Federation of Serbian Sisters Circle

The Most Holy Mother of God
Camp Gracanica

Camper Health Form
Camper’s Name         
  Age       Gender  FORMDROPDOWN 

Emergency Contacts

Mother, Guardian

Mother’s Name         

  Home Phone  (   )    -    
Business Phone  (   )    -        Cell Phone  (   )    -    

Father, Guardian

Father’s Name         

  Home Phone  (   )    -    
Business Phone  (   )    -        Cell Phone  (   )    -    
Other Contact

Name         

  Home Phone  (   )    -    
Relation to camper         


Business Phone  (   )    -        Cell Phone  (   )    -    
Physician

Physician’s Name          

  Business Phone  (   )    -    
Date of last physical exam         


Dentist

Dentist’s Name          

  Business Phone  (   )    -    
Do you carry family medical/hospital insurance?   FORMCHECKBOX 
Yes         FORMCHECKBOX 
No 

If yes, indicate carrier         
  

Permission to dispense medicine

Acetaminophen (non-aspirin compound, i.e., Tylenol) can be given for a temperature above 100 degrees, earache, and headache.                                                                                        FORMCHECKBOX 
Yes         FORMCHECKBOX 
No

Benadryl can be applied for insect bites, rashes, and or itching.                              
  FORMCHECKBOX 
Yes         FORMCHECKBOX 
No

Health History


	 FORMCHECKBOX 
  Measles
	 FORMCHECKBOX 
  Heart disease/defect
	 FORMCHECKBOX 
  Convulsions

	 FORMCHECKBOX 
  Hypertension
	 FORMCHECKBOX 
  Diabetes
	 FORMCHECKBOX 
  Chicken Pox

	 FORMCHECKBOX 
  Bleeding/clotting
	 FORMCHECKBOX 
  Asthma
	 FORMCHECKBOX 
  Frequent ear infections

	Comments:       


       


       


       


	 FORMCHECKBOX 
  Penicillin
	 FORMCHECKBOX 
  Insect stings
	 FORMCHECKBOX 
  Poison Ivy

	 FORMCHECKBOX 
  Hay Fever
	 FORMCHECKBOX 
  Other (describe)        


	 FORMCHECKBOX 
  Food allergies (describe)        



Recent operations or serious injuries        


       


       


Chronic/Recurring illness or medical condition        


       


       


Dietary restrictions        


       


       


Current medications        


       


       

Medical Release
This statement must be signed for attendance.
This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed activities as noted.

AUTHORIZATION FOR TREATMENT: I hereby give my permission to the medical personnel selected by the camp director to order X-rays, treatments, and release of any records necessary for insurance purposes, and to provide or arrange any transportation for treatment including hospitalization for the above named person.

_____________________________________________________________________                             


Parent/Guardian Signature
Date

 

Physician Statement


Camp Gracanica requires that all participating in its summer program, which involves physical activity, have a completed statement of health from a physician or physician representative.  This statement must be submitted with the application form.

One form per camper, please.

 

This is to certify that I have examined the camp applicant named below and have found him/her physically fit to attend camp at Camp Gracanica and to participate in all activities, except as noted below:

Physician Comments 


_________________________________________________________________________________________________                             


Print name of Physician

Phone Number
_____________________________________________________________________                             


Physician Signature
Date

_____________________________________________________________________                             


Camper Signature
Date

_____________________________________________________________________                             


Parent/Guardian Signature
Date


