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Easter Seals Camp Hemlocks
P.O. Box 198

Hebron, CT. 06248
Phone: (860) 228-9496

Fax: (860) 228-2091
Staff______ Residential_____

2008 HEALTH HISTORY AND EXAMINATION FORM (Staff, Residential Campers)
(This section should be completed by a parent/ guardian or adult camper)

Campers Name: __________________________________________________Date of Birth: ______________________ Gender: _______________ Age: _________
Last First

Home Address: ________________________________________________________________________________________________________________________
Street & Number City State Zip

Medical Insurance Carrier: __________________________________________ Policy Number: _______________________________________________________
(* A photocopied copy of insurance card front & back must be attached to this form*)

Parent/ Guardian or Spouse: ____________________________________________________________________Phone: ( ) _____________________________

Emergency Contact: ___________________________________________________________Relationship: ______________________________________________

Address: ____________________________________________________________________________________Phone: ( ) _____________________________

Emergency Contact: ___________________________________________________________Relationship: ______________________________________________

Address: ____________________________________________________________________________________Phone: ( ) _____________________________

Past Medical History (Check Yes or No) Yes No Past Medical History (Check Yes or No) Yes No

Frequent Ear Infections Recent illness or infectious disease
Seizure Disorder Hospitalization
Bleeding/ Clotting Disorder Surgery
Heart Disease History of bed-wetting
Diabetes Eating Disorder
Hay Fever Emotional Disorder
Poison Ivy Diarrhea/ Constipation
Insect Stings Sleepwalking
Breathing problems/ Asthma Abnormal menstrual history

Pleaseexplain“Yes”answersbelow:
_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Disability or Chronic Illness: _____________________________________________________________________________________________________________

Dietary Restrictions: ____________________________________________________________________________________________________________________

IMPORTANT: This must be completed for attendance

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.
Emergency Authorization: I hereby give permission to the medical personnel selected by the Camp Director to order x-rays, routine test and treatments for me/or
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 hospitalize, secure
proper treatment for, and to order injection, anesthesia and/or surgery for me/ or my child as named above. I agree to the release of any records necessary for
treatment, billing, referral, or insurance purposes.

Signature of Adult Camper, Parent/ Guardian: ____________________________________________________________

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

Signature____________________________________________ Date: __________________________
(If for religious reasons you cannot sign this, then the camp should be contacted for a legal waiver that must be signed for attendance)



2

Easter Seals Camp Hemlocks
P.O. Box 198
Hebron, CT. 06248

HEALTH EXAMINATION BY PHYSICIAN Phone: (860) 228-9496 Fax: (860) 228-2091

Campers Name: __________________________________________________Date of Birth: ______________________ Gender: _______________ Age: _________
Last First

Date of Examination: __________________ Height: __________________ Weight: ____________________ B/P: ___________________

Disability/Diagnosis: ____________________________________________________________________________________________________________________

Current Treatment: _______________________________________________________________________________________________________________________

Are the following Immunizations up to date:
Yes No

Measles _________ _________
Mumps _________ _________
Rubella _________ _________
Chicken Pox _________ _________
Hepatitis B _________ _________
Diphtheria _________ _________
Pertussis _________ _________
Polio _________ _________
Tetanus _________ _________ Date: _______________________________

Does the camper have allergies to medicine? Yes/ No Explain: _________________________________________________________________________

Does the applicant have a seizure disorder? Yes/ No Explain: _________________________________________________________________________

Does the camper take medication? Yes/ No **** If Yes, please complete the Camper Medication Form****

Are there any Restrictions or Recommendations while at camp? __________________________________________________________________________________

Are there any Treatments that will need to be followed while at camp? _____________________________________________________________________________

Please use this space to provide any additional information about the campers’behavior, and physical, emotional, or mental health that the camp should be
aware.

______ This camper may participate in all camp activities

______ This camper may participate except for: _____________________________________________________________________________________________

Comments: _____________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Print name of Physician: _______________________________________________

Address: ___________________________________________________________

City, State, Zip: _____________________________________________________

Telephone: ( ) __________________________________________________

____________________________________________________
Signature of Physician

_______________________________________________________
Date Signed


