
                            
      Name of Medication                                          Dosage                            Times/Meals 
 
1._____________________________________________________________________________________ 
 
2._____________________________________________________________________________________ 
 
3._____________________________________________________________________________________ 
 

Triangle Y Ranch: Camper Health Form  Dates of Camp Attendance:_____________ 
  

**Please mail to camp prior to arrival** 
     
CAMPER INFORMATION 
 
  
Name (Last, First, Middle)    Gender   Birth Date Age at Camp 

 
  

Street address        City  State Zip 
 
  

Custodial parent/guardian       Phone 
       

Street address (if different from above)     City  State Zip 
 
  

Second parent/guardian or emergency contact      Phone 
 
  

Street address        City  State Zip 
 

INSURANCE INFORMATION 
Is the participant covered by family medical/hospital insurance?  Yes No 
Is so, indicate carrier or plan name __________________________________________________Group#________ 
Name of insured __________________________________Relationship to participant_______________________ 
Social security number or policy holder or insurance ID number_________________________________________ 
Name of family physician ________________________________________________ Phone__________________ 
Address______________________________________________________________________________________ 

 
 
 

 
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.  Keep it in the original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of 
the medication, the dosage and the frequency of administration. 

 
______This person takes NO medications.       ______This person takes medications as follows: 

 
 
    
 
 
 
 
 
 
 
 

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

Allergies 
List all known and please describe reaction and management of the reaction. 

 
Medication Allergies 

   
   
 



Food Allergies 
  
   
 

Other Allergies- include insect stings, hay fever, asthma, animal dander, etc. 
  
   

 
RESTRICTIONS/HISTORY 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 Date of Last Tetanus Immunization:    All immunizations up to date per school requirements (circle) Yes No 
 
       I have reviewed the program and activities of the camp and feel the camper can participate without restrictions 
         

  I have reviewed the program and activities of the camp and feel the camper can participate with the following restrictions ( Please describe)  
  

_____________________________________________________________________________________________________   
 
              

 
 
GENERAL QUESTIONS (explain "Yes" answers below.) 

 
Has/does the participant:   YES NO             YES         NO 
1.  Had any recent injury, illness/infectious disease?   10. Have any skin problems?                                             
2.  Have a chronic or recurring illness/condition?   11. Have diabetes?                                                                                        
3.  Ever been hospitalized?     12. Have asthma?                                                                
4.  Ever had surgery?      13. Had mononucleosis in the past 12 months?                 
5.  Have frequent headaches?     14. Had problems with diarrhea or constipation?              
6.  Wear glasses, contacts or protective eyewear?   15. Have problems sleepwalking?                                      
7.  Ever had back/joint problems?    16. If female, have an abnormal menstruation                                                              
8.  Passed out/had chest pain during or after exercise?   17. Have a history of bed wetting?                      
9.  Ever had fainting or dizziness?    18. Ever have seizures                                                         

              
**Please explain any "yes" answers, noting the number of the question on a separate sheet of paper** 

 

Immunization 
Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 

Most 
Recent 
Dose 

Diptheria, tetanus, 
pertussis (DTaP) or 
(TdaP)             
Tetanus booster (dt) or 
(TdaP)             
Mumps, measles, 
rubella (MMR)             
Polio (IPV)             
Haemophilus 
influenzae type B (HIB)             
Pneumococcal (PCV)             
Hepatitis B             
Hepatitis A             
Varicella (chicken pox)         Date had chicken pox 
Meningococcal 
meningitis (MCV4)             

Tuberculosis (TB) test Date: Neg Pos 

Parent/Guardian Authorizations:  This health history is correct and complete as far as I know, and the person  herein described  
has permission to engage in all camp activities except as noted. I hereby give permission to the medical personnel selected by the 
camp director 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 related transportation for my child. In the event I 
cannot be reached in an emergency, I hereby give permission to the physician selected by the camp director to secure and 
administer treatment, including hospitalization, for the person named on this form. This completed form may be photocopied for 
trips out of camp. 
 
Signed       Printed    Date 
 


