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STROKE RETREAT 2016
CAMPER HEALTH HISTORY and AUTHORIZATION

All health-related or personal information being collected for the Stroke Retreat is solely to be used in preparation for the event and in case of a medical emergency.  All information will be kept secured prior to, during the event, and after the event.  All forms will be destroyed or returned at your request.

Please complete all requested information in the sections below. Each camper, including volunteers, should complete this health history form before camp.  Return to:


Kissie Harris

Surgery Admin CFP-126

2799 W. Grand Blvd. 


Detroit, MI 48202


Fax: 313 916-8007

 
In addition, the “CAMPER AUTHORIZATION AND HEALTH CARE PROVIDER HEALTH FORM” should be filled out by a physician for all stroke survivors and anyone else with significant medical conditions, and returned with your application – this is a requirement for all stroke survivors and those with a history of significant medical problems.  

NAME: _____________________________________________________________________________
ADDRESS: __________________________________________________________________________
CITY: __________________________ STATE: _______________ ZIP: __________________________
TELEPHONE:  _______________________________
BEST TIME TO CALL: __________________ 

BIRTHDATE: __________________AGE: _________SEX: (Male   ( Female 

INSURANCE COMPANY: ______________________________________________________________

INSURANCE NUMBER:________________________________________________________________

CAMPER PHYSICIAN’S  NAME:_________________________________________________________

PHYSICIAN PHONE: __________________________________________________________________
PARENT OR GUARDIAN NAME (if applicable): _____________________________________________

ADDRESS AND PHONE (if different from above): ___________________________________________

HEALTH HISTORY

Is this camper prone to any of the following illness or conditions? Mark all that apply and note date if applicable.

	General:
	Allergies:
	Diseases:

	_____ Ear Infection
	_____ Hay Fever
	_____ Chicken Pox

	_____ Rheumatic Fever
	_____ Ivy Poisoning
	_____ Measles

	_____ Convulsions
	_____ Insect Stings
	_____ German Measles

	_____ Diabetes
	_____ Penicillin
	_____ Asthma

	_____ Behavior
	_____ Other Drugs
	_____ Mumps

	_____ Frequent Colds
	_____ Food
	_____ Hepatitis Exposure

	_____ Intestinal Problems
	
	

	_____ Headaches
	
	


Use the space below to explain any of the marked answers.

List any operations or serious injury (dates): Hysterectomy
List chronic or recurring illness:

Other medical or emotional concerns the medical staff should be aware of? (Special diet, pregnancy, motion sickness, etc.)

List activities that should be encouraged or restricted:

PRESCRIPTION AND NON-PRESCRIPTION DRUGS

Please list any prescription or non-prescription drugs or medicine you will be bringing to camp. Campers or parent/guardian will be responsible for their own medications. Medications should be clearly labeled with camper name and drug name. Boxes will be available in cabins to keep medicine away from young children. Attach separate list if needed.

	Item: 
	Dosage: 
	Use:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


IMMUNIZATION HISTORY

List dates:
	_______ Measles Vaccine (live)
	_______ DTP series (if under age 10)

	_______ German Measles (Rubella)
	_______ Polio OP (Sabin)

	_______ Smallpox
	_______ Tetanus Booster (if over age 14)

	_______ Typhoid
	_______ Tuberculin Test (TB)

	_______ Mumps Vaccine (live)
	               Results of TB test: _______ Positive

	
	                                              _______ Negative


AUTHORIZATIONS

The health history contained in this application is correct so far as I/we know and the person herein has described permission to engage in all prescribed camp activities, except those noted by us and/or examining physician. I certify to the best of my knowledge I/my child does not have any contagious disease or condition. I also understand that neither Henry Ford Health System nor the camp is responsible for illness due to previous poor health conditions. 

If there should be an emergency while at camp, I/we authorize treatment by the Henry Ford Health System/camp medical staff. The Henry Ford Health System/camp medical staff is able to evaluate and treat most minor illnesses and injuries as well as stabilize serious medical conditions. I/we also authorize routine treatment by the Henry Ford Health System/camp medical staff during the weekend of camp. I/we authorize the Henry Ford Health stroke camp director or medical director to use their best knowledge to select and designate nurses, physicians, and/or surgeons to finish nursing, medical, and/or surgical care should it be necessary and the admittance to a hospital in case of an emergency. I/we further absolve the Henry Ford Health System from any and all liability for their reasonable acts done in good faith.

In the event of a serious medical problem, the camp medical staff or the Henry Ford Health System/camp director or medical director will contact local emergency support services (911) and parents or persons listed below to advise them of the camper’s condition, treatment, or need for continued medical attention. Please list at least one person not attending camp.

	In case of emergency, please contact:
	Alternate emergency contact:

	Name: _______________________________________________
	Name: _______________________________________________

	Relationship: __________________________________________
	Relationship: __________________________________________

	City: ________________________________________________
	City: ________________________________________________

	Day Phone: ___________________________________________
	Day Phone: ___________________________________________

	Evening Phone: _______________________________________
	Evening Phone: _______________________________________

	Camper Signature
	Parent Signature (if under age 18)


_______________________________________


____________________________________

date







date
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