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Celebrating 40 Years! ?
SpringHill. Michigan Camper Health Form

Camps
M F
Last Name First Name Mi Age
Address Church Affiliation
City State Zip County Birth date

Camper Email (for our use only)

Immunization Record:
Are your child’s immunizations uptodate? OYes ONo If no, please explain

Health History: Allergies:
Check if these apply to your child: Aspirin

_ Asthma Penicillin ___
__ Epilepsy Other Drugs (list)
_ Diabetes Foods (list)

(if vour child has a severe food allergy please have your youth

Cardiac Issues leader contact us af 231-834-1047 to make arrangements.)

Immune Disorders

Behavior (Please describe — i.e., bedwetting, nosebleeds, headaches, sleepwalking, etc.)

Precautions to be observed:

Operations or injuries:

Medication:
Drug Purpose Dosage

Personal Insurance Information:
Insurance Company: Policy #:

Group or Employer: Phone #:

In the event of iliness, parents are completely responsible for any necessary treatment costs incurred.

In case of emergency call- Phone:( )

Family Doctor: Phone:( )

| hereby certify that the above health record is, as of this date, accurate and complete.

Signature of Parent or Guardian Date Completed
(Please turn over to fill out other side or both pages of this form) q 16












