
 
                  

Physical, Medical History, & Immunization 
          *You may also attach health record provided by your doctor 
     Camper  ________________________________ 
      Phone #  _______________________________ 
     Camp Name  _____________________________ 
 
Health History: 
 
Date of last physical exam:___________Height:________ Weight:___________ 
 
Allergies: (Yes/NO) If Yes, describe reaction, severity, treatment: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_ 
General Health History:  
 
list recent injuries, illnesses, infections,  problems with dizziness, or difficulties 
exercising___________________________________________________________________________
______________________________________________________________________________________
_____________________________________________________________________________________ 
 
Chronic Medical Problems: _____________________________________________________ 
___________________________________________________________________________________ 
 
Will the camper bring medication to camp? Yes/No__________ 
If the camper needs a prescription or non prescription medication during camp, a separate 
medication form needs to be completely filled out with parental authorization to administer 
medication & returned to camp no later than 2 weeks prior to start of camp. 
 
Dietary Restrictions:   ________________________________________________________ 
 
Dates of Immunizations: 
Measles, Mumps, Rubella: (2 required)  _______ /   __________ 
Diphtheria, Tetanus, Pertussis: (4)  _______ / ________ / __________ / ___________ 
Date of last tetanus: _____________ 
Polio: (3)  _______ / _________ / __________ 
Hepatitis: (3) _______  / ________  / ________ 
Varicella (or date of chicken pox)____________ 
 
I see no reason to restrict full participation in hockey camp. 
 
Physician’s name: (please print)  _________________________________     date: ______________ 
 
Physician’s signature: ____________________________________________     date: ______________ 
 
Parent’s signature: _______________________________________________    date: ______________ 
 


