
 

 

To be completed by the parent/guardian or staff member  
 
Participant Name _____________________________________________________  Birth date  ____________ Age at camp ______ 
                            Last                         First                           Middle 
 
Home address _______________________________________________________________________________________________ 
                                      Street address                                        City                                            State                      Zip 
 
Social Security Number of participant ___________________________________________________ Gender:   □ Male      □ Female 
 
Custodial parent/guardian _________________________________________________________________________________  
  
Home Address ______________________________________________________________________________________________  
  (if different from above) Street                                 City                                    State                     Zip 
 
Home Phone __________________________ Cell  ___________________________ Work Phone  ___________________________ 
  
Second parent/guardian ____________________________________________________________________________________ 
 
Home Address ______________________________________________________________________________________________ 
  (if different from above)  Street                               City                                      State                    Zip 
 
Home Phone ___________________________ Cell ___________________________ Work Phone ___________________________ 
 
If not available in an emergency, notify __________________________________________ Relationship__________________  
 
Phone #s home___________________________ cell_____________________________ work ______________________________ 
 
Address ____________________________________________________________________________________________________ 
                    Street address                                                          City                                              State                      Zip 
 
Insurance Information  
 

Is the participant covered by family medical/hospital insurance?   □ Yes        □ No 
 
If so, indicate carrier or plan name _____________________________________________ Group # _________________________ 

 
Please photocopy the front and back of health insurance cards and attach them to this form. 

 

301 Gwynn Valley Trail 
Brevard, NC  28712  

(828)885-2900 phone  
(828)885-2413 fax  

  

www.gwynnvalley.com 

 Session(s) attending camp__________________ 
  The participant is a □ camper   □ staff member         
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Please complete this form as thoroughly and accurately as possible to better help our medical staff care for your child or you as a 
staff member.  (If there is a change to any information before the participant’s arrival at camp, you must provide camp with the new info.) 

Family Physician: 
Name: ________________________________________ 
 
Address:  ______________________________________   
 
Phone:  _______________________________________ 
 
 

Dentist / Orthodontist: 
Name:  _______________________________________ 
 
Address:  ______________________________________ 
 
Phone:  _______________________________________ 

HEALTH HISTORY and  
EXAMINATION FORM  

For overnight Campers and Staff 

This form must be returned by May 1st. 
 

Pages 1-3 must be completed by the Parent/guardian or staff member each year. 
Page 4 (the physical exam) is required within 24 months of camp attendance, and is to 

be completed by Licensed Medical Personnel. 
Please be sure to make a photocopy of the completed form for your records. 



 

 

To be completed by the parent/guardian or staff member 
The camper is receiving treatment for the following conditions: _____________________________________________ 
 
________________________________________________________________________________________ 
 
Please list all Medications (including non-prescription) taken on a regular basis.  Be sure to include all behavioral/emotional 
medications, and be specific about the reason for taking.  In order to not disrupt your child’s camp experience, medications 
are routinely given before breakfast/lunch/dinner.  Exceptions will be made on an as-needed basis.   

□ No medications are taken on a regular basis. 

□ The participant takes the following medications. 
 
CURRENT MEDICATIONS (please bring the prescription package with Physician’s dosage on Opening Day) 
This person takes medications as follows: 
Med #1 _______________________ Dosage ___________Times taken daily _____Reason for taking ___________________ 
 
Med #2 _______________________ Dosage ___________Times taken daily _____Reason for taking ___________________ 
 
Med #3 _______________________ Dosage ___________Times taken daily _____Reason for taking ___________________ 
 
Please attach additional pages for more medications.  If your child is on a psychotropic medication and you are planning to 
or have made a change in that medication (any time up to six weeks) before camp, please discuss it with us.  Please list any 
medications the participant takes during the school year, that he/she will not be taking  during the summer.  ____________ 
_____________________________________________________________________________________________________ 
 
List all known Allergies.  Please be specific about what reaction occurs (i.e. rash, shortness of breath, etc.) and management 
of the reaction (i.e. antihistamine, epi-pen, etc.). 
Medicine      __________________________________________________________________________________________ 
Food            __________________________________________________________________________________________ 
Environment __________________________________________________________________________________________ 
Other           __________________________________________________________________________________________ 
 
