












To be completed by applicant or parent—Please Type or Print all Information.

ALL INFORMATION MUST BE FILLED OUT COMPLETELY AND WILL BE TREATED CONFIDENTIALLY.

Name of Applicant: 








          ____USY
    ____Kadima




(Last)


(First)


(Middle)

Social Security #: 




         Date of Birth: 
  /
/               Gender:          Male














             Female

INSURANCE INFORMATION:

Name of Insurance Carrier: 











Policy Holder’s Name:






Policy #: 






PARENT/ GUARDIAN:

Name: 







Business Phone: 






Home Phone:






Cell Phone:







Applicant lives with   ( Father   ( Mother   ( Both

Parents are   ( Married   ( Divorced   ( Separated

IN CASE OF EMERGENCY CONTACT:

Name: 







Relationship to Participant: 





Phone:







Cell/Business Phone:






PERSONAL HEALTH HISTORY:
Check all that apply and list medications (prescription or over the counter) next to the appropriate disease

ILLNESS/DISEASE:
MEDICATION: (PLEASE PRINT)

ILLNESS/DISEASE:
MEDICATION: (PLEASE PRINT)

____ ADD with Hyperactivity 




​​​​​__

____ ADD without Hyperactivity 



​​​​​__
____ Allergies (food, drug or environmental) 


​​​__
____ Anger Management 




__
____ Anxiety Disorder 




__
____ Asthma 





__
____ Athlete’s Foot 





__
____ Bleeding Clotting/Disorder



​​​​​__
____ Bronchitis 





__
____ Chicken Pox 





​__
____ Constipation 





​​__
____ Convulsions 





__
____ Diabetes 





__
____ Behavior Modification 




__
____ Depression 





__
____ Eating Disorders 




__
____ Epilepsy 





__
____ Fainting 





__
____ Frequent Ear Infections 




__
____ Frequent Sore Throats 




__
____ German Measles 




​​__
____ Hay Fever 



​​​​​__
__

____ Heart Defect/Disease 



​​​​​__
__
____ Home sickness 



​​​​​__
__
____ Hyperactivity 



​​​​​__
__
____ Hypertension 



​​​​​__
__
____ Insect Stings  



​​​​​__
__
____ Kidney Trouble 



​​​​​__
__
____ Menstruates (girls) 



​​​​​__
__
____ Measles 



​​​​​__
__
____ Mononucleosis 



​​​​​__
__
____ Panic/Anxiety Attacks 



​​​​​__
__
____ Physical Trauma 



​​​​​__
__
____ Poliomyelitis 




​​​​​__
__
____ Poison Ivy, etc.  



​​​​​__
__
____ Psychological Treatment
/Trauma 



​​​​​__
____ Rheumatic Fever 



​​​​​__
__
____ Sinusitis 



​​​​​__
__
____ Sleep Walking
 



​​​​​__
__
____ Stomach Upsets 



​​​​​__
__
____ Tuberculosis 



​​​​​__
__
____ Other 



​​​​​__
__
ALLERGIES: List all known.  Describe reaction and management of the reaction.
Medication allergies: 














Food allergies: 















Other allergies—include insect stings, 










 hay fever, asthma, animal, etc.
         












*Please attach any details concerning any disease or allergy as to which “Yes” is answered above, including names and addresses of physicians and hospitals.


MEDICATIONS BEING TAKEN: Please list ALL medications (over-the-counter or nonprescription drugs) taken routinely.  Bring enough medication to last the entire time you are at Encampment. Keep it in the original packaging that identifies the prescribing physician (if a prescription drug), name of the medication, dosage, and frequency of administration.

( This person takes NO medications on a routine basis.

( This person takes medications as follows:

Med #1 __________________________ Dosage _________ Specific times taken each day __________________

Reason for taking _____________________________________________________________________________

Med #2 __________________________ Dosage _________ Specific times taken each day __________________

Reason for taking _____________________________________________________________________________

Med #3 __________________________ Dosage _________ Specific times taken each day __________________

Reason for taking _____________________________________________________________________________

Attach additional pages for more medications.  Identify any medications taken during the school year that participant does/may not take during the summer: 









IF THERE ARE ANY CHANGES OR ADJUSTMENTS IN MEDICATION, WE MUST BE NOTIFIED IMMEDIATELY!

Has your child spent a week away from home previously?
Yes
No

Has child ever been denied enrollment or sent home early from a camp or weekend?
Yes
No

If yes, please explain: _______________________________________________________________




Describe any circumstance that would result in (a) situation(s) not compatible with group living or any other possibility of problem behavior: 















Are there any special family situations that we should be aware of? 























