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Camp Hertko Hollow - Staff Health History

Please complete this form yearly to provide medical information.  
Mail to Camp Director Vivian Murray, 3645 Amelia Avenue, The Villages, FL 32162 by May 30th.
Staff Name:   ________________________________________________        

In case of emergency, contact:  ___________________________________   Relationship: _____________
Home Phone: (____)__________   Office Phone: (_____)____________  Cell Phone: (_____)___________

Name of primary care physician: ______________________________  Phone: (_____)________________

Medical Insurance Company:   __________________________    Policy # ___________

Your ID number ___________________________  Phone __________________

List all PAST MEDICAL TREATMENT & HISTORY:______________________________________
_________________________________________________________________________________________

List all CURRENT physical, mental, or psychological conditions requiring medication, treatment or special restrictions or considerations while at camp (including diabetes, asthma, seizures, ADHD, heart problems, etc.):

List all prescribed and over-the counter medications & dosage that are CURRENTLY taken (including insulin):
List any drug allergies: _______________________________________________________________________

List any special dietary requirements (such as gluten free) and food allergies?  Provide details: __________________________________________________________________________________________
__________________________________________________________________________________________

Describe any camp activities from which the staff should be exempted for health reasons:  _________________
__________________________________________________________________________________________

Attach a copy of immunizations, including date of last tetanus shot.
My signature serves as evidence that the above information is complete and accurate health information relative to participation in camp activities listed in the camp brochure.  In case of medical emergency, I understand that every effort will be made to contact the emergency contact person.  In the event that they cannot be reached, I hereby give my permission to the physician designated by the Camp Medical Director to hospitalize, secure proper treatment for, and to order injection, anesthesia, or surgery for me as necessary. 

Signature ______________________________________________  Date: ______________
