
 Please Circle Session: 1      2     or    8 
� THIS HEALTH FORM WILL BE RETURNED TO YOU UNLESS FILLED OUT COMPLETELY AND SIGNED BY PARENT. 
 

Name                                                                                                                                        Birth Date _________________  Age________ 
 Last First 
Street________________________________________ Town______________  Zip___________ Telephone(        )___________________ 
 
Father _____________________________________________    Business Telephone (          )___________________________________ 
          
Mother _____________________________________________    Business Telephone (          )___________________________________ 

 
MUST BE COMPLETED. 1.__                                                                       Telephone (          )___________________________________ 
If not available in case of 
illness or emergency notify: 2._____________________________________ Telephone (          )___________________________________ 
 
 Health History:                                  Operations or serious injuries (dates)_____________________________________________________ 
                                                                                                                                                

(Check Give approximate dates Disability or chronic or recurring illness ___________________________________________________ 
   Frequent Ear Infections             

       Heart Defect/Disease Activities encouraged or limited by physician _______________________________________________  
       Convulsions                                                   

       Diabetes   Current medications (send with instructions)________________________________________________ 
       Bleeding/Clotting 
   Disorders   Other diseases or details of above _______________________________________________________ 
       Hypertension 
   Mononucleosis Has this camper ever required any psychiatric counseling or hospitalization? ______________________ 
       Psychiatric Treatment 
       Epilepsy Explain _____________________________________________________________________________ 
 
Diseases                                   Name of dentist/orthodontist ___________________________ Phone (          )____________________                
   Chicken Pox  
   Measles                                      Name of family physician _____________________________ Phone (          )_____________________ 
   German Measles                    
       Mumps                                   Do you carry family medical/hospital insurance?  ______ Yes      ______ No 
                                                                           
Allergies (Date not required)                 Name of Insurance Co. ______________________________Policy or Group #______________________ 

                                                                              (This form will be returned if you do not fill In the insurance company and policy or group number.) 
   Hay Fever 

  Poison Ivy  
       Asthma 
       Medications  
       Bee Sting  
      Peanuts  
   Other (Specify.) 
 ____________ _                                             
 ____________ _                     _______________________________________________________________       _________________ 
                                                              Signature of parent or guardian or staff if over 18 yrs.                                              Date 

      
MUST BE RETURNED BY APRIL30 TO: CAMP SEWATARO, ONE LIBERTY LEDGE, SUDBURY, MA 01776                   (over) 

 
 
 

 
 

 
 

 

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. Authorization for Treatment: I hereby give permission to the medical 
personnel selected by the camp director to order X-rays, routine tests, treatment and necessary transportation for 
me/or 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 my child as named above. 



THIS HEALTH FORM WILL BE RETURNED TO YOU UNLESS FILLED OUT COMPLETELY WITH ALL STATE 
IMMUNIZATION REQUIREMENTS INCLUDING MONTH AND YEAR OF BASIC AND ALL BOOSTERS.  

 PHYSICIAN’S SIGNATURE OR STAMP IS REQUIRED. 
 
Vaccines:           Dates:       Mo/Yr            Mo/Yr            Mo/Yr            Mo/Yr            Mo/Yr  
    DTP                                    ________         ________       ________       ________       ________ 
    TD (tetanus/diphtheria)      ________         ________       ________       ________       ________ 
    Tetanus                               ________         ________       ________       ________       ________ 
     Polio                                  ________         ________       ________       ________        
     MMR                                 ________         ________               
        or Measles                      ________         ________      
        or Mumps                       ________         ________ 
        or Rubella                       ________         ________               
     Hepatitis B                        ________         ________       ________        
     Haemophilus influenza B ________         ________       ________ 
     Varicella (chicken pox)    ________         ________ 
     Other                                 ________ 
 
Health Care Recommendations by Licensed Physician 

 
Date most recently examined _______________ 
 
This camper’s condition   ____does     ____does not   preclude his/her participation in an active camp program. 
 
 Height______________  Weight__________  Blood Pressure_______________ 
 
 Explanation of any reported loss of consciousness, convulsions, or concussion______________________________________ 
 
        Does applicant have epilepsy?    ____Yes    ____No                Does applicant have diabetes?    ____Yes    ____No 
 
 Current treatment (include medications) ______________________     Is parent sending medications?    ____Yes    ____No 

 
        Swimming, diving  _______________________________    Strenuous activity  ___________________________________ 
 
        Additional health information  ___________________________________________________________________________ 
 
 
Licensed Physician’s Signature or Stamp  ______________________________________________________  
 
Address  _________________________________________________________    Phone___________________________     
                          Street & Number                                                      City                                        State                      Zip                                                  Area/Number 
Date of Form Completion  ______________________       *By  _______________________________________________ 
                                                                                                                         Initial if completed by nurse or physician’s assistant. 

 

 


