
General condition of health:

Allergies:

Limits or restrictions:

Does the child have a history of any chronic or recurring illnesses?      Yes             No

If yes, what is the nature of the illness?

Does the child take any prescribed medications regularly?      Yes             No

If yes, what is the name of the medication prescribed, dosage, and time of administration?

Medication: Dosage: Time:

Doctor’s Signature Doctor’s Name (Print)

Address Phone Fax

Date                                                               

LEAD SCREENINGV ACCINE T Y P E
1 s t  Do s e

M o / Da y / Y r

5 t h  Do s e

M o / Da y / Y r

BREENE’S CAMP RIVERBEND

1 1 6  H illcrest R oad, W arren, NJ  0 7 0 5 9 -5 3 2 8

Phone: (9 0 8 ) 5 8 0 -C AMP  Fax: (9 0 8 ) 6 4 7 -2 4 3 5

E -Mail: info@ campriverbend.com • www.campriverbend.com

Gro u p

Ca m p e r ’s  
P a s s w o r d :

C amper’s Name: Date of B irth:

Address: H ome Phone:

Mother’s (Guardian’s) Name: C ell Phone:

B usiness Address: B usiness Phone:

Father’s (Guardian’s) Name: C ell Phone:

B usiness Address: B usiness Phone:

If parent’s cannot be notified, please notify:

1 ) Name: R elationship: Phone:

2 ) Name: R elationship: Phone:

Do you have any special recommendations for your child? (Include allergies, dietary restrictions, the need for earplugs, etc.)

Please provide any information about your child that would make his or her camp experience more enjoyable: (Please do not include grouping

preferences here.)

May this child receive Tylenol: nn Yes nn No or B enedryl nn Yes nn No: If necessary during the camp session? Dosage will be adjusted per child’s age.

IN CASE O F  M EDICAL EM ERGENCY : E very effort will be made to contact parents. In event I cannot be reached, I hereby give permission to the
physician selected by the C amp Director to hospitaliz e and secure proper medical treatment for my child, named above. I hereby give the C amp
Nurse permission to administer any medications prescribed by a physician to my child during the camp session. I authoriz e any physician, nurse or
other health care provider to communicate with the medical staff and director of C amp R iverbend, or designee, about my child’s medical condition,
treatment, and/or prognosis. I further authoriz e C amp R iverbend’s medical staff to discuss any medical conditions with the director, designee or my
child’s counselor(s) when the medical staff, in its sole discretion, believes such communication to be in the best interest of my child. This authoriz ation
is limited to J une through August of this year.

Da te : Sig n a t u re  o f P a re n t / Gu a r d ia n :

PH Y SICIAN’S EX AMINAT IO N

4 t h  Do s e

M o / Da y / Y r

3 r d  Do s e

M o / Da y / Y r

2 n d  Do s e

M o / Da y / Y r

T e s t  Da te Re s u ltDIPH TH E R IA, TE TANU S, PE R TU SSIS
(DTaP) or any combination
* If T D  or D T , indicate in corner b ox

Tdap

PO LIO – INAC TIV ATE D PO LIO
V AC C INE  (IPV )
If oral v accine, indicate (O PV ) in corner b ox

ME ASLE S, MU MPS, R U B E LLA (MMR )

H AE MO PH ILU S B  (H IB )* *

H E PATITIS B

V AR IC E LLA

PNE U MO C O C C AL C O NJ U GATE * *

ME NINGO C O C C AL

H E PATITIS A * * *

H PV  (H U MAN PAPILLO MAV IR U S) * * *

O TH E R

Do c u m e n t  b e lo w  s in g le  a n t ig e n  v a c c in e  re c e ip t ,

s e r o lo g y  t it e r s , o r  v a ric e lla  d is e a s e  h is t o r y

H epatitis B

V aricella

Measles

Mumps

R ubella

Date: Titer:

Titer:

Titer:

Titer:

Titer:

Date:

Date:

Date:

Date:

TB  Screening (Mantoux Text)

R esult (MM)

R ead

Tested

Date Date Date

nn  Provisional Admission Attached –  Date Granted                                              nn  Medical E xemption Attached       nn  R eligious E xemption Attached

C hest X -R ay                        R esult

Date Normal Abnormal

Therapy

Date C ompleted

Date Started

C ase nn R eactor nn

*  R E Q U IR E D ME DIC AL E X E MPTIO N      * *  R E Q U IR E D FO R  DAY/C H ILDC AR E  E NR O LLE E S (2  Months - 5 th B irthday only)      * * *  NO T R E Q U IR E D

Signature Required


