BootCamp Jamz Health Form

This form should be read and signed by a parent/guardian and also by a licensed physician where indicated.

Date(s) attending_________________________________________________

First Name___________________________________  Last Name___________________________________________

Address_____________________________________  City________________________  State_______ Zip__________

Daytime Phone__(_____)_______________________   Evening Phone__(_____)___________________

In Case of Emergency Notify_____________________  Relationship_____________  Phone__(_____)______________

Address_____________________________________  City________________________  State_______  Zip_________

Attention Parents:  BootCamp Jamz is a unique learning situation where individual expression and teamwork go hand in hand.  In order to help your child get the most out of their time at BootCamp Jamz, we ask that you provide us with personal information regarding any learning, behavior or personal difficulties they may have.  Please include this on a separate piece of paper and attach it to the health form.  Any information you provide will be kept in confidence and will only be used to help provide a healthy learning environment for your child.  If we are not aware of your child’s needs, we cannot help.  With your help, we can make this program one of the most enjoyable educational experiences that your child will ever have.  

Please list any medications being taken by your child on a regular basis including non-prescription drugs.  Make sure that the child arrives at DayJams each day with the exact amount of medication needed for that day.  Keep all medications in their original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage and frequency of administration.  All medications must be given to the camp director when the child arrives each morning.

My child takes no medication ________

My child takes the following medication(s).  Attach an additional piece of paper if more space is needed:  

Medication______________________________  Dosage_____________  Specific time(s) of day___________________

Reason for medication______________________________________________________________________________

This health form is correct to the best of my knowledge, and the person named above has permission to participate in all camp activities except as noted by the examining physician or myself.  If I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp director to hospitalize, secure proper treatment for, order injection for, or anesthesia for surgery for the person named above.  In addition, I have read and understand the Boot Camp Jamz policy regarding prescriptions and agree to the Boot Camp Jamz policies.

Parent/Guardian Signature_______________________________________________ Date________________________

Attention:  Under state law all medications must be administered through the Boot Camp Jamz camp director.                     

Please send completed health form to:  Boot Camp Jamz, 1806 Madison Rd. Cincinnati OH 45206

PATIENT’S NAME______________________________________   DATE_______________

TO BE COMPLETED BY A LICENSED PHYSICIAN

Code (1) Satisfactory  (2) Not Satisfactory  (0) Not Examined

_____Height





IMMUNIZATIONS

_____Weight






     
     Date

Booster
_____B.P.





Diphtheria
     _______
_______

_____Skin





Tetanus
     
     _______
_______
_____Nose





Pertussis
   
     _______
_______


_____Eyes





Polio

     _______
_______
_____Glasses





Measles
     
     _______
_______
_____Contacts





Mumps

     _______
_______
_____Ears





Rubella

     _______
_______
_____Hearing Right







_____Hearing Left

_____Throat





HEALTH HISTORY
_____Teeth





_____Chickenpox
     

_____Heart





_____German Measles
_____Lungs





_____Whooping Cough
_____Skeletal





_____Measles
_____Abdomen





_____Mumps
_____Extremities


  

             _____Other____________________________
Restrictions, Limitations_______________________________
ALLERGIES

_____Hay Fever

________________________________________
_____Asthma







_____Poison Ivy, Oak, etc.

________________________________________
_____Insects (Specify)___________________







_____Drugs (Specify)____________________


________________________________________
_____Food (Specify)_____________________






_____Food (Specify)_____________________
Medications________________________________________








_________________________________________________


CHRONIC/RECURRING ILLNESS
_________________________________________________
_____Earaches
_____Throat


_____Sinus
_____Infections

_________________________________________________  
_____Heart
_____Stomach

_____Epilepsy         _____Rheu. Fever


_____Diabetes
_____Menstrual 

Operations, injuries, conditions.  Please explain​​​ and give dates:             _____Meds. taken_________________

__________________________________________________
The above-named person is in satisfactory


condition and may engage in all camp activities

__________________________________________________
except as noted.

__________________________________________________

X________________________________________________________
EXAMINING PHYSICIAN SIGNATURE
PHYSICIAN’S NAME (please print)_______________________________________________     

PHONE__(_________)_________________________
DATE____________________

ADDRESS__________________________________________________________________

STATE LICENSED IN___________  LICENSE NUMBER_____________________________

Please send completed health form to: Boot Camp Jamz, 1806 Madison Rd. Cincinnati, Ohio 45206

