Email address:

YEAR: | Name: Member #
(Child's Last) (Child's First)

Scripps Ranch Swim & Racquet Club
Camper Health History Form

*(One form must be filled out per child)
The information on this form is not part of the camper acceptance process, but is gathered to assist us in identifying appropriate care.
Any changes to this form should be provided to camp health personnel upon participant's arrival in camp. Provide complete
information so that the camp can be aware of your child's needs.

Camper's Name Birth date Age atcamp __ Grade
Last First Middle

Home address

Street address City State Zip
Gender o Male o Female
Parents/Guardians Home Phone

Mother's name Father's Name

Home address
(if different from above) Street address City State Zip
Business address Work Phone
(Mother or Father) Street address City State Zip Cell Phone
Second parent or guardian OR emergency contact Additional #
Home address

Street address City State Zip
Business address Work Phone

Street address City State Zip Cell Phone
If not available in an emergency, notify
Relationship Home or Cell
Address
Street address City State Zip

Other Persons (not listed above) Authorized to take from Facility:
Name Relationship Home/Cell Phone
Name Relationship Home/Cell Phone
Name Relationship Home/Cell Phone

Insurance Information
Is the participant covered by family medical/hospital insurance? o Yes O No
If so, indicate carrier or plan name Group #

Important - These boxes must be complete for attendance

WAIVER OF LIABILITY: This health history is correct and complete as far as I know, and the person herein described has permission to engage in all
SRSRC camp activities except as noted.

In consideration of the minor being permitted to enter SRSRC for observation, use of facilities and/or equipment, or participation of the above or any program, I on
behalf of myself (as parent/guardian) hereby:

1)Acknowledge that I have read this document. I have had the opportunity to inspect the SRSRC facilities and equipment, accept them as being safe and reasonably
suited for the purpose and voluntarily sign this document. 2) Release SRSRC, its directors, employees, and volunteers (collectively “Releasees”) from all liability to me
for any loss or damage to property or injury or death to person, whether caused by Releasees or otherwise and while such minor is in or near SRSRC facilities.

3) I agree not to sue Releasees for any damage, injury or death described above. I will indemnify and hold harmless Releasees and each of them from any loss, liability,
damage or cost they may incur due to said minor’s presence in, or near SRSRC, whether caused by negligence of Releasees. 4)I assume full responsibility for, and risk
of, bodily injury, death, or property damage due to negligence of Releasees or otherwise. 5)I hereby authorize SRSRC to provide routine health care, administer
prescribed medications, and seek emergency treatment including ordering x-rays or routine tests. I agree to the release of any records necessary for treatment, referral,
billing, or insurance purposes. I give permission to SRSRC to arrange necessary related transportation for me/my child. In the event I cannot be reached in an
emergency, I hereby give permission to physician selected by SRSRC to secure and administer treatment, including hospitalization, for the person named above. 1
understand that SRSRC is not responsible for costs incurred for medical treatment.

This completed form may be photocopied for trips outside the SRSRC camp facility.

I acknowledge receipt of the SRSRC Parent Summer Handbook and agree to abide by all the

policies and procedures contained within. I authorize the use of my child’s pictures to be used for
camp literature. 0 YES 0 NO

Signature of parent/guardian
Printed Name Date




Medication allergies (list)

Food allergies (list)

Other allergies (list) - include insect stings, hay fever, asthma, animal dander, poison oak/ivy,etc.

MEDICATIONS BEING TAKEN

Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely. Bring enough medication to last

the entire time at camp. The original packaging/bottle or a prescription is required which identifies the prescribing physician (if a

prescription drug), the name of the medication, the dosage, and the frequency of administration. Prescription/medication must be
iven to the Camp Director prior to the start of the camp week.

o This person takes NO medications on a routine basis. OR 0o This person takes medications as follows:
Med #1 Dosage Specific times taken each day
Reason for taking
Med #1 Dosage Specific times taken each day

Reason for taking

Attach additional pages for more medications.
Identify any medications taken during the school year that participant does/may not take during the summer:

NON-PRESCRIPTION MEDICATIONS: I authorize the following medications to be administered:
Tylenol o Yes o No Cough Syrup o YesoNo | Pepto Bismol o Yeso No | Benadryl o YesoNo
Chloraseptic 0 Yes o No Cough Drops o Yes 0 No | Ibuprofen g Yes o0 No | Other

RESTRICTIONS (The following restrictions apply to the individual.)
Dietary Restrictions: o Yes 0O No o lIfyes, explain:

Explain any restrictions to activity (e.g. what cannot be done, what adaptations or limitations are necessary)

GENERAL QUESTIONS (Explain "yes" answers below.)

Has/does the participant: Yes No Yes No
1. Had any recent injury, illness or infectious disease?... o o 11. Ever been dizzy during or after exercise? ...... o o
2. Have a chronic or recurring illness/condition?............ o o 12. Ever had a s€izure? .........c.coccevinecccneccccnencnn o o
3. Ever been hospitalized? .......c.cccocveevevevereniennnne .O0 o 13. Have any skin problems (e.g. itching, rash)? . o o
4. Ever had surgery? ............... .0 O 14. Have diabetes? .......ccceevererrieeeneenieiienienie e o o
5. Have frequent headaches? .. .0 O 15. Have asthma? ........cccoceeeevireieeenieneeeeee e o o
6. Ever had a head injury? ................ .o o 16. Had mononucleosis in the past 12 months? ... o o
7. Ever been knocked unconscious? ...........c.cocc... .0 O 17. Had problems with diarrhea/constipation? ..... o o
8. Wear glasses, contacts or protective eye wear? . .o o 18. Have problems with sleepwalking? ................ o o
9. Ever had frequent ear infections? ............... ..0 O 19. Have a history of bedwetting? ..........ccccueuee. o o

10. Ever passed out during or after exercise? ................... o o 20. Ever had emotional difficulties which
Professional help was sought? ..........ccccceeee. o o

Please explain any "yes" answers, noting the number of the question(s).

IMMUNIZATION HISTORY: Which of the following has the participant
. o e had?
Are all immunizations up .to date? O Yes 0O No 0 Measles 5 Hepatitis A
Date of Last Tetanus Shot (if known): o Mumps o Hepatitis B
o Chicken Pox 0 Hepatitis C

List any physical, emotion, or mental health about which the camp should be aware.

Name of family physician Phone

Name of family dentist/orthodontist Phone

Signature of parent/guardian
Printed Name Date




