AthensY Camps

HEALTH EXAMINATION FORM

Check the appropriate boxes: []Athens Y Camp  [] Camp Chattooga
[ Day []Traditional []Adventure []JLIT [] Staff
Attending Session(s) (circle) 1 2 3 4 5 6 7 8

SECTION A sECTION A TO BE COMPLETED BY PARENT/GUARDIAN AND SIGNED
Mamie

Birthdale Age

Farant or Guardian Businass Ph.
Home Address Hama Ph.

ity Stale Zip Ceall Fhone ( )
Second Parent or Guardian or Emargency Contact

Home Phone { | Business Ph.( I

If not available in an emangency, notify

Home Phone | | Business { }

NO CHILD WILL BE ACCEPTED AS A CAMPER WITHOUT
HEALTH INSURANCE OR OFFICIAL PROOF OF MEDICAID

(Please attach
a copy of your
health
insurance
card) FROMT Bl K

PARENT/CAMPER AGREEMENT:

This hiaahh history is comect so far &5 | know, and the child nemed above has parmission to engage in all prescribed camp activities
excapl as noted. Tha staff of the Athans Y™ camps exercisa cawlion in the conduct of all camp activities; howevar, thay do not assume
responsibility for accidents, injuny, or ilnesses suferad by ils campers.

|, a= & parent or guardian of the child named above, indvidually and on behalf of the camper, heraby release, discharge, and agrea io
indamnify the Athens *Y" Camps, their directors, and employeas from all liabdity for damage, injury or iliness to the camgar o ther prop-
arty ralating 1o or dariving, from their stay at the Athans *Y™ Camps or paricipation in or traval to or from the Athans ™" Camps activitios

|, &5 a parent o guardian of the chid named above, hareby grant parmission for the Athans =Y Camps o usa any photographs of the
camper @kan during the camping session in newspapars, magazines, or brochures or other madia for promolional punposes

AUTHORIZATION FOR TREATMENT:

|, &5 a parenl o guardian of the child named aboe, hereby give permission o the medical or dental personnsl seected by e camp
o Gedher Merays, rouling tests, reatment for campiar and necessany ranspodation for rmy child, In the event thal | cannol be reached in an
emergency, | heredy ghve permission b the physician selected By the camp o Secune and sdminiser irestmen, order imeclions, aness-
thesia, oF Sagery, inchiabing hospilaization for (he child named aboee, The completed Torms meany Be pholocophed 1o ps oul ol camp, |
furibes cknowdisicpe that |will be responsible bor payment of all charges redated ko the rsical or denlal seraces proeiced,

SIGNATURE OF PARENT/GUARDIAN Drate

Allergies fo drugs

Any other known allergies

Recent expasure to contagious disease  ves Mo

If ves, nama disease and date

List; sariaus or chronic illnessass that the child has ever had and oparations or serious injuriss,

MEDICAL FORM IS DUE ONE MONTH BEFORE CAMP ARRIVAL



Name of Camper
HEALTH HISTORY - Does your child have any of the following? For all yes answers please mark “x” in the box
and explain in the space provided, include your usual method of treatment and have your child bring to camp
the medication required.

[1 high blood pressure [ sleepwalking Cl frequent sore throats [ selzures U stomach upsets

U reactions to insect 0 bedwetting (1 bronchitis O fainling spells (1 ear problems
bites / stings / poi- O skin rashes / [ asthma O ADHD (O hayfever / sinus
sonous plants problems ] diabetes JADD problems

U other

List medicines taken daily / dosages:

List medicines taken when necessary / dosages:

Describe any other health conditions requiring treatment or restrictions:

SECTION B SECTION B TO BE COMPLETED BY PHYSICIAN AND SIGNED

Every child is required to have a medical examination performed by a physician within 12 months prior to camp attendance.
Section B must be signed and completed by a physician at that time.

Date of examination:

General condition or Appraisal:

Height Weight Blood Pressure

Allergies: Animals Food

Drugs Other

List any current or on-going treatment and/or medications:

I believe this child is able to attend camp and participate in all camp activities
I believe this child is able to attend camp and participate in all camp activities with the following restrictions

and recommendations:

Examining Physician Name: Signature: M.D.
Address:
Phone ( ) Date:
Which of the following has your IMMUNIZATION RECORD (to be completed by parent or physician)
child had? Please send a copy of the immunization record or complete below, listing
— Measles the last date vaccine was given:
Chicken pox
German measles DTP/DPTA Tetanus
Mumps Polio N - MMR
Hepatitis Hepatitis B

Return Completed Form to: Athens Y Camp for Boys ¢ P.O. Box 8 ¢ Tallulah Falls, GA 30573
Camp Chattooga for Girls ¢ P.O. Box 70 ¢ Tallulah Falls, GA 30573



