[bookmark: 5]        WAC Summer Camp
Health History, Immunization, and Emergency Consent


FIRST  NAME______________________________________  LAST  NAME  _______________________________

SEX  ____________________________________  BIRTHDATE  (mm/dd/yy)  ____________________________

ADDRESS  _________________________________________________________________________________
CITY  ____________________________________STATE  _________________ZIP  ________________________
EMAIL  ____________________________________________________________________________________

PARENT  1  ___________________________________WORK  PHONE  ___________________EXT  __________
CELL  PHONE  ______________________________________________________________________________

PARENT  2  ___________________________________WORK  PHONE  ___________________EXT  __________
CELL  PHONE  _______________________________________________________________________________

DOCTOR  ________________________________________PHONE  ___________________________________

MEDICAL  COMMENTS  _______________________________________________________________________
_______________________________________________________________________
RESTRICTIONS	_______________________________________________________________________
_______________________________________________________________________
MEDICATIONS    (Please note that all medications—including over-the-counter—should be listed.)_______________________
_______________________________________________________________________
PHYSICAL  CONDITIONS  _______________________________________________________________________
_______________________________________________________________________
MENTAL  CONDITIONS  _______________________________________________________________________
_______________________________________________________________________
ALLERGIES	_______________________________________________________________________
_______________________________________________________________________
GENERAL  COMMENTS  _______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________


DOES  CHILD  HAVE	Asthma?	Yes  (please  submit  action  plan)	No
HIV?	Yes	No
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CONTACTS:  We  will  always  attempt  to  contact  parent(s)  first  at  numbers  provided  above  but  require  at  least  2
additional  “Authorized  Pick-Up/Emergency  Contact  Persons”  in  the  event  parent(s)  cannot  be  reached.

NAME  (other  than  parents)	PHONE1	RELATIONSHIP
1.	______________________________________________________________________________________
2.	______________________________________________________________________________________
3.	______________________________________________________________________________________
4.	______________________________________________________________________________________
5.	______________________________________________________________________________________


IMMUNIZATIONS*	1ST  DATE	2ND  DATE	3RD  DATE	4TH  DATE	5TH  DATE


DTaP  (Old  DPT)	________	________	________	_________	_________

OPV  (Polio)	________	________	________	_________	_________

MEASLES/MUMP/RUBELLA	________	_________	________	_________	__________

HIB	_________	_________	_________	_________	_________

TETANUS	________	_________	_________	_________	_________

VARICELLA	_________	_________	__________	_________	________

TUBERCULIN/MANTOUS	_________	__________	__________	_________	________

Tdap	_________	__________	__________	__________	________

MENINGOCOCCAL	_________	__________	__________	__________	________

HEPATITIS  B	_________	__________	__________	__________	________

PHYSICIANS  SIGNATURE  __________________________________________	DATE  _____/______/_____

IS  EXEMPT  Yes	No	REASON  FOR  EXEMPTION  Medical	Religious	STATEMENT  ATTACHED  Yes	No

*NOTE:  All  campers  must  be  immunize,  according  to  immunization  schedule  set  forth  at  Immunization  of
Pupils  in  School,  N.J.A.C.  8:57-4,  against  diphtheria,  tetanus,  polio,  measles,  pertussis,  mumps,  rubella  and
meningococcal  disease  or  shall  provide  a  statement  from  a  physician  that  immunization  is  in  progress.  Those
qualifying  for  medical  or  religious  exemption  to  immunizations  must  provide  appropriate  written  statement  of
the  exemption  in  lieu  of  immunization  records.  These  children  exempt  from  immunization  may  be  excluded
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