
OLYMPIA HEALTH FORM 2011       RETURN PRIOR TO ARRIVAL AT CAMP           
    
                            July 3 -9__________       July 10 – 16___________       July 17 – 23_________
 
                            July 24 – 30________      July 31– Aug 6 ________           Aug 7 -13___________ 
 
                            Aug 14 - 20_________     Aug 21 - 27___________         Aug 28 – Sept 3_______ 


NAME OF CAMPER  ______________________________  Birthdate _______ Age_____  Weight ____ 
 
 

Address ___________________________________City____________________ Prov.______ Postal Code__________ 
 
 
                            _ 
                                                                                     Immunization up-to-date_______ Date of last booster_________ 
 
 

Name of Parent / Guardian  ____________________________________Home Phone # _______________ 
 
Work #                                                                Cell #                                                 Other # 
 

CAMPER HEALTH HISTORY - Has your child experience any of the following: 

  Chicken Pox                  Seasonal allergies            Tonsillitis                           Bedwetting                        Asthma 

  Red Measles                 Frequent Colds                 Appendicitis                      Fainting                             Diabetes 

  German Measles           Ear trouble                       Stomach aches                 Homesickness                   Epilepsy 

  Mumps                          Headaches/Migraines       Urinary Infections             Sleepwalking                     Heart Conditions  

   
PLEASE USE BACK OF FORM to explain health issues, emotional or physical limitations, learning disabilities, 
ADD, social challenges or other information to ensure camper’s safe and healthy week.  Include all medications camper 
is taking and treatments.  Prescription medication must have camper’s name, name of medication, dosage and time to be 
given on label. Medications brought to camp must be in the original packages.   
Medications must be handed to the Health Centre in a Ziploc bag, labelled with camper’s name.  
                                         

ALLERGIC REACTIONS  **IMPORTANT**  Use back of form for explanation of Severity and Treatments 

        Allergic to Penicillin__________    Allergic to other medications__________________________ 
 

        Allergic to bees/ hornets/ wasps ________________      Other insects____________________ 
 

         Allergic to food ________________________    Other_________________  EPI-PEN __________ 
 

 
DIETARY REQUIREMENTS         VEGETARIAN           GLUTEN FREE            LACTOSE FREE  
Dietary Request - medical or religious reasons only: 
 
To the best of my knowledge my child is in good health.  I will notify the Camp if my child is exposed to any infectious diseases 
during the three weeks prior to camp.  In case of medical emergency, I understand every effort will be made to contact parents / 
guardians.  In the event I cannot be reached, I hereby give permission to the physician selected by the Camp Director to secure 
treatment, hospitalize, order injections, anaesthesia or surgery for my child named above.                                                     
 
Signature of Parent / Guardian_______________________________        Date________________ 
 

HEALTH CARD #  

Indicate 
which week 
and sport 
your child is 
attending  

Turn Over



Camper Name_________________________ 
 
                                   Submit the Health Form as soon as possible.   

Please send health form to camp ahead of time, especially if your child has health 
concerns or dietary requirements.  

This provides adequate time to prepare for your child. 
   FYI - If your child needs a prescription while at camp, payment is required before they go home.    
    You are able to pay by Credit Card or the cost can be deducted from your child’s Tuck Account.          
                                                 Parents will be notified. Thank you. 
       
           Please add additional information about your child on this page… 
Date/Time           Doctor, RN, AT  

                     

                     
 
 
 

 

 

 
 
 
 

 

 

 

 

 

 

 

 
 
 
 

 

 
 


