
Please complete both pages of this form. 
 

LAND o’ LINCOLN CAMP CEDARBROOK HEALTH INFORMATION 
This form must be completed in its entirety as pertaining to your child/you.  Please PRINT all information. Thank you. 

 
Camper/Staff Name: ___________________________________  ______________________  __________________ 
                                                                  Last                                                  First                             Middle 
 
Parent of camper ____________________________________________   Phone _______________________________ 
 
Home Address ______________________________________  __________________________  ______  ___________ 
                                       Street & No.                                                City                            State        Zip Code 
 
Emergency Contact (if parent is not available) 
 
1.  Name ________________________________________________ Phone ________________________________ 
 
    Address _________________________________________  __________________________  ______  ___________ 
                                     Street & No.                                                  City                             State       Zip Code 
 
2.  Name ________________________________________________ Phone ________________________________ 
 
    Address _________________________________________  _________________________  _______  __________ 
                                    Street & No.                                                   City                              State       Zip Code 
 
MEDICATIONS BROUGHT TO CAMP:  Ensure all medications are labeled with name, drug name, and dosage. 
                 Drug Name                                 Reason for taking drug                       Dosage               Time taken 
 
1. _______________________________    ______________________________    _______________   _____________ 
 
2. _______________________________    ______________________________    _______________   _____________ 
 
3. _______________________________    ______________________________    _______________   _____________ 
 
4. _______________________________    ______________________________    _______________   _____________ 
 
5. _______________________________    ______________________________    _______________   _____________ 
 
6. _______________________________    ______________________________    _______________   _____________ 
 
7. _______________________________    ______________________________    _______________   _____________ 
 
While at camp, your camper/you may experience ailments which can be treated with over-the-counter medications. It is 
the practice of Land o’ Lincoln Camp Cedarbrook (LoLCC) to provide medication for use on an as-needed basis. The 
LoLCC camp nurse, based on her assessment of the camper/staff, will dispense these medications.  
 By signing below, you are authorizing the camp nurse to administer these medications should it be necessary.  
 Such over-the-counter medications include, but are not limited to: Tums, Ibuprofen, Tylenol, Benadryl, Robitussin 

DM, cough drops, decongestant, anti-itch cream, and Imodium A-D. 
 It is preferred that these medications be dosed by your camper’s weight. If the weight is not known, the dosage will 

be determined by the camper’s age.  Staff will be given an adult dosage. 
 Please list below any medication your camper/you MUST or MUST NOT be given: 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 
Signature of Parent/Staff _________________________________________________________ 
 
Camper/Staff Weight ________(lb) Height __________  Age _________ Date of Birth ________________ 



Please complete both pages of this form. 
 

LAND o’ LINCOLN CAMP CEDARBROOK HEALTH HISTORY 
 

Allergies: __________________________________________________________________________ 
                 __________________________________________________________________________ 

Health History: Please check as appropriate. 
Dizziness ____ Headaches ____ Joint problems ____ Skin problems ____ Eating disorder ____ 
Heart murmur ____ Seizures ____ Back problems ____ Insect stings ____ Constipation ____ 
High blood pressure ____ Head injury ____ Asthma ____ Sleep walking ____ Ulcers ____ 
Chest pain ____ Ear infection ____ Chronic bronchitis ____ Ivy poisoning ____ Diarrhea ____ 
Eye disorder ____ Tonsillitis ____ Diabetes ____ Orthodontics ____ Bed wetting ____ 

 
Chronic or recurring illness _____________________________ Recent injury or illness __________________________________ 
Emotional/behavior problems ___________________________ Mononucleosis in past 12 months _________________________ 
Glasses _____________ Contact lenses __________________ Protective eyewear ______________   Hearing aid ___________ 

 

Please explain details for any areas checked above: (reactions, treatments, etc.) 
______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Childhood Diseases / Immunization History: Please list date of last immunization and/or disease. 
MUST indicate the month and year of the most recent tetanus shot.  Obtain list from your doctor. 
Measles (Rubeola) ________________ Measles, Mumps, Rubella (MMR) __________________ 
Chicken Pox _____________________ Hepatitis B ____________________________________ 
Tetanus _________________________ DTP ________________  TD   ____________________ 
Haemophilus influenza B ___________ TB skin test  _____________  Results ______________ 

 

Any restrictions while at camp? (i.e. diet, swimming, strenuous activity, etc.) 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
GIRLS ONLY: Menstrual cycle started? ______  If not, has she been told about it?  ______ 
 
Insurance Information: 
Is camper/staff covered by family medical/hospital insurance?  _________ 
If yes, indicate insurance carrier or plan name: __________________________________________________________ 
Carrier phone number ______________________________________________________________________________ 
Name of insured ______________________________________ Relationship to camper/staff ____________________ 
Insurance ID number ___________________________________ 
 
Name of Family Physician ____________________________________ Phone number __________________________ 

 
AUTHORIZATION 

This health history is correct so far as I know, and the person herein described has my permission to engage in all 
prescribed camp activities, except as noted above. In the event I cannot be reached in an emergency, I hereby give my 
permission to the physician selected by the Camp Director to secure proper treatment, to hospitalize, to administer 
medications, anesthesia, and/or surgery as necessary for the person named. 
 
Signature of Parent/Staff _________________________________________________   Date ____________________ 

Important: This statement must be signed in order for camper/staff to be accepted. 
 
 
Camp Use Only: Temp ________    Throat check _______   Head Check ______  Division _____________________ 
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