North Carolina United Methodist Camp and Retreat Ministries, Inc
315 Camp Don Lee Road
Arapahoe, NC   28510

Health Record for Camp Participation

●
PLEASE BRING THIS COMPLETED FORM WITH YOU WHEN YOU BRING YOUR CAMPER TO CHECK-IN.

●
Page 1 (Health Record for Camp Participation) and page 2 (Health History) may be completed by the parent or guardian.


●
If the camper will need to bring medication(s) to camp to be administered, please read Page 3 (Camper Health Services: Medicines) and have your physician complete Page 4 (Request for Medication to be given during Camp Session). Parent or guardian must sign at the bottom of Page 4 giving permission for the camper to receive medications during camp.
Camper’s Name____________________________________________
DOB_____________


Parent/Guardian ____________________________________________________________________________________



Home Address ____________________________________________________
Phone (    ) _________________


Mother’s Cell Phone _________________________Father’s Cell Phone _________________________________


Place of employment_____________________________________________
Phone (    ) _________________
Emergency Contact _________________________________________________________________________________



Home Address ____________________________________________________Phone (    ) _________________

Family Physician _________________________________________________________Phone (    ) _________________

                                          Required
Family Dentist/Orthodontist ________________________________________________ Phone (    ) _________________

Is Camper Covered by family medical/hospital Insurance?

□ YES

□ NO


If covered, indicate Carrier ___________________________ and Policy or Group # ____________________________
Participation Requests or Limitations
The purpose of this section is to help develop a management plan appropriate to the camp program and any ongoing medical or psychological issues.
Please indicate any pertinent information or requests regarding medical conditions which may limit or alter participation.  Information regarding medications can be found on Pages 3 & 4.
Activity restrictions:

Dietary restrictions:

Medical treatments:
EMERGENCY AUTHORIZATION:

I hereby give my permission to the medical personnel selected by the camp director to order X-rays. routine tests, and routine treatment for me/my child, and in the event that I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp director to hospitalize, secure proper treatment for, and to order injections, anesthesia, or surgery for me/my child named above. I have read the Notice of Privacy Practices of Don Lee Center and understand and accept that Don Lee Center may use PHI for purposes of treatment, payment, and health care operations.  I hereby give permission for necessary PHI to be released to insurance carries, health care treatment facilities, and other professionals.  This includes PHI from Pharmacies, Hospitals, and clinics.  
Signature of parent / guardian, or adult camper / staffer: _________________________________ Date __________________

I also understand and agree to abide with the restrictions placed on my camp activities
Signature of minor: ______________________________________________________________     
Date ____________________
HEALTH HISTORY                                                                                                        Page 2
IMMUNIZATIONS:  

Were Immunizations completed prior to entrance to school?


□ YES

□ NO


Month/Year of last tetanus immunization (DPT, DT, T) __________________        ______________________

    YES  
NO
HAS CAMPER HAD ANY?    
      YES          NO
   DOES CAMPER?
1.
  □

□
Chronic or recurrent Illness?

2.
  □

□
Illness lasting over one week?

3.
  □

□
Hospitalizations?

4.
  □

□
Surgery?

5.
  □

□
Missing organs (eye, kidney, testicle)?

6.
  □

□
Orthopedic injury/abnormality?

7.
  □

□
Problems with heart/blood pressure?

8.
  □

□
Chest pain with exercise?

9.
  □

□
Dizziness/fainting with exercise?

10. □

□
Frequent headaches?

11.  □

□
Convulsions?

12.  □

□
Concussions/unconsciousness?

13.  □       □
Heat stroke/exhaustion, problems with heat?

14.  □       □
Sleepwalking?
15.  □
      □
Wear Glasses/contacts?

16.  □

□
Wear dental braces/appliances?

17.  □

□
Take regular medication?

18.  □

□
Have allergies to medication?

19.  □

□
Have environmental allergy?

20. □

□
Have insect allergy?

21.  □

□
React strongly to poison ivy?

22.  □       □
Have Asthma/recurrent respiratory illness?

23.  □       □
Have Intolerance to strenuous exercise?

24.  □       □
Have a family member who died under age 40 (other than accidentally)?
25.  □       □
Have a family member under 55 who had a heart attack?

26.  □       □
Have emotional problems?

27.  □       □
Have behavioral problems?
28.  □       □
Have bedwetting problems?

(For Female):  Has this person menstruated?
□ YES
   □ NO           If not, has she been told about it?    □ YES    □ NO
This health record is correct as far as I know and the person herein described has permission to engage in all camp related activities, except as noted.
Medications Brought must be accompanied by Request for Medications form (PAGE 4)
Camp review of form by ______________________________________________ Date _____________
The following non-prescription medications may be stocked in the camp Health Center and are used on an as needed basis to manage illness and injury.  CROSS OUT THOSE THE CAMPER SHOULD NOT BE GIVEN.


