
Name: _______________________________        Male      Female           Birth date ________________
Home phone: _________________ Cell phone: _______________________Date of Exam:___________   
MEDICAL CONDITIONS   List All medical problems, including type I or type II Diabetes, Seizure disorder, Asthma, Celiac disease, Other (please specify)  _____________________________________________________________________________________________________

_____________________________________________________________________________________
______________________________________________________________________________________________________ 

BEHAVIORAL DISORDERS  List ALL behavioral disorders including Hyperactivity, Oppositional Behavior, Eating Disorders,   Depression, Other (please specify)

______________________________________________________________________________________________________

HOSPITALIZATIONS  List ALL  hospitalization in the past year including  Ketoacidosis, Hypoglycemia, Depression, Suicide, Eating disorder, Other (please specify)       _____________________________________________________________________________________________________

MEDICATIONS: Include oral diabetes medications, prescription, and over the counter medications ________________________    ___________________        ____________________________     ______________________ ________________________    ___________________        ____________________________    ______________________

 

ALLERGIES   Include food, medications, bee stings  ____________________________________________
_______________________________________________________________________________________
   Does person require an Epi Pen for any allergy? Yes__ No__   What allergy__________

NOTE – Send copy of immunization records, including tetanus.
PHYSICAL EXAM       Height __________      Weight  _________         Blood Pressure  ___________
Check the following if normal:        ___Fundoscopic Exam         ___Fingertips            ___Thyroid                     ___Skin         ___Lungs                   ___Heart                               ___Abdomen             ___Feet
  Comment if abnormal __________________________________________________________________________________

Is staff applicant able to participate in all camp activities?  YES  NO  List any physical limitations: 

_______________________________________________________________________________________                

Physician’s Name _________________________________________________  Office Phone: (______)_____________________

                        Please Print
Address: _____________________________________________ City________________________ State_____ Zip________

Physician’s Signature:_______________________________________________ Date:______

Mail form before May 30th  DEADLINE to:          

    CAMP HERTKO HOLLOW                                   888-437-8652 (toll free)
               101 Locust Street                         

             or 515-897-9009                                                        

               Des Moines, IA 50309                                Call for FAX number   
