HEALTHCARE PROVIDER FORM cﬁﬁg%v

COLORADO CAMPS

To Parent(s)/Guardian(s): Complete this section and give this form to your child’s healthcare provider for review. .
8 y Must be completed by a licensed

Camper Name:

medical professional. Upload
Date of birth (MM/DD/YYYY): completed form to CampBrain or
OFirst Term O Second Term O Quarter B-4 email to office@cheley.com.

Rest of form to be completed by a healthcare provider:

Date of last physical: Weight: lbs Height: ft in Blood Pressure: /
Allergies: [1No known allergies Is the camper currently receiving treatment for any conditions? [Yes [INo
O To foods (list): Describe below:

[0 To medications (list):
O To the environment (list):

O Other (list):

Describe previous reactions:

Does the camper have past medical or surgical history? [1Yes [INo

Describe below:

Diet/Nutrition: [ No special diet or dietary restrictions Does the camper have any activity restrictions? [Yes [INo
OO Has dietary restrictions (list): Describe below:

Describe below:

Medications and Treatments: [1No medications or supplements Check if the camper plans to self-carry an: [OInhaler O Epi-Pen

List every medication, supplement, vitamin, homeopathic and other health-related product the camper will bring to camp, including items only used as needed.
Prescription medications must be in original packaging with an original pharmacy label identifying the camper; over the counter and non-prescribed products must
be labeled with the camper’s first and last name. Please limit medications and supplements to those necessary during camp. Additional medications: see reverse.

Medication name / supplement/ product and strength:

Dose: Route: Time / frequency: [ Breakfast [0 Lunch [ODinner [ Before Bed

Reason / side effects / special instructions: [0 As Needed: when and how often:

Medication name / supplement / product and strength:

Dose: Route: Time / frequency: [ Breakfast [0 Lunch [ODinner [ Before Bed

Reason / side effects / special instructions: [0 As Needed: when and how often:

Medication name / supplement / product and strength:

Dose: Route: Time / frequency: [ Breakfast [0 Lunch [ODinner [ Before Bed

Reason / side effects / special instructions: O As Needed: when and how often:

Healthcare Provider Authorization: | have reviewed the camper’s health history and have discussed the camp program with the parent(s)/
guardian(s). Itis my opinion that the camper is physically and emotionally fit to participate in an active camp program, except as noted above. D U E BY

Name: Signature: Date:

Address: Phone: MAY 1




HEALTHCARE PROVIDER FORM (cont.) g

CHELEY

COLORADO CAMPS

To Parent(s)/Guardian(s): Complete this section and give this form to your child’s healthcare provider for review.

Camper Name:

Complete this page only if the camper
will bring more than three

Date of birth (MM/DD/YYYY):

medications, supplements, or other

OFirst Term [ Second Term [ Quarter B-4

health-related products, including
those used only as needed.

Rest of form to be completed by a healthcare provider:

Medication name / supplement/ product and strength:

Dose: Route:

Reason / side effects / special instructions:

Time / frequency: [ Breakfast [0 Lunch [ODinner [ Before Bed

[0 As Needed: when and how often:

Medication name / supplement / product and strength:

Dose: Route:

Reason / side effects / special instructions:

Time / frequency: [0 Breakfast [0 Lunch [ODinner [ Before Bed

O As Needed: when and how often:

Medication name / supplement / product and strength:

Dose: Route:

Reason / side effects / special instructions:

Time / frequency: [ Breakfast [0 Lunch [ODinner [ Before Bed

[0 As Needed: when and how often:

If additional space is needed, make a copy of this page and continue the medication list. Include the camper’s name and date of birth on each additional page and
submit all pages with the completed Healthcare Provider Form.




