


Immunization history: 
Which of the following 
has the participant had? 
 

 Measles 
 Chicken pox 
 German measles 
 Mumps 
 Hepatitis 

 
TB Mantoux Test 
Date of test___/___/___ 
   
Result:  

 Positive     Negative 

Please give all dates of immunization for:  
Vaccine     Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr 
DTP  __/__ __/__ __/__ __/__ __/__ __/__ 
TD Tetanus Diphtheria __/__ __/__ __/__ __/__ __/__ __/__ 
Tetanus  __/__ __/__ __/__ __/__ __/__ __/__ 
Polio  __/__ __/__ __/__ __/__ __/__  
MMR  __/__ __/__     
 Measles __/__ __/__     
 Mumps __/__ __/__     
 Rubella __/__ __/__     
Haemophilus Influenza B __/__ __/__ __/__ __/__   
Hepatitis B __/__ __/__ __/__    
Varicella  (Chicken Pox) __/__ __/__      

 
Health Care recommendations by Licensed physician: 
I have examined the above camp applicant within the past two years.          Date Examined: ________________ 

In my opinion, the above’s condition  does  does not preclude his/her participation in an active camp 
program. 
 

Height ____________      Weight ____________      Blood pressure ____________       
 

The applicant is under care of a physicial for the following condition(s):  
_________________________________________________________________________________________ 
 
Current Treatment: __________________________________________________________________________ 
 
Explanation of any reported loss of consiousness, convulsion or concussion: ____________________________ 

_________________________________________________________________________________________ 
Recommendations and Restrictions While at Camp 
Describe any treatment or medication to be continued at camp, any medically prescribed meal plan or dietary 
restrictions, allergies, and/or additional health information: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 
 
 
Name of Physician (Print): _______________________________________________________________ 
 
Licensed Physician’s Signature: __________________________________________________________ 
 
Address ______________________________________________________________________________ 
 
Date of completion _________________________    By _______________________________________ 
 

 


