
                                                                              CAMPER NAME:_______________________________________


Camp Shomria Medical Form 

SECTION I: CAMP SHOMRIA PARENT HEALTH FORM
	Health history and examination form 

for children, youth and adults 

attending Camp Shomria
	MAIL, FAX, or EMAIL TO THE ADDRESS BELOW BY 6/15/10
CAMP SHOMRIA

114 WEST 26TH STREET (SUITE 1001)

NEW YORK, NY 10001

fax: 212.989.9840 – mail@hashomerhatzair.org

	To Be Completed by Parent(s):

Information on this form is not part of the camper or staff acceptance process, but is gathered to assist us in identifying appropriate care (this page to be filled out by parents/guardians or camper/staff members themselves)

NAME______________________________BIRTHDATE_________SEX (F/M) AGE________

PARENT OR GUARDIAN (OR SPOUSE)___________________________________________

HOME ADDRESS______________________________________PHONE_________________

BUSINESS ADDRESS__________________________________ PHONE_________________

SECOND PARENT OR CONTACT IN CASE OF  EMERGENCY _____________________________________________________________

	

	


HEALTH HISTORY: Please check where applicable and give approximate dates


CONDITIONS


DISEASES




ALLERGIES

Anorexia ________________  Ear Infections_____________ Chicken Pox_____________  Hay Fever_____________

Bulimia__________________  Rheumatic Fever___________ Measles________________ Ivy Poisoning___________

Dyslexia_________________  Convulsions_______________  German Measles_________ Insect Stings___________

Psychological Counseling
     Epilepsy__________________  Mumps_________________ Penicillin______________


Short Term________ Diabetes__________________ Asthma_________________ Other Drugs___________


Long Term_________ ADD_____________________ ADHD__________________ (please indicate)

Operations or Serious Injuries (list & give details): 






_______
Chronic or Recurring Illness: _______________________________________________________________________

Other Disease or Details of Above: __________________________________________________________________
1. Are you taking any medication now? If so, please state name and condition it is treating.

____________________________________________________________________

Will you still be taking this medication while at camp? If not, please explain why not.

__________________________________________________________________________

__________________________________________________________________________

2. Describe any physical handicaps, restrictions, or disabilities that you have. If you have none, write “none”.

________________________________________________________________________________________________________________________________________

3.
How would you generally describe your physical condition? Excellent/Good/Fair/Poor

4.
Do you require special medical, dental or dietary services? Yes/No If yes, please specify:


________________________________________________________________________________


Dietary restrictions: None / Vegetarian / Other ___________________________________________

5.
Do you have asthma or an allergic disorder?  Yes / No 
If yes, please specify:


________________________________________________________________________________

6.
Do you have any physical disabilities or restrictions? Yes/No   If yes, please specify:


________________________________________________________________________________

7.
Do you suffer from any condition which would prevent or inhibit your ability to do strenuous physical work or activity (such as long hikes or scouting)?  Yes / No 
If yes please specify:


________________________________________________________________________________

8.
Have you ever consulted a psychologist, psychiatrist, social worker or professional counselor?  
Yes / No       If yes, please specify (reason, date):


________________________________________________________________________________

9.
Do you or your family have major medical health insurance?  Yes/No 
If yes please specify:


________________________________________________________________________________


Name of Insurance company
Member number

FOR FEMALES

Has this person menstruated? ___________________________________________________________
If not, has she been told about it?_________________________________________________________
If so, is her menstrual history normal?______________________________________________________
Special Considerations_________________________________________________________________
	COMMUNITY GENERAL HOSPITAL OF SULLIVAN COUNTY

Harris, New York 12742

Callicoon, New York 12723

	AUTHORIZATION TO CONSENT TO TREATMENT OF MINOR

TEMPORARILY SEPARATED FROM HIS / HER PARENTS

Consent #13


I / We the undersigned, parent(s) of _______________________________________, a minor, do hereby authorize Camp Shomria as our agent(s) to consent to any diagnostic procedure or medical care which is deemed advisable by, and is to be rendered under the general or special supervision of any licensed physician and surgeon at Community General Hospital of Sullivan County, when such diagnosis or treatment is rendered at said hospital.

