
	
  	
  	
   	
  HEALTH	
  HISTORY	
  

!

	
  CAMPER	
  INFORMATION	
  

!
Camper’s	
  Name:	
  ______________________________	
  	
   M	
  	
   F ! Identify As _____

Mailing	
  Address:	
  ___________________________________	
  	
  City:___________________________	
  !
Province:	
  	
  ____________	
  	
  	
  Postal	
  Code:	
  ____________	
  Phone:	
  (____)	
  _______-­‐_____________	
  !
Birthday	
  ____________________	
  	
  Age	
  at	
  Camp____	
  	
  Health	
  Card	
  #	
  _________________________	
  

Family	
  Physician:	
  __________________________	
  Phone:	
  (____)	
  _______-­‐_____________	
  

!	
  	
  	
  
	
  IN	
  CASE	
  OF	
  ILLNESS	
  PLEASE	
  NOTIFY	
  

1. Name:	
  ____________________________!
	
  	
  	
   Address:___________________________!
	
  	
  	
  	
  Home	
  Phone:	
  (____)	
  _______-­‐_____________	
  !
	
  	
  	
  	
  Work	
  Phone:	
  (____)	
  _______-­‐_____________ 	
  !
	
  	
  	
  Rela:onship	
  to	
  Camper:	
  ____________________	
  !!!

2. Name:	
  ____________________________!
	
  	
  	
   Address:___________________________!
	
  	
  	
  	
  Home	
  Phone:	
  (____)	
  _______-­‐_____________	
  !
	
  	
  	
  	
  Work	
  Phone:	
  (____)	
  _______-­‐_____________	
  !
	
  	
  	
  	
  Rela:onship	
  to	
  Camper:	
  ____________________	
  !!!

Allergies	
  (Medically	
  Verified)	
  
My	
  Child	
  has	
  an	
  allergic	
  reac:on	
  
to:	
  	
  
Bee/Wasp	
  S:ng	
  _______	
  
Insect	
  Bites	
  ___________	
  
Animals	
  ______________	
  
Penicillin_____________	
  
Drugs	
  _______________	
  
Food________________	
  
Other_______________	
  

Please	
  Indicate	
  type	
  of	
  reac:on(s)
1. Anaphylaxis
2. Shortness	
  of	
  Breath
3. Wheezing
4. Asthma
5. Swollen	
  Lips
6. Swollen	
  Eyes
7. Hives
8. Itchiness
9. Rash
10. Diarrhea
11. Vomi\ng
12. Abdominal	
  Pain
13. Stomach	
  Upset

Does	
  Camper	
  have	
  or	
  experience	
  any	
  of	
  the	
  
following?	
  	
  
__Asthma	
  
__Bedwe\ng
__Ear	
  Infec:ons	
  
__Ea:ng	
  Disorders	
  
__Diabetes	
  
__Earaches	
  
__Eyeglasses	
  
__Fain:ng	
  Spells	
  
__Hay	
  Fever	
  
__Headaches	
  
__Heart	
  Condi:on	
  
__Hepa::s	
  	
  
__Hernia	
  Repair	
  	
  
__Menstrua:on	
  	
  
__Nightmares	
  

__Seizures

__Stomach	
  aches	
   
__Stomach/bowel	
  
issues	
  
__Sinus	
  Troubles	
   
__Sleep	
  Walking	
   
__Tic Disorders
__Lactose	
  intolerant	
  
__ADHD	
  
__Concussion	
  	
  
__Nose	
  Bleeds	
  
__Homesick	
  
__Anxiety	
  	
  
__Shyness	
  

Youth	
  Leadership	
  Camps	
  Canada	
  
MEDICAL	
  FORM	
  2026

NURSE USE ONLY!
BIRD GROUP: !
COUNSELLOR: 

The	
  Camper	
  is	
  under	
  the	
  care	
  of	
  a	
  physician	
  and/or	
  health	
  professional	
  for	
  the	
  following	
  condi:ons:

 



MEDICATIONS

MEDICATION	
   DOSE TIME	
  OF	
  DAY	
  REQUIRED

ALL	
  MEDICATIONS	
  MUST	
  BE	
  CLEARLY	
  LABELLED	
  IN	
  THEIR	
  ORIGINAL PRESCRIPTION PACKAGING

	
   NURSE	
  NOTES	
  

Youth	
  Leadership	
  Camps	
  Canada	
  
MEDICAL	
  FORM	
  2026

This	
  form	
  is	
  correct	
  and	
  complete	
  to	
  the	
  best	
  of	
  my	
  knowledge.	
  The	
  person	
  herein	
  described	
  has	
  permission	
  to	
  engage	
  in	
  all	
  camp	
  ac(vi(es	
  
except	
  	
  as	
  noted	
  above.	
  I	
  herby	
  give	
  permission	
  to	
  Youth	
  Leadership	
  Camps	
  Canada	
  to	
  provide	
  rou(ne	
  heath	
  care,	
  administer	
  prescribed	
  
medica(ons	
  and/or	
  over	
  the	
  counter	
  medica(ons	
  and	
  seek	
  emergency	
  medical	
  treatment	
  including	
  hospitaliza(on.	
  I	
  agree	
  to	
  the	
  release	
  of	
  
records	
  necessary	
  for	
  treatment,	
  referral,	
  billing	
  or	
  insurance	
  purposes.	
  I	
  give	
  permission	
  to	
  the	
  camp	
  to	
  arrange	
  necessary	
  related	
  
transporta(on	
  for	
  the	
  person,	
  In	
  the	
  event	
  I	
  can	
  not	
  be	
  reached	
  in	
  an	
  emergency,	
  I	
  hereby	
  give	
  permission	
  to	
  the	
  physician	
  selected	
  by	
  YLCC	
  
to	
  secure	
  and	
  administer	
  treatment,	
  including	
  hospitaliza(on,	
  for	
  the	
  person	
  named	
  above.	
  This	
  completed	
  form	
  my	
  be	
  photocopied	
  for	
  
trips	
  out	
  of	
  camp.	
  

Signature	
   Date	
  

Note	
  any	
  medicaDons	
  used	
  during	
  the	
  school	
  year	
  that	
  will	
  NOT	
  be	
  taken	
  while	
  at	
  camp:	
  

Please	
  describe	
  health	
  concerns	
  in	
  more	
  detail	
  that	
  were	
  iden(fied	
  on	
  previous page
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