
 

 
____________________________________________________________ 
 

 
2 0 1 0  M E D I C A L  F O R M  

 
 

Along with the parent questionnaire, this form will be kept confidential  
and shared only as necessary to care for the camper. 

 
 
 

Camper’s Name: _____________________________________________________ Birth Date: ___________________ 
                 Last name               First name                  Initial 

 
 
Health Card #: ___________________________________  Age in June: _______ Sex: ________________________ 
 
Parent or Guardian:  __________________________________________________ Phone: ______________________ 
 
Address: ________________________________________________________________________________________ 
     
 
If not available, in an emergency notify: 
 
Name: _______________________________________ __ Relation to Camper:  _______________________________ 
 
Phone: _________________________________________ 
 
Address: ________________________________________________________________________________________ 
 
 
Family Physician: _________________________________  
 
Phone: _________________________________________ 
 
Address: ________________________________________________________________________________________ 
 
 
 
M e d i c a l  H i s t o r y :   ( c h e c k  a l l  t h a t  a p p l y ,  w i t h  d a t e s )  
 

 ADD/ADHD   Headaches migraines 
 Allergies   Heart conditions 
 Asthma   Lice 
 Chronic injuries   Medications 
 Concussion/head injury   Mental illness 
 Convulsions/seizures   Operations or serious injuries 
 Dental work   Respiratory conditions 
 Diabetes   Urinary tract infections 
 Ear infections   Other 

 
 
Please describe any conditions checked above in greater detail: ____________________________________________ 
 
________________________________________________________________________________________________ 

FOR OFFICE USE 
Cabin : 
Session :  
Section Code : 
 



 

 
 
If you checked ‘allergies’ or ‘asthma’, please describe the trigger and the course of a typical episode:  
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
If you checked ‘medications’, please give the name, dose, and purpose of all medications: ________________________ 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
Please describe any other medical condition or consideration not addressed above: ______________________________ 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
F o r  g i r l s  a n d  y o u n g  w o m e n :   
 
Has this person menstruated? ___________________________ If not, has she been told about it? _________________ 
  
If yes, is her menstrual history normal? ___________________Special considerations: ___________________________ 
 
________________________________________________________________________________________________ 
 
 
I n  G e n e r a l :  
 
Any specific recommendations or restrictions during camp? ________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
Any specific diet requirements? _______________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
Can the camper swim? ________________________________ 
 
 
I m m u n i z a t i o n s :  
 
Has the camper received regular vaccinations according to local public health guidelines? ________________________ 
 
 
Please give the date of the camper’s last Tetanus Booster: ________________________________________________ 
 
 
 
P a r e n t  A u t h o r i z a t i o n :   
 
This health history is correct so far as I know and the person herein described has permission to engage in all prescribed 
camp activities, except as noted.  I do hereby authorize Temagami Clearwater Expeditions Limited to consent, on my 
behalf, to the administering of any medical care and treatment which it deems necessary to my child while in its care  
and control.  
 
Signature __________________________________________ Date ______________________________  


