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Camp Rising Sun
825 Brook St.
I-91 Tech Center

Rocky Hill, CT 06067

(203) 379-4762

Fax: 203-379-5060

Camprisingsun.com


VOLUNTEER MEDICAL FORM

Please print or type.

Name

Birth Date


Age



Male/Female

Address

City, State, Zip

Date of Exam______________________________________________________________

Please describe, if appropriate:

	Neurological problems, i.e., seizures
	Respiratory problems

	Cardiac problems
	Gastrointestinal problems

	Genitourinary problems
	Muscular problems

	Vision problems
	Hearing problems

	Skin problems or rashes

	Allergies (including foods, medications, insect stings, and hay fever)


Immunization History: State requirement for camp. Must be kept up-to-date.

	DPT Series
	Last Tetanus Booster
	Any recent or current infectious/communicable disease exposure? Please explain. 

	Booster
	Last Tuberculin Test (Since 7/93)
	

	Polio Booster
	MMR
	

	Chicken Pox
	Other
	


Proof of measles vaccine must accompany this health form. Please fill in actual dates. Do not check or fill in with “up to date.” Tetanus must be within the past five years.

Restrictions: Diet?

Swimming or Water Sports?


Climbing?

Strenuous Activity?



Contact Sports?

Special Equipment (Glasses, Prosthesis, Crutches)

HEALTH EXAMINATION BY A LICENSED PHYSICIAN

Patient’s Name

Height





Weight

I have examined the above applicant on ______________________________(date of exam).

In my opinion, his/her condition allows participation in an active camp program.  ( Yes   ( No

The applicant is under the care of a physician for the following conditions:

Medications needed in camp?   ( Yes   ( No

Condition(s) for which medication(s) is/are being administered:

	Medication
	Dosage
	Time Taken

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Explanation of any reported loss of consciousness, convulsions, or concussion

Additional Health Information

Physician’s Signature






Date

Address

City, State, Zip

Phone (          )







State of Licensure

Initial if completed by a nurse or physician’s assistant.

MEDICATIONS MUST BE BROUGHT IN THEIR ORIGINAL PHARMACY CONTAINERS.

Please return this completed Volunteer Medical Form with a copy of your insurance card and theVolunteer Application, to:

American Cancer Society, Camp Rising Sun, 825 Brook St., Rocky Hill, CT 06067
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