Part B2: General Information/Health History B2

Full name:

Date of birth:

Allergies/Medications
DO YOU USE AN EPINEPHRINE 1 YES 1 NO DO YOU USE AN ASTHMA RESCUE [ YES ' NO
AUTOINJECTOR? Exp. date (if yes) INHALER? Exp. date (if yes)

Are you allergic to or do you have any adverse reaction to any of the following?

Explain Allergies or Reactions Explain

[1 {[] | Medication [T |Pplants

I_ ’ I_ ’ Food ’ I_ ’ I_ ’ Insect bites/stings ’
List all medications currently used, including any over-the-counter medications.
1 Check here if no medications are routinely taken. [ If additional space is needed, please check here attach on a separate page.

Medication Dose Frequency Reason
l_ YES l_ NO Non-prescription medication administration is authorized with these exceptions:
Administration of the above medications is approved for youth by:
/
Parent/guardian signature MD/DO, NP, or PA signature

Bring enough medications in sufficient quantities and in the original containers. Make sure that they are NOT expired, including inhalers and EpiPens. You SHOULD NOT STOP taking
any maintenance medication unless instructed to do so by your doctor.

0 You may attach a separate Vaccination record to this form in lieu of completing the section below.

Immunization

The following immunizations in red are REQUIRED, those in gray are recommended. Tetanus immunization is required and must . . , ,

have been received within the last 10 years. If you had the disease, check the disease column and list the date. If immunized, Plea_se ||5t. any additional information about your

check yes and provide the year received. medical history:

Yes No Had Disease Immunization Date(s)

I I Tetanus

I | Pertussis

I I Diphtheria

I I Measles/mumps/rubella

P DO NOT WRITE IN THIS BOX.

I I Polio Review for camp or special activity.
Reviewed by:

| I Chicken Pox ey

I I Hepatitis A Date:

I I Hepatitis B Further approval required: l_ Yes I_ No
R B

I I Meningitis eason

I I Influenza Approved by:

I I Other (i.e., HIB) Date:

Exemption to immunizations (form required)



Part C: Pre-Participation Physical

This part must be completed by certified and licensed physicians (MD, DO), nurse practitioners, or physician assistants.

Full name:

Date of birth:

You are being asked to certify that this individual has no contraindication for participation in a summer camp experience.
You may attach a separate, signed and certified medical record, visit summary, or Summer Camp Authorization in lieu of the information below.

Please Check here if separate documentation is attached

Please fill in the following information:

Explain

Medical restrictions to participate | I

No Allergies or Reactions Explain

No Allergies or Reactions Explain

Medication

L1 [l
] ||— | Food ] ||_| Insect bites/stings

Height (inches) Weight (Ibs.) Blood Pressure

Normal Abnormal Explain Abnormalities Examiner,s certiﬁcation

| certify that | have reviewed the health history and examined this person and find no

Eyes I I contraindications for participation in a summer camp experience (with noted restrictions):
True False Explain
Ears/nose/throat I I
| | Meets height/weight requirements.
Lungs I I | | Has no uncontrolled heart disease, lung disease, or hypertension.
Has not had an orthopedic injury, musculoskeletal problems, or orthopedic
| | surgery in the last six months or possesses a letter of clearance from his or her
Heart I I orthopedic surgeon or treating physician.
| | Has no uncontrolled psychiatric disorders.
Abdomen I I | | Has had no seizures in the last year.
o ) I [ Does not have poorly controlled diabetes.
Genitalia/hernia I I
Musculoskeletal I I

Examiner’s signature: Date:
Neurological I I Examiner’s printed name:

o Address:

Skin issues I I

City: State: ZIP code:
Other I I Office phone:




Full name:

Date of birth:

Part D-NH: Permission to Possess & Use Epinephrine Auto-Injector and/or Asthma Inhaler

Pursuant to NH RSA 485-A:25-a-g, this form must be completed in its entirety and signed by a parent/guardian AND physician in order for
your child to carry an auto-injector and/or asthma inhaler with him/her while at camp.

Physician's Section

Camper's Name:

Diagnosis requiring Epinephrine Auto-injector/Asthma Inhaler:

Are there any other medical conditions? Yes No If Yes, please explain:
Name/Dose/route of medication: Date of Order:
Does the camper need assistance with administration of medication? Yes No If Yes, please explain:

Specific recommendations for administration (what symptoms would indicate need for administration of this medication?)

List any special side effects, contraindications and/or adverse reactions to be observed if the medication is administered:

List any adverse reactions that may occur to another child, for whom the above medication is not prescribed, should he or
she receive a dose of the medication:

As the child's physician, | give permission for this child to possess and use Epinephrine auto-injector Asthma Inhaler. This child has the
knowledge and skills to safely possess and use the identified medication in a camp setting

Physician's Signature: Date

Physician's Name (printed):

Physician's Business Phone: Emergency Phone:

Physician's Address:

Parent/Guardian’s Section

| hereby give permission for the camper named above to keep the above-named medication in his/her possession while attending a Heart
of New England Council Summer Camp. | will also provide a second auto-injector and/or asthma inhaler that, by law, must be kept at the
health center for emergencies.

Parent/Guardian Signature: Date:
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