Camp Shohola for Boys Camper

PLEASE HAVE YOUR CHILD’S PRIMARY HEALTHCARE PROVIDER

Medical Examination By IR ATION ACCOLAY. e T ORI AL FOR
Licensed Healthcare Provider YOURSELF.

Camper Name Height

Date of Birth Weight

Physical Exam Performed Today Yes No Blood Pressure

If No, Date of Last Physical Exam

Conditions: List any conditions for which camper is receiving current treatment.

Restrictions: List any activity restrictions: Past Medical/Surgical History:

Diet: Please list any dietary restrictions Allergies: List all allergies and reactions

Treatments/Medications: Please list treatments/medications to be continued at camp. Include name, dose,
frequency.

Physician Authorization: | have reviewed the patient’s health history with the parent/guardian. It is my opinion that
the patient is emotionally and physically fit to participate in camp activities except as noted above.

Licensed Provider Name Signature

Address: City:

State: Zip: Date:




