__ _ %ilg |Describe abnormalities:
Blood Pressure jape =3 prs) ) Rl
DEVELOPMENTAL fage 0-6 yrs) [] Within noemal imits | SCREENING TESTS Date Done Aesults Date Done Results
if detay suspected, specify below Blood Lead Level (BLL) ; J ugiaL | Tuberculosis Oy required for stueients entering intermeate Invadiadumir o high school
quired at age: 1 7 and 2 5 ————e who have nol previously afiended any NYT pobiic or privale school
I iti for ! dL
Cogritive je.p. ey sl ucbrudo ek e = i ———— W | oonmanton placed ' ' Induration _____mm
Lead Risk Assessment I ;
| | At risk (o 8LL) | PPD/Mantoux read N
] Communication/Language farvually. age & mo-6 yrs) i ) (] Mot at risk = “ 5 i
. Hearing Interferon Test = ' i He_g [ EE
L) Social/Emotional [] Pure tone audiometry (] Normal
[ OAE ' ‘ ] Abnarmal Chest x-ray M Mot
(] Adaptive/Sell-Hel {if FPD or inferferon positive) ; : Abnl  Indicated
: P —— Head Start Only —
e Hemoglobin or g/ |Vision Acuity Right __ [ __
| Motor Hematocrit 1'.1999--12:"4:' [required for new scivadl antranis] I i i Y
Y | and chikren age 4-7 ) with glasses | Strabismus I No [ Yes
IMMUNIZATIONS ~ DATES CIR Number |
of Chitd e bt T e N | (| Influenza A S R S IS PRI AT
Hep B i i ! i ] i MMA y ' i .
Rolavirus ] i 2= I ! Varicalla L b S ARt [
DTP/DTaP/DT t ' ' Td i ' ' i I
S T el e s 11 S T o HE A P ST e e o e T
e S BT = R () i i = st Meningococcal PR RS MY | (A0
POV ! i ! f ¢ HPY e Al | I S R Ly e s R B - o bl
POl - o S e o o T N R PO e S S S e Other, specify: | '}
RECOMMENDATIONS ] Fulll physical activity — Full dist ASSESSMENT [ Well Child (v20.2) T Diagnoses/Problems (o ICD-9 Code
[ Restrictions (specity) __ -
Follow-up Needed No  []Yes, for _ R R I e s S
Referralfs): [ INone  [] Early Intervention Special Educalion Dental | Vision e e = e E T Pt T
L e | I o e S B PP Y (1T
Heaith Care Provider Signature Do i fincet [ | l [ | ! 1
g s G 0 1.D.
Heaith Care Provider Name and Degree (print) Provider License No. and Stale TYPE OF EXAM: [ ] NAE Cument [ ] NAE Prior Yearis)
Commenis
Facility Name: National Provider Identifier (NP1
Address City State Zip Date L0, HUMBER
Telephone : F - I :__r__.a___l l l | 1 | |
ax
P T, T CO s e 0 { OTINT,) H A AP ) . S S REVIEWER:
CH-205 (5108) Copies: White School/Child Care/Early inlermention/Camp, Canary Health Care Provider, Pink Parent/Guardian
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