
          HEALTH HISTORY/EMERGENCY MEDICAL AUTHORIZATION        _            

 
Camper Last Name _____________________  First Name_______________________  Date__________ 
 
Physician_______________________________________________ Phone________________________________ 
 
Address  __________________________________  City ______________________ State _________  Zip_______________ 
 
Dentist _________________________________________________ Phone_________________________________ 
 
Medical Insurance Carrier __________________________________ Policy or Group # ______________________________ 
 
Emergency Hospital Preference ____________________________________________________________________________ 
(the local hospital you prefer we send your child to in an emergency)               
Has the child ever had or been subject to (circle Y or N): 
                                                                                                                                                                                   My Child will need to have  
  Y     N     Frequent Ear Infections   Y     N    Heart Trouble             Y     N     Diagnosed with ADD/ADHD        Y     N     Asthma    an Inhaler and/or Epi-Pen while at camp 
                                                                                                                                                                                                                                    (check all that apply) 
  Y     N     Epilepsy       Y     N    Learning Disabilities   Y     N     Diabetes              Y      N    Allergies 
                                                                                                                                                                                                                     ________Inhaler            _______Epi-Pen      
If you answered yes to any of the above questions explain here: 
 
__________________________________________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 

Date of last Physical  (required) _________________ 

Medications to be given at camp_____________________________________ Dose________________ Time____________ 

Medications to be given at camp_____________________________________ Dose________________ Time____________ 
 
à Authorization to dispense medications (parent signature) ___________________________________________ 

PLEASE NOTE: 
If your child requires medication during the camp day, please deliver the amount needed for the day or the week 

in the original prescription bottle to the Camp Director accompanied with written authorization to administer medication signed by the 
Parent or Guardian (if different from the medications listed above). 

 
Operations or Serious Illness_____________________________________________________________________________ 
 
Dietary Concerns ______________________________________________________________________________________ 
 
Disability/Chronic Illness________________________________________________________________________________ 
 
Activities Limited by Physician__________________________________________________________________________ 
 
I authorize YMCA Camp Staff to apply       sunscreen (initial) ______   insect repellent (initial) ______  to my child as needed 

AUTHORIZATION FOR EMERGENCY MEDICAL CARE 
This health history form is correct so far as I know, and the person herein described has permission to engage in all prescribed camp activities noted.  I hereby 
give permission to the medical personnel selected by the camp director to order x-rays, routine tests, treatment, and necessary transportation for me or my child.  
In the event I cannot be reached in an emergency, I hereby give permission to the physician selected to secure and administer treatment, including 
hospitalization, for the person named above.  The completed forms may be photocopied for trips out of camp. 
 
(Signature of parent or guardian) 

REQUIRED MEDICAL FORMS 
The Commonwealth of Massachusetts requires that every Camper have a certificate of immunization and recorded evidence of a physical 
examination performed by a physician within the last 24 months on file before attending camp.  I understand that this registration will not be 
complete and my child will not be allowed to attend camp without this documentation. 
 
(Signature of parent or guardian) 

 



Massachusetts Department of Public Health 
CERTIFICATE OF IMMUNIZATION 

Name: 
 

Date of Birth:   / /     Sex: ?   female ?   male 

If combination vaccine is administered, please indicate vaccine type (e.g., DTaP-Hib, etc.) 

Vaccine  
Date/Vaccine Type Vaccine 

 
Date/Vaccine Type 

1  1  
2  2  

Hepatitis B        
(e.g., HepB, HepB-Hib, 
DTaP-HepB-IPV) 3  3  

1  

Haemophilus 
influenzae 
type b (e.g., Hib, 
HepB-Hib,  DTaP-Hib) 

4  
2  1  
3  

Measles, 
Mumps, 
Rubella             

2  
4  1  
5  

Varicella   
(Var) 2  

6  1  

Diphtheria, 
Tetanus, 
Pertussis 
(e.g., DTaP, DT,  
DTaP-Hib,  
DTaP-HepB-IPV, Td) 

7  
Hepatitis A  
(HepA) 2  

1  1  
2  

Pneumococcal 
Polysaccharide     
(PPV23)  2  

3  1  

Polio        
(e.g., IPV,  DTaP-HepB-
IPV) 

4  2  
1  

Influenza  
Inactivated 
(Intramuscular) or       3  

2    
3    

Pneumococcal 
Conjugate      
(PCV7) 

4  

Other: 

  
 

                 I certify that this immunization information was transferred from the above-named individual’s medical records. 
 
Doctor, nurse’s, or Guardian’s name (please print)     Date:  / / 
 
Signature:       
 
Doctor Office Facility name:        
       

Child will not be registered until this form is complete or a certificate of immunization is provided along with 
documentation of a physical exam performed within the last 24 months is submitted.     

Serologic Proof  

of Immunity 
(blood tests) 

 

Check One 

 

 

Chickenpox History 

Test (if done) Date of Test  Positive Negative  

Measles          /         /               

Mumps          /         /    

Rubella          /         /    

Varicella*          /         /    

Hepatitis B          /         /    

* Must also check Chickenpox History box.  

Check the box if this person has a physician-
certified reliable history of chickenpox. 

Reliable history may be based on: 

• physician interpretation of parent/guardian description of chickenpox 

• physical diagnosis of chickenpox, or 

• serologic proof of immunity 


