
2012 H E A L T H C A RD 
Camp Becket & Chimney Corners Camp 

 
Camper:               
   Last   First   Middle 

Date of Birth (month/day/year):     Age while at camp:   

Full Home Address:                  Street or PO Box  City  State  Zip 

 
Please complete thoroughly – This card will help our camp medical professionals in 

 the event of illness or emergency, and it will be taken to the hospital if that is necessary. 
 

 

If parents are separated, who has legal custody?     Physical custody?    

Parent/Guardian 1     Parent/Guardian 2 
Full Name:      Full Name:      

Relationship to camper:     Relationship to camper:     

Cell Phone:       Cell Phone:       

Home Phone:      Home Phone:      

Business Phone:      Business Phone:      

Business Name:      Business Name:      

 

Contact O rder in Case of Emergency ~ Include parent/guardian(s) above and at least 2 others. 
  Name    Relationship  Phone (if not in above information) 

1.               

2.              

3.               

4.              

5.               

 
 
I, the undersigned, on behalf of the camper listed above, do hereby authorize the medical designates of the 
camp to administer any urgent or emergency treatment considered necessary by the camp physician and 
his/her assistants. 
 
Parent/Guardian Signature:        Date: 
 
 

H ealth Insurance Information (Required) ~  Fill in all information available. 

Health Insurance Company           

Policy Number       Group Number      

Company’s Phone Number     Policy is in whose name     

Please attach a copy of the front and back of the insurance card, even if it is a state health program 
such as Mass Health or New York F amily H ealth Plus.  Hospitals will ask for it. 
 



To be completed by the parent/guardian. 
 

Child’s Medical History:   
Please note any chronic illness, mental/emotional health concerns, chicken pox, fractures, menstrual issues, etc. 
              

              

Any serious allergies?            

Any/all medications taken regularly:           

              
We request that you bring extra prescription bottle/container for each medication.  You can request these from your 
pharmacist.  Each bottle must have the prescription and dispensing information affixed.  The additional containers are 
necessary for overnights and off-camp trips.  The state requires that all medications be administered from the original 
package.  Please only send essential medications to camp A ND make sure none of your child’s medications will 
expire prior to the end of your child’s camp session. 
 
Full physical exam must be within one year of ar rival at camp.  I t may be on this form, or a 
physician’s report may be attached.  In accordance with STATE LAW and A.C.A. standards, the 
signature of the physician and the parents, and insurance and medical information (including 
immunizations) must be complete before a camper can be admitted into camp. 
 

PR E-C A MP PH YSI C A L E X A M IN A T I O N B Y PH YSI C I A N 
 
Camper’s Name:            

Pertinent M edical/Psychological H istory:          

              

Allergies:             
 
H eight:     W eight   M enarche (girls):     Yes     No 
 
M edications to be administered at camp (include dose and interval): 

              

              

Immunizations (include date series completed or attach record) 

DTP/DTaP    MMR       Booster    

OPV/IPV    Varicella vaccine or disease      Booster    

TdB/Tdap     

Hepatitis A    Hepatitis B (if born after 1/1/92)     

Meningoccal     TB Risk Assess        

 

Most Recent Physical Exam Date:     
HEENT:   Genitalia:   Abdomen: 

Chest/Heart:   Extremities:   Neuro:   Skin: 

This patient is now fully immunized as dated above (or attached) and may participate in any and all 
physical and athletic activities without restriction. 
 
Signature     MD Date signed:  Phone: ( )   

Address        Email:     


