SEJONG CULTURAL EDUCATION, INC.

CAMP HEALTH HISTORY AND EXAMINATION FORM 

FOR CAMPER/ROOKIE/PA’s
Name ___________________________________________________Sex _______ Birthdate _______________________

Parent(s) or Guardian(s) Name_____________________________________________________________________________________________

Address______________________________________________Phone___________________Cell__________________

If not available in an emergency notify________________________________Relationship____________________Phone__________________________

The registrant is under the care of a physician/therapist for the following condition(s):

__________________________________________________________________________________________________

Current Medication (if applicable):

____________________________Dosage______________________________ Frequency_________________________
____________________________Dosage______________________________ Frequency_________________________
Any allergies (food, drugs, plants, insects, etc.)

__________________________________________________________________________________________________

Any Diabetes?_____     Any Asthma?______     Bed Wetting?______   Sleep Problems?______
Glasses or Contacts  YES   NO       Hearing Aid   YES   NO

FOR FEMALE  -  Has this person menstruated?   YES   NO   If not, has she been told about it? _______

Medical/Hospital insurance   ________________________________    ___________________

                                                                            Carrier                           Policy or Group #

I, the parent or guardian of the registrant listed, do hereby give my child permission to participate in any camp related activities. Both registrant and I agree to abide by the rules of the camp. I recognize that camp includes physically demanding sports and I certify that the registrant is in sound physical and emotional condition, free from illness, injury or disability that would endanger his/her physical or emotional health. I recognize that there is the possibility of physical injury and in consideration for the camp accepting the registrant into the program, I do hereby release, discharge, absolve, indemnify and agree to hold harmless Sejong Cultural Education, Inc., its trustees, officers, organizers, sponsors, volunteers, employees and associated personnel including without limitations the owners of fields or facilities utilized for the program, participants and persons transporting such registrant to, from or during such activities and any and all manner of claims arising out of injuries or otherwise to the registrant for any case. Further, the undersigned does hereby give his/her consent for emergency medical care in the event such care is required for the health, safety or welfare of the registrant due to illness or injury at a time when the parents or legal guardian is not available. This could include any X-ray examination, anesthetic, medical or surgical diagnosis or treatment, and hospital care to be rendered to the minor, at a recognized medical facility, under the general or special supervision of a licensed physician or surgeon. I give Camp Sejong personnel authorization to administer as needed:  
___Ibuprofen (Advil)    ___Tylenol    ___Sudafed    ___Robitussin    ___Anti-diarrhea    ___Benadryl                                         ___Antacid             ___Mild Laxative           ___Claritin (allergies)             or:   ___I prefer to be called 

I also give permission to use topical bactericidal agents to cleanse superficial abrasions whenever medically necessary and to administer any camper’s prescribed medication.

Signature _________________________________________Relationship __________________Date________________

INFORMATION ON REVERSE TO BE FILLED OUT BY THE EXAMINING PHYSICIAN or attach the registrant’s medical history.

TO BE FILLED OUT BY THE EXAMINING PHYSICIAN

Height________________ Weight______________ Blood Pressure______________

Any Problems with:  ___Ears   ___Eyes   ___Lymph Glands   ___Thyroid   ___Nose   ___Throat   

___Teeth-Mouth   ___Heart   ___Lungs   ___Abdomen   ___Hernia   ___Genito-Urinary   ___Ortho   

___Skin (non comm)   ___Nervous System   ___Speech   ___Scoliosis   ___Other

Explain___________________________________________________________________________
IMMUNIZATION DATA





Yes
     No

D.P.T. Series


_____     _____    

D.P.T. Booster

_____     _____    

Polio


           _____     _____    

Polio Booster


_____     _____    

TB vaccination

_____     _____    

Measles Vac.

_____     _____    

Mumps Vac.

           _____     _____    

Rubella Vac.

           _____     _____    

Hib
                                _____     _____                             

HepB (HBV)

           _____     _____    

Contagious Diseases, Operations or Injuries:  ___________________________________ Age:_____

                                                                         ___________________________________ Age:_____

Licensed Physician’s Signature___________________________________________Date_______________
