
 

 

New York Grange Camp 

Health Form 
NEW YORK STATE requires camps to have a completed Health form on each child. This form 
MUST be submitted with the registration form prior to the start of camp. This MUST BE 
signed by a Physician. 
 

Name:______________________________________ Sex: M  F    Age:___ DOB:________  

Parent or Guardian:___________________________________________  

Address Street: _____________________________________________ 

Town/City: ___________________________ State:_____ Zip code:__________ 

Home Phone: (   )_________________ Cell Phone: (   )_______________ 

In the event of Emergency, and Parent or guardian can not be reached,  
                              (must be over 18 years of age) 
Notify:_______________________ Relationship:_______________________  

Emergency Phone: (   )________________ Cell Phone: (   )_______________    

MEDICAL INSURANCE 
Your personal medical policy is you child’s primary coverage. All registered campers are covered by excess 

coverage accident insurance while at camp. 

    
    

Health History 
(If you have had any of these please indicate which ones.) 

 
 

IF YES TO ANY OF THESE PLEASE EXPLAIN: ________________________________________________________ 

_________________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

Is there any other Conserns: __________________________________________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________ 

Date of last TB Mantoux test:________ Result: Positive   Negative 

Immunization History 
Please record the date (MM/YY) of the basic immunization and recent boosters. 

_____DTP         ____Tetanus     ____MR or MMR         ____TD 

____Polio        ___Hemophillius Influenza B    ____Hepatitis B 

____Chicken Pox     ____BCG   ____Hepatitis A&B 
For Female: Has this person menstruated? Y  N  If yes, is her menstrual history 
normal? Y  N    If not has she been told about it? Y  N 

 
This health form is correct so far as I know, and the person herein describes has permission to engage in 
all prescribed camp activities, except as noted. I hereby give permission to the medical personal selected 
by the Grange Camp to order x-rays, routine tests, treatment & necessary transportation for my child. In the 
event I cannot be reached in an emergency, I hereby give permission t o the medical personnel selected by 
the Grange Camp t o secure & administer Treatment, including hospitalization, for my child, as named above. 

Further, we agree to abide by the restrictions noted on this form by our Physician. 
 

 
______________________________            _____________________________ 

Parent/Guardian’s Signature                                                              Camper Signature 

(Turn over) 

 

Policy Holder’s Name & Number: Name & Address of the Insurance Carrier 

Measles No / Yes Diabetes No / Yes Allergies No / Yes 

Chicken Pox No / Yes Urinary/Kidney problems No / Yes Hospitalizations No / Yes 

German Measles No / Yes Glasses/contacts No / Yes Surgeries No / Yes 

Mumps No / Yes Neurological No / Yes Food Allergies No / Yes 

Hepatitis No / Yes Psychological No / Yes Breathing problems No / Yes 

Heart problems No / Yes Seizures/Epilepsy No / Yes Allergic Reactions No / Yes 



 

 

Camper Name: ______________________________________________ 
 

MEDICATION: Note that ALL medication must be given to the Camp Health Supervisor in the 
original container upon arrival at camp, with directions from the licensed physician to 

dispense. 

Medication              Instructions for use                Reason 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 

Camp medical Staff will have a supply of OTC/PRN medications available for your camper. 

To have the OTC/PRN medicines available, you physician MUST review this form and indicate 

agreement/disagreement with each list OTC/PRN medication and sign the form at the bottom(*by 

default, camp staff WILL NOT administer any medication that is left blank on this form). Our 
Medical staff cannot administer any medication without the appropriate signature.   

 
 

DATE OF LAST PHYSICAL EXAM(MM/DD/YY):__________ (this MUST be with in the last 2 years) 

 

**I believe this child is able to attend camp and participate in all 

Camp activities with the following restrictions and /or Recommendations: 

_______________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

 

_______________________________           ________________________________ 

Physician’s Name (print)                          Licensed Physician’s      

                                        Signature 

 

Phone #:___________________             Address:_______________________ 

Date: ______________                           _____________________________ 
 

Drug Name Route (Please 

circle 

preferred 

formulation) 

Dosage Schedule & 

Indications 

Health care 

Provider 

Order  

Comments/ 

Purpose of 

Medication  

Tylenol PO (chewable 
tabs, elixir, 

or tabs) 

Per label 
instructions 
by age /weight 

Q 4hr prn for 

pain or fever 

> ____F 

Yes    No 

 

Ibuprofen PO (chewable 
tabs, elixir, 

or tabs) 

Per label 
instructions 
by age /weight 

Q 6hr prn for 

pain or fever 

> ____F 

Yes    No 

 

Robitussin PO (chewable 
tabs, elixir, 

or tabs) 

Per label 
instructions 
by age /weight 

Q 4hr prn for 

cough 

Yes    No 

 

Pepto-Bismol PO (chewable 
tabs, elixir, 

or tabs) 

Per label 
instructions 
by age /weight 

Q 30 min to 1 

hr prn for 

diarrhea 
(no>8dosages / 

24 hr) 

Yes    No 

 

Children’s 

Mylanta  

PO (chewable 
tabs, elixir, 

or tabs) 

Per label 
instructions 
by age /weight 

BIN-TID prn 

for stomach 

upset 

Yes    No 

 

Dramamine PO (chewable 
tabs, elixir, 

or tabs) 

Per label 
instructions 
by age /weight 

Q 6-8 hrs prn 

for motion 

sickness 

Yes    No 

 

Dimetapp PO (chewable 
tabs, elixir, 

or tabs) 

Per label 
instructions 
by age /weight 

Q 6-8 hrs prn 
for nasal 
congestion / 
Drainage  

Yes    No 

 

Benadryl  PO (chewable 
tabs, elixir, 

or tabs) 

Per label 
instructions 
by age /weight 

Q 6 hr prn 

for allergic 

reaction 

Yes    No 

 


