
  
YMCA CAMP CLASSEN  

HEALTH HISTORY FORM 
Session Attending: ______________________     

    **Please fill out this form completely.** 
Date Questionnaire Completed: ____________     

 
  BEFORE YOUR CHILD/CAMPER CAN ATTEND YMCA CAMP CLASSEN’S SUMMER CAMP PROGRAM  
  THE FOLLOWING TWO ITEMS MUST BE PROVIDED.   (PLEASE NOTE: IF THIS INFORMATION IS NOT    
  INCLUDED YOUR CHILD/CAMPER WILL NOT BE ALLOWED TO CHECK IN AT CAMP.)  
 

1) A copy of a PHYSICAL EXAM performed within two years prior to your camper’s attendance date must be 
provided with this Health Form (a physician’s signature is not necessary).  If this Health Form is used for the 
physical exam it must be signed by the physician performing the exam.   

 
    2) The date of your camper’s last Tetanus Shot:_______/______/_________ 
        month         day            year 
                                (This can be found under the “DPT” shots listed on your camper’s shot records.) 
 
 
    Name: _________________________________________________________Gender:____________Date of  Birth:_____________________
 
    Address:__________________________________________________________________________________________________________ 
 
    City:        County:   State:_________________Zip: _________________________   
 
    Home Phone: (______)__________________________  Preferred Email Address:________________________________________________ 
 
    Height:_____________ Weight:_______________  Grade & school as of  Sept. 2010:_____________________________________________ 
 
    Name of parent(s) or guardians whom child resides with:_____________________________________________________________________ 
 
    Mother’s occupation & place of employment:        Work phone:(_____)___________________ 
 
    Father’s occupation & place of employment:        Work phone:(_____)___________________ 
 
    Names and phone numbers of friends or relatives who can be contacted incase of an emergency: 
 
    Name:        HM/Cell.  Phone: (____)________________ WK. Phone:(____)_____________  
 
    Name:        HM/Cell.  Phone:  (____)________________ WK. Phone:(____)_____________ 
 
    Family physician or pediatrician:           Office Phone: (_____)__________________ 
 
    Medical Insurance Company:          Policy No.:___________________________ 

    **** PLEASE PROVIDE A COPY OF BOTH SIDES OF YOUR MEDICAL INSURANCE CARD.**** 
 

     I consider my camper’s overall health to be: ____excellent ____ above average  ___ average ___ below average 
 
     Allergies:__Yes  __ No  (If yes, please specify.  Also give us the degree of severity and usual treatment needed, if any, i.e. medication/insect bites/foods) 
 
     Comments:_______________________________________________________________________________________________________ 
      ________________________________________________________________________________________________________________ 
 
     Does your child have any condition or special needs requiring special attention?  (Including diet)  ___ yes  ___ no  (if yes, please be specific in describing  
        them.) 
 
     Comments:_______________________________________________________________________________________________________ 
     ________________________________________________________________________________________________________________ 
     ________________________________________________________________________________________________________________ 

 

****  (Continued on back!)  **** 



 
HEALTH HISTORY: 
 
Is bed wetting a problem?  __ Yes  __ No Does you child sunburn easily:   __ Yes  __ No    
 
APPROVED FOR PARTICIPATION IN: 
HIKING AND CAMPING WATER ACTIVITIES STRENUOUS ACTIVITY  COMPETITIVE SPORTS 
__ No Restriction __ No Restriction __ No Restriction __ No Restriction 
__ Moderate Activity __ Moderate Activity __ Moderate Activity __ Moderate Activity 
__ No Participation __ No Participation __ No Participation __ No Participation 
 
 
HAS YOUR CHILD EVER HAD THE FOLLOWING: If yes, please elaborate below. 
Yes No Yes No Yes No 
__ __  Any Surgeries __     __  Ear Problems __ __  Migraine Headaches 
__ __  Asthma __ __  Emotional Problems __ __  Rheumatic Fever 
__ __  Appendicitis __ __  Epilepsy __ __  Stomach Problems 
__ __  Bleeding Problems __ __  Heart Problems __ __  Sinus Troubles 
__ __  Blood Pressures Problems __ __  Hepatitis __ __  Thyroid Problems 
__     __  Convulsions __ __  Hypoglycemia  __ __  Tuberculosis 
__ __  Diabetes  (low blood sugar) __ __  Other (list) 

             
 
HAS YOUR CHILD RECEIVED AT LEAST:    EYE: 
Yes No Yes No   
__ __  3 doses of DPT (Diphtheria, Pertussis & Tetanus) __ __  Glasses 
__ __  3 doses of OPV (Oral Polio Vaccine) __ __  Contact Lenses 
__ __  1 dose of MMR (Measles, Mumps, & Rubella) __ __  Non-correctable Visual Problems 

       (If yes, specify)  
(FOR FEMALES) 
Menstrual Periods Begun?  __ Yes__ No         If not, has she been told about it? __ Yes __ No 
Menstrual History Normal? __ Yes__ No         Cramps:   __  None    __   Moderate      __  Severe 
 
Additional Comments:  
 

  

  

  

   

 Indicate any prescription medications being taken at present:  

  

  

Ear drops (vinegar and alcohol) help prevent painful ear infections.  Please initial here if you do not want your child to receive them 

after swimming. 

PARENT AUTHORIZATION:    
To the best of my knowledge, all information provided by me is correct, accurate and complete.  The person herein described has my full permission 
to participate in Camp activities except as indicated.  In the event of any illness or accident, I give permission that medical measures be instituted 
without delay as the judgment of the medical personnel dictates. 
 
PARENT (GUARDIAN) SIGNATURE__________________________________________ DATE  
 
CAMPER SIGNATURE          DATE  
 
PHYSICIANS NAME (if consulted, please print)  
 
PHYSICIANS SIGNATURE          DATE  
(Physician’s signature required only if this is acting as current physical.) 