Operations, hospitalizations, serious injuries or illnesses (specify and give date): 






















Disability or chronic or recurring illness (specify): 





























This form must be completed by licensed physician (Date of Examination must be after 3/01/2006)

Name of Child: 




        Date of Examination: 






	Which of the following has the participant had:
	Please give dates for all immunization for:

	· Cancer

· Chicken Pox

· Epilepsy

· GermanMeasles
· Hepatitis A

· Hepatitis B

· Hepatitis C

· Kidney Trouble

· Measles
	· Mumps

· Pneumonia

· Scarlet Fever

· Thyroid Disorder

· Tuberculosis

TB Mantoux Test

Date of last test _____

Result ( Pos.  ( Neg
	Vaccine Dates:
	Mo/Yr
	Mo/Yr
	Mo/Yr
	Mo/Yr
	Mo/Yr
	Mo/Yr

	
	
	DTP
	
	
	
	
	
	

	
	
	TD (Tetanus/ Diphtheria)
	
	
	
	
	
	

	
	
	Polio Vaccine
	
	
	
	
	
	

	
	
	MMR
	
	
	
	
	
	

	
	
	       Or Measles
	
	
	
	
	
	

	
	
	       Or Mumps
	
	
	
	
	
	

	
	
	       Or Rubella
	
	
	
	
	
	

	
	
	Haemophilus influenza B
	
	
	
	
	
	

	
	
	Hepatitis B
	
	
	
	
	
	

	
	
	Varicella (Chicken Pox)
	
	
	
	
	
	

	
	
	Meningococcal Meningitis (Menomune TM)
	
	
	
	
	
	


Health Examination by Licensed Physician

Code:  ( -- Satisfactory



x – Not Satisfactory (explain)

Hgt. 
      
B.P. 
      
Lungs 
      
      Wt. 
      


Hgb. Test done 


      
Eyes 
      
Ears 
      
Glasses 
      Extremities 
      

Posture (Spine) 



Skin 
      
Nose 
      
Genitalia 
      Hernia 
      

Urinalysis test done 

      
Teeth 
      
Heart 
      
Throat 
      
      Abdomen 

      
Menstrual history 

      
General appraisal 



      Allergies (please specify) 






In my opinion, the applicant’s condition does 
  / does not 
 preclude his/her participation in an active camp program.

Does applicant have epilepsy?  Yes ____ No ____

Does applicant have diabetes?  Yes ______ No______

Recommendations and Restrictions While at Camp (diet, medicine, treatment, etc.) 





















Additional Health Information: 













PHYSICIAN’S STATEMENT

I have examined _____________________________ and have recorded the results above which represent to the best of my knowledge all the applicant’s medical history and my findings on examination. I have known the applicant for ______ years.  I understand that the METNY Department of Youth Activities of the United Synagogue of Conservative Judaism will rely on my above report and findings. 

PLEASE TYPE OR PRINT CLEARLY:

Name: 












Address: 















Phone: 








Date: 





(______________________________________________________


Signature of Physician






*If you become aware of a change in the applicant’s medical condition, please notify the Department of Youth Activities immediately.




AUTHORIZATION AND VERIFICATION (This box must be completed)





The above information and health history is correct and complete to the best of my knowledge. I acknowledge that failure to disclose any medical information, treatment or medication, could result in my child being removed from the program and sent home from camp at my expense.  I, the parent or legal guardian, of the applicant, state that he/she is in good normal health, has no abnormal physical or mental handicaps and has my permission to engage in all prescribed camp activities except as noted under restrictions or modifications above or on the reverse side.


I hereby give my permission to the camp:


To provide ongoing health care.


To select medical personnel and to order X-rays, routine tests or treatments for my child.


In case of medical emergency, accident or a serious health problem where immediate treatment is deemed necessary, I give permission to the physician selected by the Regional Youth Director, Kadima Encampment Director or the person designated by the Region to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for my child, as named above.  In such case, every effort will be made to contact the parent or guardian of the applicant.





I have read the information provided to me regarding Meningococcal Meningitis.  Per NY State Public Health Law, I have provided the date of my child’s immunization on this medical form, or my signature below acknowledges my decision not to obtain this immunization for my child.





I am aware that this form may be photocopied for use by medical caregivers.





(														


       Signature of parent or legal guardian			Print Name					Date





METNY Encampment 2007 – MEDICAL FORM





Page 1 and 2 are to be completed by the applicant or parent/guardian; Page 3, the Physical Examination Form must be completed by a licensed physician.  The entire three-paged Medical may be sent in separate from the Encampment Application, but must be returned by August 1st to: METNY Encampment, 155 Fifth Avenue, New York, NY 10010.
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