It is understood that this authorization is given in advance of any specific need for treatment but is given to provide authority on the part of the aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which the physician in the exercise of his best judgment may deem advisable.

This authorization shall remain effective until AUGUST 15, 2010.

unless sooner revoked in writing delivered to said agent(s).

Parent(s) signature________________________________Witness______________________

Date___________________________________________ Date_________________________

Phone number of Parents_________________________________

Permanent Address
______________________________________

______________________________________

______________________________________

Temporary Address
______________________________________

______________________________________

NOTE: THIS DOCUMENT MUST BE MADE PART OF THE PATIENT’S MEDICAL RECORD
CAMP SHOMRIA PARENT HEALTH FORM

Camp Shomria Health Policy
1. According to Camp Shomria's health policy, the camp health and accident insurance is a secondary insurance coverage, i.e. it pays for those expenses or portions of expenses not covered by the health insurance carried by the camper's own family. The insurance carried by the camper's family is applied to any medical expenses before the camp's insurance. Shomria therefore asks that with each camper’s completed health form, a copy (front and back) of your family Health Insurance ID card is attached, indicating that the camper is insured.


In case it is necessary for the camp staff to take your child to either a doctor or a hospital or to purchase medication for him/her, Shomria will submit a copy of your insurance card to the doctor/hospital/pharmacy. 

2. The camp’s health and accident insurance applies only to injuries or illnesses that take place during camp activities from the time we pick up the camper. We will not be responsible for injuries or illness sustained during activities that are not associated with Camp Shomria.

3. The camp’s insurance policy does not cover pre-existing conditions, which is a condition for which a person received medical treatment, medicine or advice from a physician during the 12 months prior to the start of camp.  This means that any treatment for a pre-existing condition will be at your expense. 


Please be advised that any pre-existing condition that your child has been treated for or for which s/he is still undergoing treatment should be indicated to us in a letter from the caring physician. We also need a letter from the physician for any medications or restrictions that your child may have.

4. The camp’s insurance policy coverage limit is $5,000 for each camper. The camp will not cover any costs exceeding this amount.
5. Camp Shomria’s Health Policy requires that every child be checked for head lice upon entering the campgrounds.  Shomria strongly recommends that all children be checked and treated prior to coming to camp.
I have read, understand and agree to the terms of Camp Shomria’s medical policy. 

Signed________________________________________  Date__________________


(parent/guardian)

CAMP SHOMRIA PARENT HEALTH FORM

Meningococcal Meningitis Vaccination Response Form

New York Public Health Law requires the operator of an overnight children’s camp to maintain a completed response form for every camper who attends camp for seven (7) or more nights.

Check one box and sign below

· My child has had the meningococcal meningitis immunization (MenomuneTM) within the past 10 years.  Date received: ___________

[Note: the vaccine’s protection lasts for approximately 3 to 5 years.  Revaccination may be considered within 3-5 years.]

· I have read, or have had explained to me, the information regarding meningococcal meningitis disease.  I understand the risks of not receiving the vaccine.  I have decided that my child will not obtain immunization against meningococcal meningitis disease.

Signed________________________________________  Date__________________


(parent/guardian)

CAMP SHOMRIA PARENT HEALTH FORM 

	This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed camp activities except as noted.  Authorization for treatment:  I hereby give permission to the medical personnel selected by the camp director to order X-rays, routine tests, treatment, to release any records necessary for insurance purposes and to provide or arrange necessary related transportation for my child.  In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp director to secure and administer treatment, including hospitalization, for the person named above.  The completed forms may be photocopied for trips out of camp.

