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Avon Old Farms School Summer Programs 

Health History Form 
Summer Program Name: ______________________________________________________ 
 
The Health History and Examination Form are to be completed ANNUALLY by parents/guardians of minors or by adult 
campers/staff members themselves. 
 
Camper Name _________________________________  Birthdate __________ Sex_____ Age ______ 

   Last  First          Initial   

 
Home Address  ______________________________________________________________________ 

    Street & Number   City   State  Zip 
 

1st Parent Name __________________ Home Phone ___________ Cell Phone _____________ Work Phone _____________ 

2nd Parent Name _________________  Home Phone ___________ Cell Phone _____________ Work Phone _____________ 

Emergency Contact _______________ Home Phone ___________ Cell Phone _____________ Work Phone _____________ 

In what order would you like us to contact you? ___________________________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

             Important – The Box Below must be completed annually for Attendance* 
 

 
 

 
 
 

 

Has this camper been on any medication within the last six months? ________________ 
If yes, please explain. _____________________________________________________ 
Has this camper ever required any psychiatric counseling or hospitalization? _________ 
Explain ________________________________________________________________ 
_______________________________________________________________________ 
Operations or serious injuries (dates) _________________________________________ 
Disability or chronic or recurring illness ______________________________________ 
Activities encouraged or limited by physician __________________________________ 
Dietary modifications _____________________________________________________ 
Other diseases or details of above ____________________________________________ 
Name of dentist / orthodontist ___________________________ Phone ______________ 
Name of family physician ______________________________ Phone ______________ 
Date of last physical examination __________________________ 
Do you carry family medical/hospital insurance? ______________ 
If so, indicate:  Carrier _______________________ Policy or Group # _______________ 
Suggestions or health related information for camp personnel 
________________________________________________________________________

 
 
 
 
 
 

Health History: 
(Check, give appropriate dates.) 
____ Frequent Ear Infections 
____ Heart Defect/Disease 
____ Convulsions 
____ Diabetes 
____ Bleeding/Clotting Disorders 
____ Hypertension 
____ Mononucleosis 
____ Psychiatric Treatment 
 
Diseases 
____ Chicken Pox 
____ Measles 
____ German Measles 
____ Mumps 
 
Allergies (dates not needed) 
____ Hay Fever 
____ Ivy poisoning, etc. 
____ Penicillin 
____ Other Drugs 
 
____Asthma 
____Other (Specify) ___________ 
 

This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed camp activities 
except as noted.  Authorization for Treatment:  I hereby give permission to the medical personnel selected by the camp director to order X-
rays, routine test, 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 by the camp director to secure and administer treatment, including hospitalization, for my child as named 
above.  The completed forms may be photocopied for trips out of camp. 
 
Signature of parent or guardian _______________________________________________________ Date _______________________  
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Camper Name __________________________________ D.O.B. ____________ Date ____________2012 
Parent:  This side to be completed by a physician. 
Physician:  Complete this page OR attach an equivalent form (i.e. Youth Camp Health Exam) 
 
Immunization History 
Required immunizations must be determined locally.  Please record the date (month and year) of basic immunization and most recent 
booster doses. 
Vaccines Year of Basic Immunization Year of Last Booster 
Diptheria 
Pertussis (Whooping cough) DPT* 
Tetanus 
or 

1 
2 
3 

1 
2 
3 

Tetanus 
Diptheria                                TD* 
or 

  

Tetanus   
Oral Polio (Sabin)*            TOPV   
Injectable Polio (Salk)   
Measles (hard measles, red measles, Rubeola)   
Mumps   
Rubella (German measles, 3-day measles)   
Other   
Tuberculin test given _____ (most recent)   
Haemophilus influenza b (HIB)   

Health Care Recommendations by Licensed Physician 
I  have examined the above camp applicant within the past two years.  Date examined ______________________________ 

 
    In my opinion, the above’s condition does______    does not_____     preclude his/her participation in an active camp program.  
 

