BLUE RILL DAY CAMP

444 SADDLE RIVER ROAD
       
     

          

   
          phone  
(845) 352-3521

MONSEY, NY 10952 






    
          fax
(845) 352-0168

STAFF MEDICAL FORM

THIS STAFF MEDICAL FORM NEEDS TO BE COMPLETED AND SIGNED BY ALL STAFF MEMBERS.  IF STAFF MEMBER IS UNDER AGE 18 AS OF THE FIRST DAY OF CAMP, BOTH PARENT AND PHYSICIAN MUST ALSO SIGN THIS MEDICAL FORM.  IF STAFF MEMBER IS OVER 18, YOU MAY COMPLETE BOTH SIDES OF THE FORM YOURSELF.  The information on this form is not part of the staff 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 the staff member’s arrival in camp.  Provide complete information so that the camp can be aware of your needs.
 Last name_____________________________  First name_________________________ Middle ______________

Home street address ______________________________________________________________________

City __________________________         State _____________________         Zip ___________________

Home Phone __________________________          Cell phone ____________________________________

Birth date____________________________            Age ______________   
Parent/Guardian/Spouse: _________________________________________________________________________

Home street address (if different from above) ___________________________________________________

City ___________________________        State _____________________        Zip ____________________

Home Phone __________________________           Cell phone ____________________________________

Business Name and Address ________________________________________________________________

Business Phone _________________________________
Physician Name __________________________ City/State _______________________ Phone ______________________

PERSONS TO BE CONTACTED IN AN EMERGENCY (three contacts are required)

	
	Name
	Address
	Phone #
	Relationship

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	


Permission to Provide Necessary Treatment or Emergency Care:

I hereby give permission to the medical personnel selected by Blue Rill Day Camp to provide routine health care; to administer medications; to order x-rays, routine tests, treatment; to release any records necessary for insurance purposes; and to provide or arrange necessary transportation.  In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by Blue Rill Day Camp to render whatever treatment he/she deems necessary, secure and administer treatment, including hospitalization, for the person named above.  This completed form may be photocopied for out of camp trips.
STAFF MEMBER’S SIGNATURE _____________________________________________

PARENT’S SIGNATURE ________________________________________________________________   
 


(MUST BE SIGNED IF STAFF MEMBER IS UNDER 18 YEARS OF AGE)        

(Please complete reverse side)                             

    







Staff Member Name________________________

*MAY BE COMPLETED AND SIGNED BY STAFF MEMBER IF STAFF MEMBER IS OVER 18 YEARS OLD.     *MUST BE COMPLETED AND SIGNED BY PHYSICIAN IF STAFF MEMBER IS UNDER 18 YEARS OLD.
	                               HEIGHT  _________ WEIGHT________ VISION ______________ HEARING___________ BLOOD PRESSURE________ URINALYSIS ________

ANY DEFECT IN:   HEART_________ LUNGS___________ TEETH_______________ABDOMEN__________ SPINE___________    NOSE & THROAT___________ 

                                EXTREMITIES​​_________ NERVOUS SYSTEM __________

ANY RECENT INJURY, ILLNESS OR INFECTIOUS DISEASE? ___________________________________________________________________________________________

ANY HISTORY OF A CHRONIC OR RECURRING ILLNESS/CONDITION? __________________________________________________________________________________

ANY HISTORY OF DIABETES? ____________ANY HISTORY OF CHICKEN POX? _____________ANY HISTORY OF EPILEPSY, CONVULSIONS, FAINTING? ___________

ANY HISTORY OF SERIOUS INJURIES? ____________________________________________________________________________________________________________

ANY HISTORY OF ASTHMA? _____________________________________________________________________________________________________________________

ANY MEDICALLY PRESCRIBED MEAL PLAN OR DIETARY RESTRICTIONS? ________________________________________________​_____________________________

THE APPLICANT IS UNDER THE CARE OF A PHYSICIAN FOR THE FOLLOWING CONDITIONS:
__________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________
ANY ALLERGIES?  (Food, drugs, insects, hay fever, asthma, animal dander, etc.)

List all known.                                                                           Describe reaction and management of reaction.
________________________________________                    _______________________________________________________________________
________________________________________                    _______________________________________________________________________
________________________________________                   ________________________________________________________________________
HAS THIS STAFF MEMBER EVER BEEN STUNG BY A BEE OR WASP BEFORE? ___________ If so, please indicate the degree of reaction and special orders for immediate treatment.   Common antihistamines are kept at camp and given by our RN only with a doctor's order.  Please include written doctor’s order below.
__________________________________________________________________________________________________________________________

ANY MEDICATION TO BE GIVEN AT CAMP?  Please specify by a written doctor's order with name of drug, dosage, method and frequency:

Name of drug                                             Dosage                                      Method Administered                                      Frequency

__________________________________________________________________________________________________________________________
                   __________________________________________________________________________________________________________________________
IS THIS STAFF MEMBER PERMITTED TO PARTICIPATE IN ALL FORMS OF PHYSICAL COMPETITION? ____________________________________________
                   If not why? _________________________________________________ Description of limitations____________________________________________
ADDITIONAL INFORMATION FOR HEALTH CARE STAFF AT CAMP INCLUDING ANY INFORMATION ABOUT THE PARTICIPANT’S BEHAVIOR AND PHYSICAL, EMOTIONAL, OR MENTAL HEALTH ABOUT WHICH THE CAMP SHOULD BE AWARE::

                   __________________________________________________________________________________________________________________________
                   __________________________________________________________________________________________________________________________
IMMUNIZATIONS: (PLEASE LIST ALL DATES)

DPT _________  _________  __________  __________  __________  __________TD (tetanus/diphtheria)  _________  ________  _________  _________  ________  _______ 

TETANUS _________  ___________  ____________  ___________  ___________ POLIO ___________  ___________  ___________  ___________  _________  __________   

MMR ___________  _________ MEASLES  __________  ___________ MUMPS  ___________  ___________ RUBELLA  ___________  _________ VARICELLA  __________

HEMOPHILUS INFLUENZA B ___________  ___________  ___________  ____________ HEPATITIS B _____________  _____________  _____________ BCG ___________

TB MANTOUX TEST, DATE OF LAST TEST ________________ RESULT    [  ] POSITIVE    [  ] NEGATIVE      OTHER_____________ OTHER___________OTHER_________

                   STAFF MEMBER’S SIGNATURE  _____________________________________________________________________________
                   PHYSICIAN'S SIGNATURE (MUST BE SIGNED IF STAFF MEMBER IS UNDER 18) _________________________________M.D. 
                    PHYSICIAN'S   ADDRESS    _________________________________________________________________________________   

                   PHYSICIAN’S   TELEPHONE ________________________________________________________   DATE: _________________                                                                                             

	