Signature of parent / guardian / adult staff member_____________________________________

Witness _________________________________Date__________________________________

I also understand and agree to abide with the restrictions placed on my camp activities.

Signature of camper (minor) or staff member________________________Date______________




FOR CAMP USE ONLY

Date examined___________________________By (name)______________________________

Cabin, group, or tent_____________________________________________________________

Year_________________________

IMPORTANT: Please notify Camp Shomria if this participant is exposed to any communicable disease during the three weeks prior to program departure.  

Please be certain to submit this form to your child’s physician along with the Physician’s Medical Form enclosed in this package.

SECTION II: CAMP SHOMRIA PHYSICIAN HEALTH FORM

IMMUNIZATION HISTORY

REQUIRED IMMUNIZATIONS MUST BE DETERMINED LOCALLY.  PLEASE RECORD THE DATE (MONTH AND YEAR) OF BASIC IMMUNIZATION AND MOST RECENT BOOSTER DOSES.

	VACCINES
	YEAR OF BASIC IMMUNIZATION
	LAST BOOSTER

	Diptheria

Pertussis DPT

Tetanus
	1

2

3
	1

2

3

	Tetanus         Td

Diptheria
	
	

	Tetanus booster
	
	

	Oral Polio (Sabin) TOPV
	1

2


	3

4



	Injectable Polio (Salk)
	
	

	Measles, Mumps, Rubella        (MMR)
	1
	2

	Hepatitis B
	1

2


	3

	Meningococal Meningitis

Vaccination
	
	

	Other
	
	

	Tuberculin Test Given

(Most Recent)
	
	

	Hemophilus B (HIB)
	1

2
	3

	Varicella (Chicken Pox)
	
	


HEALTH CARE RECOMMENDATION BY LICENSED PHYSICIAN

I have examined the above camp applicant within the past two years.  
Date examined _________________

In my opinion the above’s condition ____Does ____ Does Not preclude his/her participation in summer camp.

Height__________
Weight__________
   Blood Pressure__________

The applicant is under the care of a physician for the following condition(s):

______________________________________________________________________
______________________________________________________________________
Current Treatment (including current medication)__________________________________________
Explanation of any reported loss of consciousness, convulsion or concussion

____________________________________________________________________________________________________________________________________________

Does applicant have epilepsy? ____Yes  ____No   
Does applicant have diabetes? ____Yes  ____No   

I have checked and confirm that the applicant has no head lice ____Yes  ____No  

RECOMMENDATIONS AND RESTRICTIONS WHILE ON THE PROGRAM:

Special Diet (Please specify): _____________________________________________________________

Special Medicine or Injections (specify): _________________ Is parent sending it?__________________

Swimming, diving: ____________________exposure to the sun and extreme heat: _________________

Strenuous activity (mountain climbing, hiking)_____________ Other______________________________

Is there any history of emotional disturbance in the applicant?

   Yes_________No__________

Has he/she shown any:

· Difficulties in the relationship with parents, authority figures, persons of own age? Yes_____No_____

· Behavior disorders?





                   Yes_____No_____ 

· Emotional symptoms such as mood swings, depression, sleep disorders, anxiety?   Yes_____No_____

Please explain: ________________________________________________________________________________________________________________________________________

Has the applicant been to a psychiatrist in the last 4 years?


        Yes_____No_____

Has this applicant been involved in psychological therapy?

 

Short-Term___Long-Term____

Is there any congenital malformation now existing that may require special treatment or consideration?

If yes, please explain: ___________________________________________________________________

To your knowledge, is there any history of drug/alcohol related problems?                   Yes_____No____

If yes, please explain: ___________________________________________________________________

Physician’s Medical Examination Form
Dear Physician,

According to a ruling by the New York State Camp Safety Advisory Council (SCSAC), a camp nurse can only administer medications, including over the counter medications, following orders that are written specifically for an individual camper and signed by the camper’s personal health care provider.

