CAMPER’S NAME ________________________________________    DOB  ______________________

PHYSICAL EXAMINATION
 (Page 2)        DATE OF EXAM______________________

CAMPER'S NAME: ____________________________________     

DOB: _________________
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(9) PHYSICAL  (Page 1)
(To be completed by your child's PHYSICIAN)
 
PHYSICIAN'S NAME_______________________________________ 
PHYSICIAN'S PHONE (_________)___________________________
PHYSICIAN'S ADDRESS____________________________________
Your physician must complete the next three (3) pages. 
The camper’s physical exam must cover the entire time your child is at camp.
	 DIAGNOSIS
(For confidential mental health diagnosis, please supply diagnostic code)
	STATUS

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	  ALLERGIES           DOES NOT APPLY
	REACTION / TREATMENT

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	IMMUNIZATION (or supply copy of immunization record)
	DATE/RESULT

	Haemophilus Influenza Type B
	 

	Date of last Tetanus Shot
	 

	MMR
	 

	HEP B Series
	 

	Polio
	 

	Chicken Pox / Varicella
	 

	DPT
	 

	meningococcal meningitis 
	 

	TB Test Date



	


Can this child go swimming? 
     Yes
No (Please note: campers who attend Respite, do not go swimming. 
                 Some of our campers who attend BOTH Respite and Summer Camp use the same physical for both programs.) 

 

Seizures


Yes           No
  Type: ______________________ Last Episode: _________

Restrictions

Yes
      No
   Describe: _________________________________________

_________________________________________________________________________________________

Other orders or recommendations (include instructions for care of skin, bowel and catheterization)

_________________________________________________________________________________________

_________________________________________________________________________________________

HT___________    WT____________    HR____________   BP___________    RR_______________
	System
	Within Normal Limits
	Abnormal
	Reason

	HEENT
	 
	 
	 

	Neck
	 
	 
	 

	Lungs
	 
	 
	 

	Heart
	 
	 
	 

	Abdomen
	 
	 
	 

	Genitalia
	 
	 
	 

	Spine
	 
	 
	 

	Extremeties
	 
	 
	 

	Neuro
	 
	 
	 

	Skin
	 
	 
	 


C-Spine films are recommended for all children with Down Syndrome.
Results: ____________________________________________________________________________
Results of other lab work (if needed):___________________________________________________________
Medication
Please list all medications the child is currently taking. 
 Any medication changes after exam date must be accompanied by a current written
 prescription from camper’s physician.
Reasons must be given for each medication.
	Medication
	Dosage
	Times Given
	Route
	Reason
	Special instructions for administration of Meds

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


Physician Signature ________________________________            Exam Date ________________________
Printed Name _____________________________________            License Number ____________________
Address __________________________________________            Phone (             )_____________________
City _______________________  State ______  Zip ______            Fax (             )________________________
OVER THE COUNTER MEDICATION FORM (Page 3)

YOUR PHYSICIAN MUST COMPLETE THIS FORM
                  Each medication must be marked either “yes” or “no”
( Yes

( No      Bactine (topical) for minor wound care, first aid as needed
( Yes

( No      Triple Antibiotic Ointment (topical) for wound healing
( Yes

( No       Tylenol (oral) as directed on bottle for age/weight
( Yes

( No       Ibuprofen (oral) as directed on bottle for age/weight
( Yes

( No      Chloraseptic Spray for sore throat as needed
( Yes

( No      Cough Drops for coughing, minor throat irritation as needed
( Yes

( No      Antacid Tablet (oral) for stomach discomfort          
( Yes

( No      Miralax (oral) laxative as directed on bottle for age/weight
( Yes

( No      Benadryl (oral) for swelling, hives, allergic reaction as directed on  
bottle for age/weight          
( Yes

( No      Loratidine (oral) for seasonal allergy symptoms, as directed on bottle 
for age/weight
( Yes

( No      Calamine Lotion or Cortaid (topical) for insect bites/ bee stings  
( Yes

( No      Visine/ Murine Plus Eye Drops (topical in eye) for minor eye irritation
( Yes

( No       Sunscreen
( Yes

( No       Insect/Bug Repellent
( Yes

( No      Other (please describe) ________________________________________ 
________________________________________________________________________________

Mail or fax completed form to:


Cradle Beach Admissions


8038 Old Lakeshore Rd


Angola, NY 14006


(716) 549- 6825 (fax)





Mail or fax completed form to:


Cradle Beach Admissions


  8038 Old Lakeshore Rd


Angola, NY 14006


(716) 549- 6825 (fax)








I hereby authorize that the following medications (checked yes) may be given to the above named child at Cradle Beach after nursing assessment. 





Physician Signature: _______________________________________________________	Date: _______________________________





Print Name: ______________________________________________________________             License Number: _____________________





Address: _________________________________________________________________  	Phone: (____)_________________________





City: _____________________________________   State:_________    Zip: ______________    Fax: (      )____________________________ 








New York State public law has been amended to require that the following information be included on this camper application:


                  1. Cradle Beach is required to be licensed by the New York State Dept. of Health. 2. Cradle Beach is required to be inspected twice yearly. 

                      3. Inspection reports concerning camp are on file at the Erie County Dept. of Health,  Rath Building, Buffalo, NY


