
HEALTH HISTORY

MEDICAL INSURANCE INFO

BEHAVIORAL INFORMATION

PHYSICAL EXAM DATE         /          /

AUTHORIZATION FOR TREATMENT OF
PARTICIPANT CONSENT, RELEASE &
COVENANT

PUBLICITY RELEASE & COVENANT

TRANSPORTATION

COPY OF MEDICAL INSURANCE CARD

CONFIRMATION PACKAGE         /         /

COUNSELOR ASSIGNED               CIT

DATE

FOR OFFICE USE ONLY

Cell Phone Number:(        )__________________
Relationship to Participant:___________________

Cell Phone Number:(       )__________________
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Will camper require a one-on-one aide? If so name of aide-address-phone.
(Please make a copy of insurance card)
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Does the participant have any unusual or inappropriate habits or behaviors?

What methods are successful in preventing or dealing with said habits and behaviors?

Describe the participant's mobility limitations (Cane, Nighttime Assistance, etc...)?

What are the participant's favorite activities?

What are the participant's least favorite activities?

What will make the participant's trip more enjoyable?

Other comments or concerns?

Behavioral Information
The following questions are extremely important! Please be direct and honest, 

as it will add to the participants well being and enjoyment of the Program.

To be completed by ALL participants attending
the Foundation's Recreation Programs
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Physical Examination
Medical examination MUST be filled

out and signed by a Licensed Physician
(Front and Back)

Name Birth Date Age 

Home Address

Date of Exam

City State Zip

Date of Last Tetanus

Allergies (food, drugs, plants, insect &, etc.)

Height Weight Blood pressure

Please indicate any abnormalities and explain, or indicate if WNL

Eyes Heart Rashes (please specify)

Glasses Lungs 

Ears Abdomen Extremities

Nose Hernia Posture (spine)

Throat Skin

General

Appraisal

Explanation of any reported loss of consciousness, convulsion or concussion

Does applicant have a history of seizures?    Yes No

If yes, grand mal petite mal

Does applicant have diabetes?
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Dietary modifications or restrictions

MEDICATIONS BEING TAKEN
Please list ALL medications taken routinely including over-the-counter or non-prescription drugs.

This person takes NO medications on a routine basis.

This person takes medication as follows:

Med. #1 Dosage Times Taken

Reason for taking 

Med. #2 Dosage Times Taken

Reason for taking 

Med. #3 Dosage Times Taken

Reason for taking 

Attach additional pages for more medications.

Camp Little Rock offers a variety of activities. Since the Foundation's Recreation Programs are designed and
staffed to allow a maximum of experiences, we offer numerous physical activities. Explain any restrictions
to activity. (E.g. what cannot be done, what adaptations or limitations are necessary)

NO LIMITATIONS

Physician's Signature Date

Initial if completed by Nurse or Physician Assist.

Please type or print the following information. (Mandatory)

Physician's Name

Address

City State

Zip Phone (       )
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