MEDICAL HISTORY
Camper’s name: …..………………………………………………………………………………………………….
Address: ……………………………………………………………………………………………………………………
Emergency telephone number:  ……………………………………………………………………………….
TO BE COMPLETED BY A DOCTOR
Blood type:  ……………………………………………………………………………………………………………….
Date of last tetanus vaccination: ………../…………/………… (dd/mm/yyyy)
Date of last examination by a doctor: ………../………../…………. (dd/mm/yyyy)
Are you aware of any medical conditions of the camper that should be taken into consideration during his/ her stay at the camp (e.g. allergies, diabetes, epilepsy etc.)?  ....…………………………………………………………………………………………………………………...
……………………………………………………………..…………………………………………………………………...
Are you aware of any medication or food that the camper should not take?  ……………………………………………………………………………………………………………………………………
The camper was examined by a doctor and his/her health was good?    YES / NO
If not, what problems does he/she have? ..…………………………………………………………………………………………………………………………………
Can the participant take part in all camp activities?     YES / NO
If not, what activities he/she can’t participate?  ……………………………………..…………………………………………………………………………………………….
Name of Doctor: …………………………………………..…      

Telephone: ………………………………….………………….               Date:  ………/…………/…………..                                   

Signature & Doctor’s Stamp                                      Participant’s Signature


……………………………………………                                                          ….……………………………