Height ________________  Weight ______________  Blood Pressure ________________ 
 

The applicant is under the care of a physician for the following condition(s): 
  _________________________________________________________________________________________________________ 
   Current Treatment (include current medications) 
   _________________________________________________________________________________________________________ 
   Explain of any reported loss of consciousness, convulsion or concussion ______________________________________________ 
   _________________________________________________________________________________________________________ 
 
                 Does applicant have epilepsy?       Yes          No      Does applicant have diabetes?  Yes        No 
 

Recommendations and Restrictions While at Camp 
  Any medically prescribed meal plan or dietary restrictions _________________________________________________________ 
  ________________________________________________________________________________________________________ 
  Any allergies (food, drug, plants, insects, etc.) ___________________________________________________________________ 

   _________________________________________________________________________________________________________ 
   Additional Health Information ________________________________________________________________________________ 
 
 
 
 
 
 

 
A copy of your child’s exam and immunization history needs to be on file no later than a week prior to the start of camp. 

Licensed Physician’s Signature ______________________________________________ 
Address ________________________________________________________ Phone ______________ 
  Street & Number  City   State         Zip   Area/Number 

Date of from Completion ________________ *By ___________________________________________ 
 * Initial if completed by nurse or physician’s assistant 



Avon Old Farms School Summer Programs 

Medical Waiver and Release Form 
 

Summer Program Name: ____________________________________________ 
 
 
I hereby give my consent to the Avon Old Farms School Summer Programs personnel to 
provide, through a medical staff of its choice, customary medical attention and 
emergency medical services as warranted in the course of my son/daughter’s 
participation in the AOF Summer Fun Camp. 
 
I agree to take full responsibility for the expenses incurred as a result of such treatment. 
 
I am fully aware of and appreciate the risks, including the risk of catastrophic injury, as 
well as other injuries and losses associated with participation in this outdoor summer 
program.  I further agree on behalf of myself, my heirs, and personal representatives, 
that Avon Old Farms School Summer Fun Camp, along with the directors, medical staff 
and counselors of this organization, or the administration or employees of the Avon Old 
Farms School, shall not be liable for any injury or damage occurring as a result of my 
son/daughter’s participation in this program. 
 
 
 
____________________________________________________________ 
Camp Participant’s Full Name (Please Print) 
 
_____________________________________________________________ 
Parent/Guardian’s Full Name (Please Print) 
 
 
_____________________________________________________________ 
Signature of Parent/Guardian                                      
 
 
 
 

Participant’s Primary Medical Insurance Carrier and Policy Number 
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Avon Old Farms School Summer Programs 

Prescription Medication Authorization Form 
Medical Release - Self-Administration 

Summer Program Name: ____________________________________________ 
 
 
_____________________________________has been instructed in the use of    
  (Camper Name) 
     
__________________________.  We, _______________________________________ 
  Medication    (Physician) 
 
and ___________________________________________ 
  (Parent/Guardian) 
 
request that this camper be permitted to self-administer this prescription medication and to 
carry it on his/her person or to keep it in locked Trainer’s Office, because we consider him/her 
responsible for its administration. We authorize him/her to do so. He/she has been instructed in 
and understands the purpose and appropriate method, frequency, dosage, and use of his/her 
medication. 
 
We, the undersigned, release the Avon Old Farms Summer Programs and its employees of any 
and all liability resulting from this camper’s possession and self-administration of his/her 
medication. We acknowledge that, from this day forward, the Summer Program assumes no 
supervisory responsibility over the student’s self-administration of the above-listed 
medication(s). 
 
 
 
_________________________________________   _________________ 
  Physician Signature     Date 
 
_________________________________________  _________________ 
  Parent/Guardian Signature    Date 
 

 
Child’s Name __________________________________  Date of Birth _____________________ 

 

 

Hockey Opportunities Medical Forms

Hockey Opportunities 

Name of Camp



2 
 

Avon Old Farms School Summer Programs 

Prescription Medication Authorization Form 

Summer Program Name: ____________________________________________ 
 
Connecticut State law requires this form to be completed for all campers who are currently taking 

prescription medication. Any change in medication, dose, or frequency will require a new form from 

the physician. 

The following information to be completed by a physician only 

Student Name___________________________________________ Date of Birth_____/____/_____ 

Diagnosis_________________________________________________________________________ 

Drug Name Dosage Frequency Route 

    

    

    

    

 

Medication to be administered from _____/____/_____ to _____/_____/_____ 

M.D. Signature________________________________________________Date_____/_____/_____ 

Print Name_______________________________________________________________________ 

DEA # if drug is a controlled substance_________________________________________________ 

M.D. Address_____________________________________________________________________ 

M.D. Telephone #_______________________________Fax _____________________________ 
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