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Camper Health History 
 

 

 

Camper Information        Today’s Date: _________________ 

 
 
 
 
 
 
 
 
 

Emergency Contact: Parent/Guardian with legal custody to be contacted in case of an emergency or injury: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Last Name: ___________________________________________________ First: ________________________________________ M.I.__________ 
 
Male/Female       Date of Birth: ___________________________________ Age: __________ 
 
Home Address: _________________________________________________________ City: _______________________________ Zip:__________ 
 
Home Phone: (           )_____________________________________    Mobile/Other: (             )________________________________________ 
 
Email: ________________________________________________________________  

 
Last Name: ___________________________________________________ First: ________________________________________ M.I.__________ 
 
Relationship to camper: _________________________________________ 
 
Home Address: _________________________________________________________ City: _______________________________ Zip:__________ 
 
Home Phone: (           )_______________________________________ Mobile/Other: (             )________________________________________ 
 
Email: ________________________________________________________________  
 
Second parent/guardian or other emergency contact 
 
Last Name: ___________________________________________________ First: ________________________________________ M.I.__________ 
 
Relationship to camper: _________________________________________ 
 
Home Phone: (           )_______________________________________ Mobile/Other: (             )________________________________________ 
 
Email: ________________________________________________________________  

 
Allergies: � No known allergies   � Allergic to   � Food   � Medicine   � The environment (i.e. insect stings) � Other 
(Please describe any allergies below and the reaction observed) 

Diet, Nutrition: � Eats a regular diet    � Eats a regular vegetarian diet  � Has special food needs (describe below) 

Medications:  � My child will not take any daily medications while attending camp. 

           � My child will take the following daily medication(s) while at camp: 
“Medication” is any substance a person takes to maintain and/or improve their health. This includes vitamins & 
natural remedies. Please indicate reason for medication, when it should be taken, dosage amount and how it is 
administered.  

The following non-prescription medications may be stocked in the Community Street Jam medical health kit and 

may be used on an “as needed basis” to manage illness and injury. Cross out those your child should not be given. 
       

Ibuprofen (Advil, Motrin) Basic Band Aids 
Acetaminophen (Tylenol) Rubbing Alcohol  

Sore throat spray      
Antibiotic cream 
Calamine lotion      

Hydrogen Peroxide 
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  General Heath History: Check “Yes” or “No” for each statement. Explain “Yes” answers below. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Parent/Guardian Authorization for Health Care: This health history is correct and accurately reflects the health status of the child 
to whom it pertains. The person described has permission to participate in all camp activities except as noted by me and/or an 
examining physician. I give permission to the physician selected by the camp to order x-rays, routine tests, and treatment in relation to 
the health of my child for both routine health care and in emergency situations. If I cannot be reached in an emergency, I give my 
permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child. I 

understand the information on this form will be shared on a “need to know” basis with camp staff. I give permission to photocopy this 
form. In addition, Community Street Jam has permission to obtain a copy of my child’s health record from providers who treat my child 

and these providers may talk with the program’s staff about my child’s heath status. 
 

 

 

Signature of Custodial Parent/Guardian____________________________________Date:_____________ Relationship:_____________ 

If for religious or other reasons you cannot sign this form, contact the camp for a legal waiver which must be signed for attendance. 

Has/does your child:  

1. Ever been hospitalized?......................................................    
 
2. Ever had surgery?..............................................................    

 
3. Have recurrent/chronic disease?.........................................    

 
4. Had a recent infectious disease?.........................................    

 
5. Had a recent injury?..........................................................    
 
6. Had asthma/wheezing/shortness of breath?........................     
 
7. Have diabetes?..................................................................      

 
8. Had seizures?....................................................................      

 
9. Had headaches?................................................................      

 
10. Wear contacts, glasses or protective eyewear?...................  

 
11. Had fainting or dizziness?................................................. 
 

12. Passed out/had chest pain during exercise?....................... 
 

13. Had mononucleosis (mono) during the past 12 months?.....  
 
14. If female, have problems with periods/menstruation?......... 
 
15. Ever had back/joint problems?.......................................... 
 

16. Have problems with diarrhea/constipation?........................ 
 

17. Have any skin problems?.................................................. 
 
 

 

�Yes  �No 
 
�Yes  �No 

 
�Yes  �No 

 

�Yes  �No 
 
�Yes  �No 
 

�Yes  �No 
 

�Yes  �No 

 
�Yes  �No 

 
�Yes  �No 

 
�Yes  �No 

 
�Yes  �No 
 

�Yes  �No 
 
�Yes  �No 

 
�Yes  �No 
 
�Yes  �No 

 
�Yes  �No 

 

�Yes  �No 
 
 
 
 Mental, Emotional and Social Health: Check “Yes” or “No” for each statement.   

Has your child: 
1. Ever been treated for attention deficit disorder (ADD) or attention deficit/hyperactivity disorder (AD/HD)?....... 

2. Ever been treated for emotional or behavioral difficulties or an eating disorder?............................................. 
3. During the past 12 months, seen a professional to address mental/emotional health concerns?....................... 

4. Had a significant life event that continues to affect the child’s life?................................................................ 
    (History of abuse, death of a loved one, family change, adoption, foster care, new sibling, others) 
 

Please explain “Yes” answers in the space below, noting the number of questions. We may contact you for 
additional information. 

 

 
�Yes  �No 

�Yes  �No 

�Yes  �No 
�Yes  �No 
 

Please explain “Yes” answers below, noting 
the number of questions.  
 
 
 
 
 
 
 
 
 
 
 
 

What have we forgotten to ask? Please 
provide in the space below any additional 
information about your child’s health that 
you think may be important or that may 
affect his/her ability to fully participate in 
the camp program. Attach additional 
information if needed. 