Acetaminophen (Tylenol)





Ibuprofen (Advil, Motrin)


Phenylephrine decongestant (Sudafed PE)


Pseudoephedrine decongestant (Sudafed)


Antihistamine/allergy medicine




Guaifenesin cough syrup (Robitussin)


Diphenhydramine antihistamine/allergy medicine (Benadryl)
Dextromethorphan cough syrup (Robitussin DM)


Sore throat spray






Generic cough drops


Lice shampoo or cream (Nix or Elimite)



Antibiotic cream


Calamine lotion






Aloe


Laxatives for constipation (Ex-Lax)



Bismuth subsalicylate for diarrhea (Kaopectate, 










Pepto-Bismol)
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1.
The parent will obtain a copy of the form, “Request for Medication to be Given during Camp Session.” This form must be completed and signed by the physician and signed by the parent. This form is valid for the duration of the camp session unless a shorter duration is indicated. This form is required for all medications, both prescription and over-the-counter (i.e.: Tylenol, aspirin, and cough medicines). Over-the-counter medications, in general, are available at the camp Health Services and do not need to be sent to camp.  Any changes require that a new form be completed.

2. 
The parent will bring the medication and the completed and signed form to camp. Prescription medications must be in a pharmacy labeled container which includes instructions on how and when the medication is to be given. Over-the-counter medications must be in the original container and will be administered according to the physician’s written instructions.

3.
Once the parent has complied with number I and 2 of these procedures the camp will ensure that the camper receives the medication as prescribed by the physician.

4.
The camp will store the medication in a locked container.

5. 
The Camp Director will designate personnel in the camp to have primary responsibility for the medication and for administration (usually the Health Coordinator or Nurse).

6. 
Each time a medication is to be given, the designated person will check the Medication Log and the medication label for the “5 R’s”:

A.
right person

B.
right medication

C.
right time

D.
right dose

E          right route of administration (e.g.: oral-by mouth, topical-on the skin, etc.)

7. 
Medications will remain in the locked container and in their individual containers until the camper presents him/herself for the medication.

8. 
The person responsible for administering the medication must observe the camper as he or she takes the medication.

9. 
The camp will maintain a Medication Log with the date, time, and amount taken, and the initials of the person administering the medication each time it is given.

10. 
The parent will arrange for the proper removal of a medication from the camp after it is discontinued. Any medication left at camp at the end of the session will be disposed of by the camp personnel. A notation will be made in the Medication Log when a medication is discontinued (either by physician’s order or by exhaustion of the medication supply) and also when a medication is disposed of at the end of the camp session.

11. 
Campers with asthma will be permitted to have in their possession prescribed inhaled medications for the prevention and treatment of asthma symptoms as long as the following requirements are met:

A.
The camper’s physician prescribes the inhaled medication and states in writing that the camper has sufficient knowledge and maturity to use the inhaled medication correctly.

B.
The parent/guardian states in writing that the camper has sufficient knowledge and maturity to use the inhaled medication correctly and releases the camp and its personnel from any responsibility regarding the medication.

C.
The camper complies with the following:

I.
The camper will keep the inhaled medication in his/her possession at all times and shall not leave it in a place accessible to other campers.

2.
The camper will not offer, nor allow, any use or possession of his/her inhaled medication by another camper.

3.
The camper will act in a responsible and discreet manner concerning his/her inhaled medication at all times.

4. If asthma symptoms should occur during required physical activity, the camper will use his/her inhaler   as needed and inform the staff member who is in charge.
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Name of Camper________________________________________ Camp __________________________
1.
Medication_______________________________________________

Dosage _______________________________

Time (s) to be given ____________________________________________________________________________________


To be given from (date) ______________________________________ to _________________________________________


Significant Information (includes side effects, toxic reactions and omission reactions)


Contraindications for administration

2.  Medication_______________________________________________

Dosage _______________________________


Time (s) to be given ____________________________________________________________________________________


To be given from (date) ______________________________________ to _________________________________________


Significant Information (includes side effects, toxic reactions and omission reactions)


Contraindications for administration

3.  Medication_______________________________________________

Dosage _______________________________


Time (s) to be given ____________________________________________________________________________________


To be given from (date) ______________________________________ to _________________________________________


Significant Information (includes side effects, toxic reactions and omission reactions)


Contraindications for administration

This medication will be furnished by parent or guardian in a container properly labeled by a pharmacist with identifying information (e.g. the name of the child, medication dispensed, dosage required, and the time it is to be given.)
Physicians Signature ________________________________________ Date __________________ DEA # _________________
	
	Parents Permission:


	
	I hereby give my permission for my child (named above) to receive medication during camp. This medication has been prescribed by a licensed physician. I hereby release the camp and their agents/employees from any and all liability that may result from my child taking the prescribed medication.


	
	Parent/Guardian Signature_________________________________  Date _____________ Phone _______________



-Camp use only-
Name and title of person to administer medication _______________________________________________________________
Approved by ________________________________________________________ Date ________________________________
