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CAMP MoCo

Health History Form 
Please complete and return this form. Notify camp personnel if any changes occur to this information. 

Name: _______________________________________________________________________________________ 

Home address: 
_____________________________________________________________________________________________ 

Phone number: _______________________________________________________________________________ 

Gender:  _____Male_____Female     Birth date _____/_____/_____ Current age__________ 

Allergies:  List all known.  Describe reaction and management of the reaction. 

Medication allergies (list) Food allergies (list)                Other allergies (list) 

____________________ ________________________ _____________________ 

____________________ ________________________ _____________________ 

____________________ ________________________ _____________________ 

Medications Being Taken: 
Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely. Keep medications in the original 
packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the frequency of 
administration. 

This person takes NO medications on a routine basis. OR This person takes medications as follows: 

Med #1 Dosage  Specific times taken each day Reason for taking 

Med #2 Dosage  Specific times taken each day Reason for taking 

Attach additional pages for more medications. 

Identify any medications taken during the school year that participant does/may not take during the summer. 

General Questions: (Explain “yes” answers 
below.) Has/does the participant: Yes

 
No      Yes No 

1. Had any recent injury, illness, or infectious
disease?

8. Ever had chest pain during or after exercise?

2. Have a chronic or recurring illness/condition? 9. Ever been diagnosed with a heart murmur?
3. Have frequent headaches? 10. Ever had back problems?
4. Wear glasses, contacts, or protective?

 
11. Ever had problems with joints?

 5. Ever passed out during or after exercise? 12. Have any skin problems?
6. Ever been dizzy during or after exercise? 13. Have Diabetes?

   7. Ever had seizures? 14. Have asthma?

Please explain any “yes” answers, noting the number of the questions. 

# 

# 

Use this space to provide any additional information about the participant’s behavior and physical, emotional, or mental 
health about which the camp should know. 

Family Physician  Phone 
Family Dentist/Orthodontist Phone 

  Parent/Guardian Signature ____________________________________ Date_________________________
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