CAB Sports, LLC - Camper Medical Form 2019
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E To Parent(s)/Guardian(s): Complete this section and give this form to your child’s health-care provider for § ,‘,?

5 review. Dates will attend camp: from to 5 .g

. Month/Day/Year Month/Day/Year H 2

: P

= S ¢ Camper Name: : 3

M First Middle Last ° 3

cABSPonTs'onG § [0 Male [J Female Birth Date Age on arrival at camp E
FUTSAL € SOCCER Mort/Day ear
) ) E Camper home address: E
*** Upload this form to your child's ¢ :
Active profile online. Login link: i p— S :
https://cam pSCUI.aCtlve.CO m/o rgS/C g Custodial parent(s)/guardian(s) phone: ( ) ( ). §
ABSportsLLC?orglink=camps-regis :
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The following non-prescription medications are commonly stocked in camp
Health Centers and are used on an as needed basis to manage illness and

Please review the CAMPER HEALTH HISTORY FORM (FORM 1) and
complete all remaining sections of this form (FORM 2). Attach additional

eccccccccccccccog

injury.Cross out those items the camper should not be given. information if needed. g
g
o
Acetaminophen (Tylenol) Calamine lotion Physical exam done today: (1 Yes [INo (If “No,” date of last physical: )
Ibuprofen (Advil, Motrin) Bismuth subsalicylate (Pepto-Bismol) Month/Day/Year

Phenylephrine (Sudafed PE) MA Dept. of Public Health statutes specify physical exam for residential camps within the last 24 months.

Pseudoephedrine (Sudafed)

Laxatives for constipation (Ex-Lax)

Hydrocortisone 1% cream
Topical antibiotic cream
Calamine lotion

Weight: Ibs Height: ft in Blood Pressure /

Chlorpheneramine maleate

158

Guaifenesin Allergies: [1 No Known Allergies

Aloe O To foods (list):

Dextromethorphan
Diphenhydramine (Benadryl)
Generic cough drops
Chloraseptic (Sore throat spray)

Lice shampoo or scabies cream (Nix or Elimite)

[0 To medications: (list):
[ To the environment (insect stings, hay fever, etc.- list):
[0 Other allergies: (list):

Describe previous reactions:

Diet, Nutrition: [ Eats a regular diet. [1 Has a medically prescribed meal plan or dietary restrictions:(describe below)

The camper is undergoing treatment at this time for the following conditions: (describe below) [ None.

dnoug Jo o (esn dwe) Jo4)

Medication: [ No daily medications. [J Will take the following prescribed medication(s) while at camp: (name, dose, frequency—describe below)

Other treatments/therapies to be continued at camp: (describe below) [J None needed.

Do you feel that the camper will require limitations or restrictions to activity while at camp? [J No [J Yes

camper is physically and emotionally fit to participate in an active camp program (except as noted above.)

Name of licensed provider (please print): Signature: Title:

:(s)epo) uoissag (asn dwe) Jo4)

Office Address

Street City State Zip Code

Telephone: ( ) Date:
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Please turn OVER and complete SIDE 2




Camper Name:

First Middle Last

Birth Date:
Month/Day/Year

Immunization History: Provide the month and year for each immunization. Starred (%) immunizations must include date to meet ACA Standard. Copies of immunization forms
from health-care providers or state or local government are acceptable; please attach to this form.

Immunization Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 Most Recent Dose
Month/Year Month/Year Month/Year Month/Year Month/Year Month/Year

Diptheria, tetanus, pertussis
(DTaP) or (TdaP)

Tetanus booster*

(dT) or (TdaP)

Mumps, measles, rubella
(MMR)

Polio

(IPV)

Haemophilus influenzae type B
(HIB)

Pneumococcal

(PCV)

Hepatitis B

Hepatitis A

Varicella [0 Had chicken pox
(chicken pox) Date:
Meningococcal meningitis

(MCV4)

Tuberculosis (TB) test Date: [0 Negative [ Positive

Medication: [0 This camper will not take any daily medications while attending camp.
[ This camper will take the following daily medication(s) while at camp:

“Medication” is any substance a person takes to maintain and/or improve their health. This includes vitamins & natural remedies. Please review camp instructions about
required packaging/containers. Many states require original pharmacy containers with labels which show the camper’s name and how the medication should be
given. Provide enough of each medication to last the entire time the camper will be at camp.

Name of medication Date started Reason for taking it When it is given Amount or dose given How it is given

[ Breakfast
O Lunch

O Dinner

[J Bedtime
[ Other time:

[ Breakfast
O Lunch

O Dinner

[J Bedtime
[ Other time:

[J Breakfast
[0 Lunch

[ Dinner

[J Bedtime
[ Other time:

[ Breakfast
[ Lunch

[ Dinner

[J Bedtime
[ Other time:

Parent/Guardian Authorization for Health Care:

This health history is correct and accurately reflects the health status of the camper to whom it pertains. The person described has permission to participate
in all camp activities except as noted by me and/or an examining physician. | give permission to the physician selected by the camp to order x-rays, routine
tests, and treatment related to the health of my child for both routine health care and in emergency situations. If | cannot be reached in an emergency, | give my
permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child. | understand the information
on this form will be shared on a “need to know” basis with camp staff. | give permission to photocopy this form. In addition, the camp has permission to obtain
a copy of my child’s health record from providers who treat my child and these providers may talk with the program’s staff about my child’s health status.

Signature of Custodial Relationship
Parent/Guardian Date: to Camper:
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