
Burnamwood Camp and Conference Center

CAMP HEALTH FORM
 MUST BE RETURNED TO THE BURNAMWOOD OFFICE PRIOR TO YOUR CHILD’S FIRST DAY AT CAMP

Please complete a separate form for each camper and print legibly!

NAME_________________________________________________________________________________________________

        

  Last






First


    


MI

                  Goes By
ADDRESS______________________________________________________________________________________________
CITY__________________________________STATE______ZIP___________Email:________________________________

BIRTH DATE____/_____/_____CURRENT AGE_____ SEX______  Social Security No:____________________________

PARENT/GUARDIAN NAME_____________________________________________________________________________



           



Last




First





Relationship 





Home Phone(_____)________________Work Phone(_____)____________________ Pager/Cell (_____)________________

EMERGENCY CONTACT OTHER THAN PARENT/GUARDIAN

_____________________________________________________________________________(______)___________________

Name




   



Relationship


  

Phone Number

Family Physician_________________________________________
 Office Phone(______)___________________________
INSURANCE INFORMATION

Is the individual covered by family medical/hospital insurance?  
       ___Yes   ___No

________________________________________________________________________________________________________

Insurance Carrier




   





Policy/Group Number

Name of Insured__________________________________________________________________________________________

      
    

 Last                              First                              MI


Relationship to Insured

Social Security No. of Insured:____________________________________________

MEDICATIONS CURRENTLY TAKING

Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely.  Medications must be in original packaging that identifies the prescribing physician (if applicable), the name of the medication, the dosage, and the frequency of administration.  All medications (with the exception of asthma inhalers) will be kept locked in the Health Center and will be administered by the Camp Nurse or First Aid Coordinator.

____ This person takes NO medications on a routine basis.                                   

____ This person takes medications as follows:

Med #1___________________ Dosage________________ Specific Times taken each day______________________________

Reason for taking_________________________________________________________________________________________
Med #2___________________ Dosage__________________ Specific Times taken each day_____________________________

Reason for taking_________________________________________________________________________________________







Please attach additional pages for more medications. 

Please identify any medications taken during the school year that this individual may not take during the summer:

_____________________________________________________________________________________________________________________

HEALTH HISTORY

ALLERGIES  

Medication Allergies (list)

________________________________________________________________________________________________________

Food Allergies (list)

________________________________________________________________________________________________________

Other Allergies (list - include insect stings, hay fever, poison ivy, pollens, animal dander, etc)

________________________________________________________________________________________________________

DIETARY RESTRICTIONS (please describe)

________________________________________________________________________________________________________

________________________________________________________________________________________________________

ACTIVITY RESTRICTIONS ________________________________________________________________________________________________________

________________________________________________________________________________________________________

GENERAL QUESTIONS     (Please explain any YES answers below)

Has or does the participant















YES

NO

1.
Had any recent injury, illness or infectious condition?








2.
 Been exposed to any infectious disease* in the past two weeks?







 
*includes flu, strep throat, lice, pink eye, etc










3.
Have a chronic or recurring illness/condition?










4.
Have a history of bed wetting?












5.
Have problems with sleepwalking?












6.
Have an eating disorder?













7.
If female, have an abnormal menstrual history?










8.
Have diabetes?















9.
Have frequent headaches?












10.
Ever had emotional difficulties for which professional help was sought





11.
Have asthma?














12.
Ever had seizures?













13.
Ever been diagnosed with a heart murmur?









15.  
Ever had a head injury?













16.
Ever been knocked unconscious?











17.   
Ever had high blood pressure?











Please explain any YES answers, noting the number of the question_________________________________________________
_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

If female, has this person menstruated?_____  If not, has she been educated in this area?_____
Which of the following has the participant had or been immunized for?









Measles




Hepatitis A


Date of Last Tetanus Shot: ______/______

   
Mumps




Hepatitis B







  Month
Year



Rubella




Hepatitis C



Chicken Pox



Polio













   
German Measles



Please provide us with any suggestions or health related information about this camper, which the camp should be aware:

________________________________________________________________________________________________________

________________________________________________________________________________________________________

PERMISSION TO TREAT WITH OVER-THE-COUNTER MEDICATIONS
I hereby give permission for Burnamwood Camp and Conference Center to administer the following over-the-counter medications if the Camp Nurse or First Aid Coordinator deems it necessary.  Dosages will be administered according to directions on the package unless a physician directs otherwise.

MEDICATION
YES
NO

MEDICATION



YES

 NO______

Tylenol (Acetaminophen) 


Suphedrine (decongestant)




Advil (Ibuprofen)


Robitussin DM (cough suppressant)



Cort-Aid (hydrocortisone ointment)


Immodium AD (for diarrhea)


Benadryl (antihistamine)


Neosporin (antibiotic ointment)




Tums (antacid)


Calamine Lotion (for poison ivy)



________________________________________________________________________________________________________

Signature of Parent/Guardian










Date

PERMISSION TO TREAT AND MEDICAL RELEASE FORM

I hereby release the Presbytery of Transylvania, The Burnamwood Camp and Conference Center, the Director and the Staff, of any legal responsibility for any accident or injury which occurs while at camp.  

IN THE EVENT I CANNOT BE REACHED IN AN EMERGENCY, I hereby give permission to the physician selected by the Camp Director to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for my child as named above.  I understand that I am responsible for payment of hospital and/or medical bills incurred to such treatment. 

NOTE:   Campers are covered for medical expense not covered by your personal insurance in case of accident while at camp.  If you do not have insurance and are unable to bear the cost of treatment provided, please forward the bills to the Presbytery office to be submitted.

________________________________________________________________________________________________________

Signature of Parent/Guardian




          



  
Date

PERMISSION TO USE PHOTOS AND DISTRIBUTE ADDRESS TO CAMP MATES

I give permission for the use of photographs or videos including my child’s image in camp publicity.

I give permission for the distribution of my child’s mail/email addresses to camp mates.

________________________________________________________________________________________________________

Signature of Parent/Guardian




          



  
Date

Please remember to return this form

to the camp office

PRIOR to your first day at camp.

Burnamwood Camp & Conference Center

900 Camp Burnamwood Rd.

Irvine, KY 40336

