
 SIGNATURE OF PARENT/GUARDIAN

X _________________________________________________________

Telephones during camp:	       Day (________)___________________

Night (________)____________ Cell (________)___________________

Name & address of your health insurance company __________________

___________________________________________________________

___________________________________________________________

Policy/Group # ______________________________________________

Name of Primary Insured  ______________________________________

Date of Birth of Primary Insured _________________________________

Relationship of Camper to Primary Insured ________________________

2022 HEALTH FORM – MUST BE COMPLETED IN FULL AND SIGNED BY PARENT/GUARDIAN
 

Camper’s												         
Last Name _____________________________________      First Name ___________________________________Camp session_____________________                  

Is this child covered by medical insurance?   Yes _____   No _____

Is this person in general good health and able to participate in normal activi-
ties?          Yes _____  		  No _____
(If not, please submit a statement indicating limitations)
Problems with (check if YES).
____ Hayfever	 ____ Fainting	 ____ Penicillin
____ Bee Sting	 ____ Convulsions	 ____ Asthma
____ Poison Ivy	 ____ Sulfa	 ____ Other
____ Epilepsy (degree) _________    Allergies _________________

If any of the above are YES, please submit a statement of how the child has 
been treated and with what medication.  Proper medicine must be brought to 
the camp and given to the nurse.

All immunization will be the responsibility of the family in consultation with 
family physician or clinic.  Give most recent date of Tetanus Booster.  Then 
check the appropriate yes or no column to determine if camper has had 
necessary immunizations.

TETANUS BOOSTER (DATE REQUIRED)
most recent date received: _________________________________
Received:	                Yes	 No         Received:	          Yes	       No
D.P.T. Series	 ___	 ___        D.P.T. Booster   ___      ___
Polio Series	 ___	 ___        Polio Booster     ___      ___
Mumps		  ___	 ___        Rubella Vac       ___      ___
Measles Vac	 ___	 ___
Operation or serious injury and date(s) __________________________

_____________________________________________________________
Please notify us if this child was exposed to any communicable disease 
during the three weeks prior to event. Please write a note below to indicate 
any physical, emotional or psychological problem that will help the Nurse 
and Counselor provide the best possible experience.

NOTES FOR NURSE

Please list each medication and time of day that it needs to be dispensed.   
If more space is needed, please attach a separate sheet.

Family Physician or Clinic _______________________________________

Address  _____________________________________________________

Phone _______________________________________________________
In signing this application, I hereby certify that the above information is 
correct and give permission for: the use of photographs including my son or 
daughter in publicity; for my son or daughter to be transported in camp-
owned and camp approved vehicles to and from public transportation or for 
approved out-of-camp activities and; for the release of medical records in 
case of illness.  I also authorize the administration of prescription medica-
tion.  Non-prescription medication will be administered following the camp’s 
standing orders.

In case of medical emergency, I understand that every effort will be made 
to contact parents or guardians of campers.  In the event that I cannot be 
reached, I hereby give permission to the physician selected by the camp 
director to hospitalize, secure proper treatment for, and to order injection, 
anesthesia, or surgery for my child, as named herein.

            (PLEASE INITIAL)  
            I understand that this child must be covered by medical insurance
            to be accepted into the camp program at Baptist Camp Lebanon. 

 

REQUIRED

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

_______________________________________
_______________________________________
_______________________________________
_______________________________________


