MEDICAL INFORMATION

Sheridan School Mountain Campus

The information requested below is private data.  The data will be used to serve you and in the event you require emergency medical treatment by other persons administering first aid or by medical personnel.  You may refuse to supply the requested information; however, failure to provide the data will hamper the giving of emergency medical treatment.  Regardless you need to fill out the general information and sign the release.  

You are encouraged to consult your medical professionals if you have any questions about your participation.  Please, consult your physician if you are pregnant or think you may be pregnant, and/or if you have any heart conditions.  These forms apply to whatever you do with us.

Name _____________________________________________________________ Gender:    Male       Female                                                            
Address __________________________________________________________________________________________

Age                                             Date of Birth _____/_____/_________   School ​​​​​​​​​​​​​​​________________________________                   

Grade you will be entering _________________________

Emergency Contact Information:
Primary Contact Person in Emergency ____________________________________  Relationship __________________

Home Phone _____________________ Cell Phone______________________ Work Phone______________________                                                

Address__________________________________________________________________________________________  

Secondary Emergency Contact ____________________________________  Relationship ________________________

Home Phone _____________________ Cell Phone______________________ Work Phone______________________                                                

Address__________________________________________________________________________________________  

Allergies:   
( No known allergies    ( This camper is allergic to: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Diet, Nutrition:   ( This camper eats a regular diet.   ( This camper eats a regular vegetarian diet.



( This camper has special food needs _______________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Restrictions:  (  I have reviewed the program and activities of the camp and feel my camper can participate without restrictions.

                             (  I have reviewed the program and activities of the camp and feel my camper can participate with the following restrictions or adaptations.

____________________________________________________________________________________________________________________________________________________________________________________________________________

Medical Insurance Information (if available):
Carrier:___________________ Policy Number:__________________ Primary Insured’s Name:__________________

Group number (if applicable):__________________  Phone # _____________________________________________
                                           

Health History: (Please, check appropriate box and give dates of last occurrence.)

No 
Yes
Date


 

No 
Yes
 Date

Allergies

( )
 ( ) 
____

Ear Infection 

( )
 ( ) 
____

Asthma 

( ) 
 ( ) 
____

Rheumatic fever 

( ) 
 ( ) 
____

Hay fever 
( ) 
 ( ) 
____

Convulsions 

( ) 
 ( ) 
____

Ivy Poisoning 
( ) 
 ( ) 
____

Diabetes 


( ) 
 ( ) 
____

Insect Stings 
( ) 
 ( ) 
____

Hyperactivity 

( ) 
 ( ) 
____

Penicillin 
( ) 
 ( ) 
____

Fainting 


( ) 
 ( ) 
____

Aspirin 

( ) 
 ( ) 
____

Sinusitis 


( ) 
 ( ) 
____

Headaches 
( ) 
 ( ) 
____

Epilepsy 


( ) 
 ( ) 
____

Frequent Colds 
( ) 
 ( ) 
____

Behavior Disorders 
( ) 
 ( ) 
____

No 
 Yes 
Date

Chicken Pox 
( ) 
 ( )  
____

Measles
 
( ) 
 ( ) 
____

Mumps 

( ) 
 ( ) 
____

Bleeding
 
( ) 
 ( ) 
____

Clotting 

( ) 
 ( ) 
____

Hepatitis A 
( ) 
 ( ) 
____

Hepatitis B 
( ) 
 ( ) 
____

Constipation 
( ) 
 ( ) 
____

Bronchitis 
( ) 
 ( ) 
____

Kidney trouble 
( ) 
 ( ) 
____ 
    Other: ________________________​__________________________________

Details of Above: _______________________________________________________________________________________

______________________________________________________________________________________________________

Previous Operations/Serious Injuries: _______________________________________________________________________ ______________________________________________________________________________________________________

Chronic or recurring illnesses: _____________________________________________________________________________

_____________________________________________________________________________________

Please note if your child has a physical disability, has been exposed to any communicable diseases in the past 30 days, or has any special medical considerations. _________________________________________________________________________

______________________________________________________________________________________________________

Immunization History: (Please list date to the best of your knowledge)

____ DTP Series 




____ Small Pox 


____ Other:  __________________

____ Measles/Mumps/Rubella 


____ Chicken Pox 



      __________________

____ Hepatitis B 




____ Typhoid 


      
      __________________

____ Haemophilus influenza B 


____ Polio OPV (sabin) 

      
      __________________

____ Tetanus Booster 



____ TB Skin Test 

      
     
      __________________

____ BCG 




____ Polio Booster 

      
      
      __________________

Medications: 
(     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.

Medications must come clearly labeled. Your instructions must also mirror those instructions on the prescription label. Please feel free to meter out the amount of doses to your stay. 

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

	
	
	
	( Breakfast

( Lunch

( Dinner

( Bedtime

(Other Time: ​​​​​___________
	
	

	
	
	
	( Breakfast

( Lunch

( Dinner

( Bedtime

(Other Time: ​​​​​___________
	
	

	
	
	
	( Breakfast

( Lunch

( Dinner

( Bedtime

(Other Time: ​​​​​___________
	
	


Special notes on medications: _____________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional Background Info: 
Has the camper had a significant life event that continues to affect the camper’s life?    (  ) Yes   (  ) No


(History of abuse, death of a loved one, new sibling, survived a disaster, difficult separations.)

Please explain “Yes” answers in the space below.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Health-Care Providers:

Name of camper’s primary doctor(s):​​​​​​​​​​​​​​__________________________________________Phone: (____) __________________

Name of dentist(s):________________________________________________________ Phone: (____) __________________

Name of orthodontist(s): ___________________________________________________ Phone: (____) __________________

What have we forgotten to ask? Please provide in the space below any additional information about the camper’s health that you think important or that may affect the camper’s ability to fully participate in the camp program. Attach additional information if needed.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Permission for Medical Treatment


In the event that parents/guardians named on this form cannot be contacted, I authorize officials of the Sheridan School Mountain Campus to consent on my behalf, to emergency treatment for my child (print name) ____________________. I agree to assume financial responsibility for all expenses associated with the emergency care and /or transportation for my child.  Additionally, I agree not to hold the Sheridan School, its officers or employees, liable for any injury or loss related to the medical treatment my child receives.  


Parent/Guardian Signature:______________________________ Date:_____/_____/_________








Permission for Over-the Counter Medications


I authorize the Sheridan School Mountain Campus to administer the following medications at their discretion (please mark “NO” for any that should be avoided or require phone consent and “Yes” for any medication that may be administered without phone consent).


____ Tylenol ____Advil/Motrin ____Tylenol Allergy/Cold ____Cough Medicine Drops ____Tums/Mylanta/Maalox ____Sudafed ____Lubricating Eye Drops ____Benadryl cream/tablet ____Antibiotic Cream ____Calamine/Caladryl Lotion ____Anti-Itch Skin Cream (Hydrocortisone) ____Burn/Cool Gel


I understand there are risks associated with taking any medication and I agree not tot hold the Sheridan School, or its employees, liable for any injury to my child resulting from the administration of any of the medications listed and checked above.


Parent/Guardian Signature:______________________________ Date:_____/_____/_________
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