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Known Allergies:
Special diet:
Operations or serious injuries (Dates)
Chronic or recurring illness:
Other diseases or details of above

Any specific activities to be encouraged? Restricted

Suggestions from parents:
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MONADNOCK BIBLE CONFERENCE
257 Dublin Rd, PO Box 70, Jafffrey, NH 03452-0070
603-532-8321 Fax 603-532-4277
Camp Dates # TEENS/OVERNIGHT/STAFF

According to New Hampshire State Re%ulations, each Camper _and Staff Person must have a physical examination
within the last twenty-four (24) months before camp.

Everyone, please fill out and sign the front and back side of this form, get examined (if you have not had a physical
examination within the last twenty-four {24} months), and have the doctor complete #5 and everyone must have the
doctor sign #6 & #7 of this form.

Name Birth Date Sex Age
Last First Initial
Parent or Guardian (or spouse) Phone ( )
Cell Phone: ( )

Address City State Zip
If not available in an emergency, notify:

Name Phone ( )

Address City State Zip

HEALTH HISTORY:: (Check - Giving Approximate Dates)

Ear Infections Hay Fever Chicken Pox Asthma
Rheumatic Fever Ivy Poisoning Measles HIV Positive
Diabetes Insect Stings German Measles Hepatitis
Behavior Mumps Seizures/convultions

Important: Please notify the camp if this camper is exposed to any communicable disease during the three weeks prior to camp
attendance.

RECOMMENDATIONS AND RESTRICTIONS WHILE IN CAMP

In compliance with our camp physicians standing orders, we require a parents directive for medications. The following
is a list of medications suggested by our physicians which we stock in our infirmary. Please cross off any medications
you do not want to be given to your child and then sign the statement at the bottom. You may substitute a medication if
you send it with your child and write the medication in the space below.

Pain Relief: Tylenol, Ibuprofen, Cold Symptoms: Dimetapp, Sudafed, Robitussin, Robitussin DM, Head Lice: Nix Shampoo

Congunctivitis: Polytrim or Sodium Sulamyd 10% Upset Stomach: Antacids Fungal Infections: Tinactin

Contact Dermatitis (ex. Poison lvy): Calamine lotion, Cortaid, Rhuli spray Allergic Reaction: Benadryl elixir or capsules

Over the counter medications | will be sending with my child:

AUTHORIZATION: This health history is correct so far as | know, and the person herein described has permission to engage in all prescribed

camp activities, except as noted by me and the examining physician. In the event | cannot be reached in an emergency, | hereby give

permission to the physician selected by the camp director to hospitalize, secure proper treatment for, to order injection, anesthesia or surgery for

the person named above.

INSURANCE INFORMATION:

Ins. Subscriber’s Name: Date of Birth: / /

Name of Ins. Co.: ID#:

Ins. Phone number: Attach a Copy of Ins. Card if possible
Signature Date

(Parents/Guardians must sign if camper is under 18 yrs of age). Updated 8/23/08



(5) Name Date of Birth Camp Dates

Required immunizations must be determined locally. This is a record of dates of basic immunizations and most recent
boosters.

IMMUNIZATION HISTORY:

Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 Dose 1 Dose 2
DPT/DTaP Td/DT
OPV/IPV MMR
HIB TB/PPD
Hep B

Other state or municipal examinations required for staff, if any

MEDICAL EXAMINATION: To be filled out by licensed physician, advanced registered nurse practitioner,
or a physician’s assistant. This examination should be performed within 24 months of arrival at camp.

CODE: S Satisfactory N Not Satisfactory O Not Examined

Height Weight B.P. Hgb. Test Urinalysis
Eyes Glasses Extremities Posture (Spine)

Ears Nose Throat Heart

Lungs Abdomen Hernia

Allergy: Please specify General Appraisal:

FOR GIRLS/WOMEN: Has this person menstruated? Is her menstrual history normal?

(6) Special considerations:

Campers who come to camp with prescription medications must have a written order from their family physician

before the camp nurse may dispense. The label on a prescription bottle can not be used in lieu of a doctor’s note.
Prescription medications my child will need to take (all medications must be sent in original prescription bottles) are:

Name of Medication Dosage Condition medication is to be Times normally
taken for taken

Child’s Physician Signature (required for prescription medications, if under 18 yrs. of age)

Swimming, diving Strenuous activity
Other
(7 I have examined the person herein described, and have reviewed his health history. It is my opinion that he is
physically able to engage in camp activities, except as noted above.  Date of Physical
Physician Signature MD Date
Address City State Zip

Telephone ( )

MONADNOCK BIBLE CONFERENCE
257 Dublin Rd, PO Box 70, Jaffrey, NH 03452 Updated 8/23/08

Phone 603-532-8321 Fax 603-532-4277