Each camper’s personal health care provider (doctor, physicians assistant or nurse practitioner) must therefore review the table below and indicate agreement or disagreement with each listed over the counter/prn medication by circling “yes” or “no” in the “camper healthcare provider” box.  For each approved medication, the you must complete as much information as possible in the “Route”, “Dosage”, and “Schedule and Indications” columns.

Thank you for your cooperation.

	Drug Name
	Route

(please circle or write preferred formulation(s))
	Dosage
	Schedule

and Indications
	Camper

Health Care

Provider

Order
	Comments

	Tylenol
	PO
	Per label

instructions
	
	Yes      No
	

	Ibuprofen
	PO


	Per label

instructions
	
	Yes      No
	

	Syr. Robitussin
	PO

(syrup)
	Per label

instructions
	
	Yes      No
	

	Pepto-Bismol
	PO

(liquid, or chewable tabs)
	Per label

instructions
	
	Yes      No
	

	Children’s Mylanta
	PO

(chewable tabs)
	Per label

instructions
	
	Yes      No
	

	Dramamine
	PO

(chewable tabs)
	Per label

instructions
	
	Yes      No
	

	Dimetapp
	PO

(elixir or tabs)
	Per label

instructions
	
	Yes      No
	

	Benadryl
	PO

(elixir, chewable tabs or pills)
	Per label

instructions
	
	Yes      No
	

	Milk of Magneseum
	
	Per label

instructions
	
	Yes      No
	

	Visine

Eyedrops
	
	Per label

instructions
	
	Yes      No
	

	Naphcon A

Eyedrops
	
	Per label

instructions
	
	Yes      No
	

	Hydrocortisone

Cream (1/2 %)
	
	Per label

instructions
	
	Yes      No
	

	Sudafed
	
	Per label

instructions
	
	Yes      No
	

	Neosporin Eye Drops
	
	Per label

instructions
	
	Yes      No
	


	Bacitracin Ointment
	
	Per label

instructions
	
	Yes      No
	

	Kaopectate
	
	Per label

instructions
	
	Yes      No
	

	Immodium AD
	
	Per label

instructions
	
	Yes      No
	

	Debrox Ear Drops
	
	Per label

instructions
	
	Yes      No
	

	Zantac
	PO 

75 milligram
	Per label

instructions
	
	Yes      No
	

	Tums
	
	Per label

instructions
	
	Yes      No
	

	Cepacol
	Syrup or Spray
	Per label

instructions
	
	Yes      No
	

	Antifungal Cream
	
	Per label

instructions
	
	Yes      No
	


I have examined the person herein described and have reviewed his/her health history.  It is my opinion that he/she is physically able to engage in the program’s activities except as noted above.

Name of Physician: _____________________________________________________

Address:________________________________________________________________

Phone: ______________________________  
Date: 
___________________________

Stamp and Signature of Physician: _____________________  License number: ______

Camp Shomria Medical Consent Form

I/We, the undersigned, parent(s) of ____________________________, a minor, do hereby authorize Camp Shomria and its Camp Director, as our agent(s) to consent to any diagnostic procedure or medical care, which is deemed advisable by, and is to be rendered under the general or special supervision of, any licensed physician and surgeon, when such diagnosis or treatment is rendered at said hospital.

It is understood that this authorization is given in advance of any specific need for treatment but is given to provide authority on the part of the aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care, which the physician in the exercise of his/her best judgment may deem advisable.

This authorization shall remain effective through August 15, 2010, unless sooner revoked in writing delivered to said agent(s).

Parent(s) Signature ___________________ Witness ____________________

Date ________________________

Date _______________________


Phone Number of Parents ___________________________

Permanent Address ________________________________




________________________________




________________________________



Temporary Address ________________________________




________________________________




________________________________



PHOTOCOPY OF CAMPER / FAMILY INSURANCE CARD      (FRONT AND BACK)
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