




Not to BRIEF MEDICAL HISTORY
Please answer the following questions about your son /daughter/ward: 

1. Camper has had injuries requiring medical attention: Yes __ No __ if yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Camper has had an illness requiring hospitalization:   Yes__ No__ if yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Camper is under a physician's care at this time: Yes__ No__ if yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Camper takes medication or uses an inhaler: Yes__ No__ if yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE NOTE: IF YOUR CHILD/CAMPER IS TAKING MEDICATION AT THE TIME OF CAMP, THE FOLLOWING IS REQUIRED OF YOU.

a. Send enough medications to include the entire week plus three extra days (extra days for emergency use only; delayed pick up, or departure). 

b. All medications must be in original container with the doctor’s name, phone and instructions for use CLEARLY marked on container.  

5. Is hearing impaired or wears glasses/contact lens: Yes__ No__  


6. Has fixed or removable appliances in mouth (braces): Yes__ No__ 

 7. History of heart disease or diabetes in the family: Yes__ No__ 

List any important health information you think would be helpful to us to help provide better care for the camper: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
My child is Allergic or has sensitivity to the following: 
(Bees, Medications, Milk, etc.) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any medical conditions that a Doctor might need to know:  __________________________________________
__________________________________________________________________________________________ __________________________________________________________________________________________
PRINT PARENT'S NAME: ___________________________________
PARENT'S/ADULT SIGNATURE: __________________________________ DATE: ______________ 

HighBridge Hills Northern Lights Educational Center & Astronomy Camp


CAMPER MEDICAL HISTORY & Release Form





CAMPER'S NAME_____________________________________ �BIRTH DATE________________ Attending camp from: __________ to: _________ 





In case of an injury, I hereby give consent for my son/daughter to have initial first aid administered on site by qualified Medical & HHNLEC personnel in charge and to be transported to a doctor or hospital for further treatment if it deemed necessary. I also give my permission for my son to be treated by hospital personnel in the event he is injured at camp and in need of medical attention.�


Emergency Phone: __________________ Home Phone: ____________________ Work: __________________�Doctor’s Name: ________________________ Doctor's Phone: _________________�Medical Insurance Plan:___________________________________�Policy Certificate Number:___________________________________ 
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