NERUSY ENCAMPMENT 2012 - HEALTH MEDICAL RECORD

To be returned to NERUSY - 1320 Centre St. Newton MA 02459 by August 13, 2012
No USYer will be permitted to attend without a completed application.

YOU MAY USE AN EXISTING DOCTOR’S FORM BY ATTACHING IT TO THIS FORM.

HOWEVER, A PARENT MUST COMPLETE & SIGN SECTIONS 1 & 2 OF THIS FORM AS WELL.


SECTION 1 - PLEASE PRINT
Name: ________________________________________ Birth date_____/_____/_____ Grade_____ Sex:   M     F

Street: ________________________________________________ City/State/Zip: ___________________________​_____________
Phone (       )____________________ Synagogue/Chapter: __________________________​​​​________________________

Dietary Restrictions: ___________________________________________________________________________________________
Vegetarian:    Y      N                     Allergies (food or otherwise):______________________________________________

In Case of Emergency Notify:

Mother:  ________________________________
Home: (         )__________________Cell: (        )_________________

Father: _________________________________
Home: (         )__________________ Cell: (       )_________________

Other: __________________________________
Relation: ________________________________________________________
Home: (          )____________________________
Work: (          )______________________________________________

Other: _________________________________
Relation: ________________________________________________________
Home: (          )____________________________
Work: (          )______________________________________________

Health Insurance #_______________________       Company________________ Phone (            )____________________

SECTION 2 - PARENT/ GUARDIAN - IMPORTANT!

**THIS SECTION MUST BE COMPLETED FOR ATTENDANCE**

The information and health history is correct


                    AUTHORIZATION
and complete to the best of my knowledge.



In case of a medical emergency, accident, 

 I (the parent/legal guardian) of the applicant state



or a serious health problem where 

that he/she is in good normal health, has no abnormal


immediate treatment is deemed necessary,

physical or mental handicaps and has my permission to


every effort will be made to expeditiously 

engage in all prescribed camp activities except as noted


contact the parent(s) or guardian(s) of the

under restrictions or modifications above or on reverse side.


camper.  In the event that I cannot be reached,

 I further state that my child has no behavioral or emotional


I hereby give permission to the

problems that would be detrimental or disruptive to others


physician selected by the Regional Youth

in attendance at camp.  I hereby give permission to the camp:


Director or his/her designee to hospitalize,

            1. To provide ongoing health care.



secure proper treatment for, and to order

            2. To select medical personnel and to order X-rays,


injection, anesthesia, or surgery for my child,

                 routine tests, or treatment for the person listed.


as named above.  This form may be photocopied

 



for emergency use out of camp.

Please check if your child is taking any medication:

Indicated medication that my child is taking   A.  ________ must be administered by the camp nurse      B.  ____________ can be taken on his/her own

Signature of parent or legal guardian________________________________________________ Date _______/______/______

SECTION 3 - HEALTH HISTORY 
Check all that applies and give specifics under comments.
___Asthma



___Heart Disease


___Psychological Treatment

___Convulsions



___Hyperactivity


___Sleep Walking

___Diabetes



___Hypertension


___Tuberculosis

___Fainting



___Kidney Problems


___Drug Allergies

Comments:   _________________________________________________________________________________________________

_______________________________________________________________________________________________________​​​______
Conditions requiring medication to be taken at camp: __________________________________________________

______________________________________________________________________________________________________​​_______
Activity Restrictions: ________________________________________________________________________________________

_____________________________________________________________________________________________________________
SECTION 4 - MEDICAL EVALUATION  -  To be completed by a physician.
A.  History:  Are you aware of any additional health conditions not noted above?  Yes______ No______

Comments: ___________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Are basic immunizations complete?  Yes______  No______                        Date of last Tetanus: _____/_____/_____

B.  Physical exam date used for this form (Must be after 8/15/11):   _______/_______/_______

Entirely Normal_______ Abnormalities noted: __________________________________________________________

_______________________________________________________________________________________________________________

C.  Recommendations and/or restrictions: ______________________________________________________________

_______________________________________________________________________________________________________________

D.  Required daily or PRN medications: ________________________________________________________________

E.  Medication administration (please check):


     _____My child is allowed to take medication on his/her own.

     _____My child must have all medication administered by the camp nurse.

F.  Activity restrictions: ________________________________________________________________________________________
G.  Comments not covered by form: ____________________________________________________________________

_______________________________________________________________________________________________________________

PHYSICIAN’S STATEMENT
I have examined the person herein described and have reviewed his/her health history.  It is my opinion

that he/she is physically, mentally, and emotionally able to engage in camp activities except as noted above.

Physician’s Name: _______________________________ Office phone (         )_______________________________

Street: _______________________________________________ City/State/Zip: ______________________________________
Signature_____________________________________________ Date _____/______/______