Please list any diet restrictions that apply to this individual: _____________________________________________________ 
_____________________________________________________________________________________________________ 
 
Please list any restrictions to activities, including adaptations or limitations that are necessary: ________________________ 
_____________________________________________________________________________________________________ 
 
Immunizations (MUST BE COMPLETED EACH YEAR) 
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Vaccine:            All  dates:  

DTaP / TdaP      

Tetanus:      

Polio:      

MMR:      

Haemophilus influenza B:      

Hepatitis B (completed):      

Varicella (chicken pox):      

TB Test:      

Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr 

Hepatitis A      

Pneumococcal  PCV      

Meningococcal Meningitis  (MCV4)      



 

 

 
In order to participate at Gwynn Valley, this box must be completed. 

 
 
This health history is complete as far as I know. I have reviewed the program and activities of the camp and the person described 
herein has permission to engage in all prescribed camp activities except as noted. I give my permission to photocopy this form for 
trips out of camp.  I understand that information on this form will be shared on a “need to know” basis with camp staff. I also 
give my permission to the camp’s medical staff to speak with my child’s physician or health care provider if needed. I hereby give 
permission to the medical personnel selected by the camp to order x-rays, routine tests, treatment, and necessary transportation 
for my child.  In the event I cannot be reached in an emergency, I hereby give permission to the medical personnel selected by 
the camp to secure and administer treatment, including hospitalization, injection, anesthesia, or surgery for this child as named 
above.  

□  I have attached a copy of the front and back of the participant’s health insurance card to this form.  
 
 
Signature of parent or guardian or adult staff ____________________________________________ Date ___________________ 
 
 
Printed Name _____________________________________________Relationship to Camper______________________________ 
 
 
 If for religious reasons you cannot sign this, contact the camp for a legal waiver which must be signed for attendance. 
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To be completed by the parent/guardian or staff member 
Has/does the participant: Yes: No:  Yes: No: 

1.  Have diabetes?   11.  Have skin problems (rash, acne…)?   

2.  Have asthma/wheezing/shortness of breath?   12.  Had problems with constipation/diarrhea?   

3.  Have chronic or recurring illness/condition?   13.  Had seizures?    

4.  Had frequent headaches or a head injury?    14.  Had back problems or joint problems?   

5.  Had surgery or been hospitalized?   15.  Have problems with sleepwalking or bedwet-
ting? 

  

6.  Had chest pain during or after exercise?   16.  Have an abnormal menstrual history?   

7.  Passed out or become dizzy during exercise?   17.  Wear glasses or contacts   

8.  Had mononucleosis in the past 12 months?   18.  Ever been treated for emotional or behavioral 
difficulties or an eating disorder? 

  

9.  Had frequent ear infections?                                                                                                                                                          19.  During the past 12 months, seen a profes-
sional to address mental/emotional health con-
cerns? 

  

10.  Recently had an injury, illness, or infectious    
        disease? 

  20.   Had a significant life event that continues to 
affect the camper’s life? (Abuse, death of loved 
one, family change, adoption, foster care, new 
sibling, survived a disaster, etc.) 

  

 

Please explain any “yes” answers. _________________________________________________________________________ 
 
__________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________ 
 
Please provide any additional information which will help the medical staff better serve the camper:  ______________________ 
 
__________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________________ 



 

 

To be completed by Licensed Medical Personnel     
 
(The exam must be performed within two years of the participant’s time at camp.) 
 
Date of exam: _________________   Name of Camp Participant ____________________________________________ 
 
BP _____________         Weight _________       Height _________ 
 
 
The participant is under the care of a physician for the following conditions: ___________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Recommendations and Restrictions at camp 
Treatment to be continued at camp: ___________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Medications to be administered at camp: _______________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Medically prescribed dietary restrictions: ________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Known allergies:___________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Limitations or restriction on activities at camp: ___________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Additional information for camp health care staff: ________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 

□ The participant is able to participate in an active camp program. 

□ The participant is NOT able to participate in an active camp program. 
 
Signature of Licensed Medical Personnel ____________________________________ Date _____________ 
 
Printed name  ________________________________    Address ___________________________________ 
 
Title ________________________________________     _________________________________________ 
 
Phone _______________________________________   __________________________________________  

4 



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



