RETURN TO:

The Barton Center for Diabetes Education, Inc.
Attn. Camp Director, P.O Box 356, 30 Ennis Road, North Oxford,
MA 01537 Tel: (508) 987-2056 FAX: (508) 987-2002
WWW.bartoncenter.orq

HEALTH EXAMINATION FORM FOR STAFF/CAMPERS

PARENTS/GUARDIANS/STAFF: YOUR CHILD/YOU CANNOT PARTICIPATE IN THE CAMP PROGRAM
WITHOUT A COMPLETED HEALTH FORM (INCLUDING SIGNED MEDICAL RELEASES)

CAMPER/STAFF NAME BIRTH DATE AGE
First M Last
PARENTS’/GUARDIANS’ NAMES

CAMPER/STAFF HOME ADDRESS

Street City State  Zip
PHONE NUMBER(S) WHERE PARENTS/GUARDIANS CAN BE REACHED DURING CAMP SESSION
(home) (work) (cell) (pager)
In an emergency, contact at

HEALTH HISTORY (Check all that apply and give approximate dates)

OFrequent Ear Infections OChicken Pox OAllergies: Hay Fever
(OHeart Defect/Disease OMeasles Olvy Poisoning, etc.
OSeizures OGerman Measles OPenicillin
ODiabetes OMumps OO0ther Drugs
OBleeding/Clotting Disorders OAsthma OOther

Other illness or details of above

Surgery or serious injuries (list with dates)
Chronic or recurring illness
Type of meal plan followed: none O ADA (calories) O Carbohydrate Counting OJ
Other

All medications other than insulin (hames/doses/times)

*CAMPERS/STAFF MUST BRING ALL MEDICATIONS (other than insulin) TO CAMP WITH THEM**
(For girls) Has she menstruated? If no, has she been told about it? If yes, is her menstrual history normal?
Additional Comments

**Please notify camp if the camper/staff member is exposed to any communicable disease during the three weeks prior to camp**

IMPORTANT - MUST BE COMPLETED FOR ATTENDANCE
Parent/Guardian/Staff authorization. This health history is correct as far as | know, and the person herein described has
permission to engage in all prescribed camp activities except as noted by me and/or the examining health care provider.

| authorize The Barton Center for Diabetes Education, Inc. (d.b.a. Clara Barton Camp) to release or receive all medical
records, for the above named camper/staff member, including but not limited to those records pertaining to substance
abuse and emotional or mental health.

I hereby give permission to the health care provider selected by the Camp Administrator to order X-rays, routine tests, and
treatment for the health of my child/me, and in the event | cannot be reached in an emergency, | hereby give permission to
the health care provider selected by the Camp Administrator to hospitalize, secure proper treatment for, and to order
injection and/or anesthesia and/or surgery for my child/myself as named above.

Signature Witness Date

OVER




THIS PAGE TO BE COMPLETED BY A LICENSED HEALTH CARE PROVIDER PRIOR TO CAMP
This examination must be performed within 12 months of arrival at camp. Examination for some other purpose
within this time period is acceptable. Examination is to determine fitness to engage in strenuous activity.

IMMUNIZATION HISTORY
Required immunizations must be recorded locally. Please record the date (month and year) of basic immunizations and most recent booster doses.

VACCINES DATE OF BASIC IMMUNIZATION DATE OF LAST BOOSTER
Diphtheria 1) 4)
Pertussis (Whooping Cough) 2)
Tetanus (DPT) or 3)
Tetanus
Diphtheria (TD) or
Tetanus
Oral Polio (Sabin)* TOPV 1) 2) 3)
Injectable Polio (Salk)
Measles (hard measles, red measles, Rubeola) | 1) 2)
MMR
Tuberculin skin test (most recent) Given Result Chest X-ray
Varicella (chicken pox)
| Haemophilus influenza b (HIB) | |
Hepatitis B 1)
2)
3)
PHYSICAL EXAMINATION
Height Weight Blood Pressure
Eyes Glasses Ears Nose
Throat Heart Skin Lungs
Posture (spine) Hernia Genitalia Hx/Rx for STD

Allergy: Please specify

Recommendations and restrictions while at camp:
Dietary restrictions

Swimming/Diving Strenuous Activity

Other

DIABETES INFORMATION

Date of onset Age at onset ____ Latest glycosylated hemoglobin (A1C) ___ Date Lab normal range
Insulin (brand, types)

Insulin pump (brand) Please list current doses and/or sliding scale ranges:
AM Snack Lunch Snack Supper Bed

History of Diabetic Ketoacidosis (DKA), severe low(s), or other diabetes-related complications

Any specific activities to be encouraged or restricted?
Do you know of any physical or emotional issues which might create a problem for this child at camp?

Is there anything in this child’s health history of which we should be aware?

I have examined the person herein described and have reviewed the health history. It is my opinion that this
person is physically able to engage in all camp activities, except as noted above.

Signature of Licensed Health Care Provider (MD, NP, PA) Date

Address Phone
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