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REACH CAMP MEDICAL PACKET
Family Camp: September 3-6, 2010
registration deadline: august 2, 2010

PAGE  
REACH CAMP MEDICAL FORMS
Family Camp: September 2-5, 2011
registration deadline: august 1, 2011

HEALTH HISTORY

To be completed by parent or legal guardian if under age. For additional space please use the reverse side of this form or attach additional pages.
	Name:                        
	     
	     
	     
	Age:      
	Date:     

	
	Last
	First
	MI
	
	


1. Please list any significant medical conditions:
     
2. Dietary restrictions:
     
3. Food allergies/intolerances*:
     
4. Allergies to medications:
     
5. Special nutrition needs*:
     

6. Other concerns (i.e. bed wetting):
     

 FORMTEXT 

7. List all medications (All medication must be checked in with the Camp Physician. Refrigeration is available in the medical building.)
	Medication Name
	Dose
	Route
	Times Taken

	Example: Zantac
	75mg
	Mouth; peg tube
	2 times a day

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


For additional space please use the reverse side of this form, or attach additional pages.
*Campers with unique nutrition needs, such as those with food allergies or requiring nutritional supplements, will be contacted by the Camp Nutritionist so an appropriate plan can be developed. Every effort is made at Camp to provide delicious, varied, and nutritionally sound meals held to the upmost standards of food safety. However, REACH is not responsible for meeting unique needs of campers who do not disclose these needs in advance on this form.

Medical Examination FORM
To be completed by physician or nurse practitioner. A physical examination must be performed within six months of arrival to camp for all campers.

	Camper Name:                        
	     
	     
	     
	Age:      
	Date:     

	
	Last
	First
	MI
	
	


examination findings:
	Weight:                        
	     
	 FORMCHECKBOX 

	Normal
	 FORMCHECKBOX 

	Abnormal,  Explain:
	     


Food allergies/intolerances:

     
Allergies to medications:

     
Special Considerations (i.e. central line care, tube feedings)
     
Restrictions (i.e. activities prohibited):
     
IMMUNIZATION HISTORY: (Required immunizations must be determined locally)
 FORMCHECKBOX 
 I verify that the patient’s immunizations are current according to the Washington State requirements.

 FORMCHECKBOX 
 I verify that this patient has no signs or symptoms of active Tuberculosis infection.
 FORMCHECKBOX 
 This patient is behind on the following immunizations:

 FORMCHECKBOX 
 HIB

 FORMCHECKBOX 
 DTAP

 FORMCHECKBOX 
 MMR

 FORMCHECKBOX 
 IPV

 FORMCHECKBOX 
 Hepatitis B
	Does this patient have a compromised immune system?
	 FORMCHECKBOX 
 Yes,  Illness: 
	     
	 FORMCHECKBOX 
 No


If yes, please attach laboratory data sheet.

If yes, is the patient aware of his/her status? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



PHYSICIAN VERIFICATION
I have examined the above named person herein described and have reviewed the history. It is my opinion that this child is physically able to engage in camp activities, except as noted above.

	Physician Name (Print):                        
	     
	     

	
	Last
	First


	Medical Facility:                        
	     
	Phone:
	     


	Signature:                        
	
	Date:
	


Authorization for Participation and Medical Treatment

To be completed by parent or legal guardian if under age.
	Camper Name:                        
	     
	     
	Age:
	     

	
	Last
	First
	
	


	Parent / Legal Guardian Name:                        
	     
	     

	
	Last
	First


I verify that I am age 18 or older, or am the parent or legal guardian of the above Camper, and do hereby give my permission for me/him/her to engage in all camp activities excepted as noted by the examining physician and indicated on the medical health history and physical form. In consideration of the benefits to be derived, I expressly waive all claims against REACH Ministries, its staff, its officers, directors, trustees, volunteers, and their heirs and assign, on account of any accident, injury, and/or illness that may occur to myself or my child(ren) during camp, REACH sponsored activities, and/or in travel. I give permission to the physician selected by the camp, to order medical treatment for myself or my child in case of any emergency and in the treatment of pain and/or discomfort. I will be responsible for all costs incurred for care that is not covered by the REACH Camp. This Authorization is effective for one year from the date of signature.

	Adult Camper or Parent / Legal Guardian Signature:                        
	
	Date:
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Return all forms to REACH Ministries: Attn: Camp Director, 309 South G Street, Suite 3, Tacoma, WA 98405, or by fax: 253.274.9657
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