PLEASE RETURN FORM ASAP

DISCOVER BUSINESS TEEN CAMP

CAMPER MEDICAL FORM

  Campus of Attendance:________________________
                                 Teaneck or Madison

Name _______________________________________ Birth Date _______ Sex ____ Age ____ Grade ______
Last


First

       MI
Parent or Guardian _________________Ph. _____________ Cell Ph.​​____________ E-Mail ______________
                                                         Area/Number          Area/Number              (Student or Parent)
   Home Address ___________________________________________________________________________

    Street & Number

Apt. #


City


State

Zip

   Business Address ____________________________________________________ Phone ______________

        Street & Number
Apt. #

City
     State     Zip               Area/Number

Second Parent or Guardian _______________________________  Relationship _______________________ 

    Phone _______________ Cell Phone​​_______________ E-Mail __________________
   Area/Number                  Area/Number
   Home Address ___________________________________________________________________________

Street & Number
Apt. #


City


State

Zip

   Business Address ____________________________________________________ Phone ______________

Street & Number
Apt. #

City
   State      Zip
      Area/Number

If those named above are not available in an emergency, notify:

   Name __________________ Relationship ____________ Phone ____________Cell Phone _____________
        Area/Number

   Address ________________________________________________________________________________

     Street & Number

Apt. #



City


State

Zip

HEALTH HISTORY:  to be filled in by parent/guardian (Check - provide dates)

Ear Infections ________   Convulsions ________   Insect Stings ________   Measles _________

Heart Defect/Disease ________   Diabetes ________   Penicillin Allergy ________   Mumps _________

Rubella (German Measles) ________ Rheumatic Fever ________ Hay Fever ________ Drug Allergy ________

Bleeding/Clotting Disorders ________   Poison Ivy ________   Chicken Pox ________   Asthma ________

Operations or serious injuries:  (Dates):  _______________________________________________________

Disability or chronic or recurring illness:  ______________________________________________________

Other diseases:  ____________________________________________________________________________

(over)
STUDENT MEDICAL FORM (continued)

Any specific activities to be encouraged or limited by physician's advice:  ____________________________






        

Dietary modifications:  ______________________________________________________________________

Current medications (send with enclosed release and instructions): ___________________________________

IMMUNIZATION HISTORY:
Please record the date (month and year) of basic immunization and most recent booster.

DPT Series _________   Booster _________   Polio OPV (Sabin) _________   Booster _________   

Mantoux Test _________   Measles _________   Mumps Vaccine (Live) _________  

Rubella (German Measles) _________   Date of last Tetanus Vaccine _________

IMPORTANT:
Please notify the camp if this camper is exposed to any communicable disease during 


the three weeks prior to starting camp.

Suggestions from parents/Special needs: ________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Name of dentist:  ____________________________________________________ Phone ________________

   
     Area/Number

Name of family physician:  ___________________________________________ Phone _________________

   Area/Number

Do you carry family medical/hospital insurance? _________ If so, indicate:

   Carrier ________________________________________________ Policy or Group # ________________

(For Female):  Has this person menstruated?  _________
    If not, has she been told about it?  ___________

If so, is her menstrual history normal?  _________ Special consideration:  ____________________________

This health history is correct so far as I know, and my child has permission to engage in all prescribed camp activities except as noted.

Emergency Authorization:  I hereby give permission to the medical personnel selected by the camp director to order X-rays, routine tests and treatment for my child, and 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 to order injection and/or anesthesia and/or surgery for my child as named above.

________________________________________________________________ Date _____________________

Signature of parent or guardian

