Camp Cleawox








2008
GIRL SCOUTS OF WESTERN RIVERS COUNCIL

Standard Health History and Information Form 

Camper Name_______________________________________________ Date of Birth ____/_____/_____
Age



Last


First
 

Initial

Height______________ Weight__________________ Date form was filled out ________________

Address






 City


 State

 Zip


Name of Parent/Guardian






Phone: home
(_____)






Phone work 
(_____)



Cell Phone
(           )




Person to notify in emergency





Phone: home 
(_____)



other than parent/guardian can not be blank or N/A
Phone work (          )

Cell Phone(           )


Health History – Check/give dates:

Diseases




Allergies



Chronic/Recurring Illness

Chicken Pox



Hay Fever
Food


Ear Infections



Measles




Asthma

Insect Stings

Heart Disease



German Measles



Drugs

Other
_______

Convulsions



Mumps




(Please explain any allergy checked

Diabetes









below i.e.: how treated, medication, reaction etc.)

Details of any noted above, or other relevant past medical history:__________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

use additional sheets if necessary

IMMUNIZATIONS
Immunization




Year primary series completed


Year of last booster

         D.T.P. (Diphtheria, tetanus, whooping cough) 
______________________


_________________

       Oral Polio
______________________


_________________

                                                                    Measles
______________________


_________________

           Mumps
______________________


_________________

 



           Rubella
______________________


_________________

    Chicken Pox     ______________________


_________________

   Tetanus Date:
______________________


Tuberculin Test (if camper has had one)Type


 Year last given


 Result




medical conditions or details of above 










 FORMCHECKBOX 
 Religious, medical, or personal exemption from immunization

Comments where applicable:

Specific activities to be restricted: 









_______

Special medical or dietary regimen  (specify)









Can she manage these restrictions on her own?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No

Has your child been informed of the menstrual cycle?
  Has she started yet?








Problems with her cycle? _______________________________________________________________________________________

For us to provide the best experience for your camper, please describe any current physical, mental, or psychological conditions, requiring medications, treatment, or special restrictions or considerations while at camp. (use additional sheets if necessary) ________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Please fill out the backside as well including the parent/guardian signature)

We keep certain as needed medications at camp so they do not need to be sent with you camper.  Please initial which medications 

the health supervisor could give your camper and indicate dosage and reason we should give.  If none leave blank.               

Initials


               Dosage, Reason                                Initials                                             Dosage, Reason

________Children’s Tylenol           _____________________


________Acetamenaphen               ______________________

________Children’s Ibuprofen       ______________________

________Ibuprofen                        ______________________

________Naproxine                       ______________________

________Cough Drops                   ______________________

________Symptom specific            _____________________


cold medicine liquid or pill                 

________Benadryl Cream             ______________________

________Benadryl liquid/pill        ______________________

________Pepto-bismol  or 

                 other anti-nausea         ______________________

Please list ALL medications, prescription or non-prescription taken routinely.  All prescriptions medications need to come to camp with prescription label or doctors note with campers name, dosage, and other instructions, i.e. boxed medications such as inhalers or prescription samples.  

Med #1





Dosage


Specific times taken each day



Reason for taking 













Med #2





Dosage


Specific times taken each day



Reason for taking 













Med #3





Dosage


Specific times taken each day



Reason for taking 













Use additional sheets if necessary

Do you carry health insurance?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No  If yes, insurance company___________________________

contact phone number _____________________ Member number________________________________

Secondary insurance coverage is provided by GSWRC for accident or injury at camp for up to $15,000.

As the parent/guardian having legal custody of the camper named, who is voluntarily enrolled as a participant in Girl Scouts of Western Rivers (GSWRC) resident camp, my child has permission to participate in all session activities including off-site activities and related transportation except as noted above.  I understand that camping programs involve inherent risk and possible injury because of the nature of the activity, even when conducted in a safe manner.  

In case of any emergency, I hereby request and authorize any physician, hospital and health care provider to provide medical 

treatment promptly, whether or not I may be contacted and informed.  

To the best of my knowledge all of the provide information is accurate and complete.  I will notify you before camp about any exposure to contagious disease or health conditions that appear after I have submitted this form.

I understand that all health related information including what is disclosed on this form and any health related incidents at camp will be kept confidential by GSWRC.

In signing below I also acknowledge that I have read the conformation packet and understand the information contained within it.


Parent/Guardian Signature       _______________________________________ Date_____________

Parent /Guardian signature is mandatory for your camper to attend.  Please contact the Eugene office (541-485-5911 or 1-800-522-8772) if you have concerns.  
This person is in satisfactory condition and may engage in all usual activities except as noted.

Physician Signature (optional)






 Date



Name of your campers primary physician (optional) 









Address






City

 State

 Zip


Telephone (
)











         Camper Name 						     Session/Date: _______________________________________          Unit: _______________________________





                Camper Name: 						 Session: _________________________________________________   Unit: ______________________________





         Camper Name 						     Session/Date: _______________________________________          Unit: _______________________________








