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PROCEDURE 

1) Fill out this form clearly and completely. 
2) Read and sign the second side of this medical form. 
3) Contact your physician and obtain a copy of your child’s most recent immunization record. 
4) Submit both the medical form and the immunization form to the FLJDC office. 

THIS MEDICAL FORM WILL NOT BE ACCEPTED WITHOUT AN IMMUNIZATION FORM ATTACHED 

EMERGENCY CONTACTS 

One Name _______________________________  Relationship  _____________________________ 

 Phone _______________________________ Alternate Phone ___________________________ 

 

Two Name _______________________________  Relationship ______________________________ 

 Phone _______________________________ Alternate Phone ___________________________ 
 

PLEASE DEMARK ANY/ALL AREAS IN WHICH YOU/YOUR CHILD HAS A HISTORY: 
 

Y N  Year Details Y N  Year Details 
� � Serious Illness ______ ______________ � � Heart Murmur ______ ______________ 
� � Serious Injury ______ ______________ � � Rheumatic Fever ______ ______________ 
� � Deformity ______ ______________ � � Stomach/Bowels ______ ______________ 
� � Surgery ______ ______________ � � Appendicitis ______ ______________ 
� � Skin/Glands ______ ______________ � � Kidneys/Bladder ______ ______________ 
� � Ears ______ ______________ � � Infection ______ ______________ 
� � Eyes ______ ______________ � � Bed Wetting ______ ______________ 
� � Nose/Sinus ______ ______________ � � Menstrual  ______ ______________ 
� � Teeth/Dentures ______ ______________ � � Hernia Rupture ______ ______________ 
� � Throat/Tonsils ______ ______________ � � Back/Limbs/ Joints ______ ______________ 
� � Bride ______ ______________ � � Sleepwalking ______ ______________ 
� � Chest/Lungs ______ ______________ � � Behavioral  ______ ______________ 

 

PLEASE CIRCLE THE CORRECT RESPONSE: 
Date of most recent medical exam ____________ Y N 

Does the school your child attends require him/her to have a shadow? � � 

Has your child ever been diagnosed with any behavioral, mental, or neurological disorder?   � � 

Does your child have any current health problems? � � 

Is your child under medical care or taking any medications? � � 

Has there been any surgery, illness, or change in health status since last complete physical exam? � � 

Does your child have any allergies? � � 

If “Yes” explain here: 

_______________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Camper/Staff Member’s Name _______________________________________ Gender (circle one)   M / F       

Age ________ D.O.B. (mm/dd/yy) ________________ 

Street Address ___________________________________    City __________ State _______  Zip _________ 

Home Phone __________________  Father Cell _____________________ Mother Cell _______________ 

Physician _______________________________________________________ Phone ___________________ 

School__________________________________________________________ School Phone _____________ 



BS”D FLJDC – Winter Camp 5769 
Personal Health and Medical Record 

Page 2 of 2 
 

AUTHORIZATION 
To the best of my knowledge, this history is correct and complete.  All camp activities are permitted, except as 
specifically noted herein. In the event that I cannot be reached in an EMERGENCY, I hereby give permission 
for the physician selected by the Camp Director to hospitalize, secure proper treatment for, and to order 
injection, anesthesia or surgery for my child as named above. I hereby give permission for the Camp 
Administration to verify that information contained in this history is true. 
 
   ______________________________________                                                ________________________ 
      (Signature of Parent/Guardian) (Date) 
   
 
  ______________________________________                                                 ________________________ 
     (Signature of Applicant- if over 18) (Date) 
 
 
 
 

MEDICATION AUTHORIZATION 
FLJDC does not administer prescription drugs to children under any circumstances.  If a child is on 
medication, it must be administered by the parent/guardian, outside camp hours.  FLJDC only provides over-
the-counter drugs (i.e. Advil, Benadryl) with written parental consent, from a personal supply provided by the 
parent before camp begins.  If your child requires such medication, please sign and date the statement below.  
 
I, ________________________, hereby give my permission for the health director at FLJDC to administer 
over-the-counter medication to my child/ren, ____________________________________, once I have been 
contacted and have determined that the situation warrants such measures.  I have provided the camp with a 
supply of said medication for my child. 
 
   ______________________________________                                                ________________________ 
 (Signature) (Date) 
 
Please specify the medication: ______________________________________________________ 
 


