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Staff Medical Information Sheet

(Either applicant to fill (if over 18) or parent/quardian)

APPLICANT INFORMATION

GENDER: Male Female DATE OF BIRTH: AGE AT CAMP:
STREET CITY: STATE:
ZIP: HOME PHONE: CELL#(Campers):

The primary Parent/Guardian for medical questions would be:

MOTHER’S/GUARDIAN’S INFORMATION

NAME: DAYTIME PHONE:

EVENING PHONE: CELL PHONE:

Email: Other#:
FATHER’S/GUARDIAN’S INFORMATION

NAME: DAYTIME PHONE:

EVENING PHONE: CELL PHONE:

Email: Other#:
EMERGENCY CONTACT

NAME: DAYTIME PHONE:

EVENING PHONE: CELL PHONE:

RELATION: Other#:

PHYSICIAN INFORMATION

NAME: PHONE:
ANSWERING SERVICE: Date of last exam:
Address:

DENTIST/ ORTHODONTIST INFORMATION
NAME: PHONE:

INSURANCE INFORMATION
SUBSCRIBER NAME: SOCIAL SECURITY#:
CARRIER NAME: GROUP NAME
CARRIER ADDRESS:
GROUP NUMBER:




Applicant Name:
Last First Middle

Health History
Parent or applicant(If over 18) complete this page.
Please check the pertinent categories and include any details on a separate sheet.
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1) Allergies:
Medication applicant is allergic to: Food:
Bee Stings/Insect Bites: Poison Ivy:
Other:

2) Diseases or Any Health Concerns:
Has applicant ever required psychiatric counseling? Explain:

Chronic or Recurring Iliness:

Operations or Serious Injuries (Please include dates):
Any specific Activities to be Restricted?

ADD/ ADHD: If yes, will camper be on medication?
Eating Disorder: If yes, please explain:
Asthma: If yes, please explain:
Diabetes: If yes, please explain:
Ear Infections: If yes, please explain:
Hay Fever: If yes, please explain:
Seizures: If yes, please explain:

3) Medications:

If a applicant will routinely be taking prescription medication, please list each medicine, dosage, and times
normally given. The Physician Examination Form must also have this information, as well as the physician’s
signature next to each medication order.

Please make sure your list is the same as the physician’s form including over-the-counter
medications.

All medication MUST be stored in the original prescription container.
Please send/bring only the amount needed while at camp and keep extra medication at home. This will

insure that we will not forget to send the medicine home at the end of the session. Empty containers will not
be sent home unless there is a prior request.

4) Meningitis:

Applicant has had meningococcal meningitis immunization within the past 10 years.
Date Received:

I have decided that applicant will not obtain immunization against meningococcal meningitis
disease. (Please read the document linked on the registration page for more info on New York

State regulations with regard to this vaccine.) Yes No
Date received:
Medication Dosage Times
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Parental permission/responsibility declaration (For staff applicants under 18 years)

I agree that the program may take my chil d from the premises of the Indi a Community Center to att end
activities under the supervision of its staff. I grant pe rmission for my child to receive all necessary medical
treatment if it is necessary for the pro per health care of my child. I also agree to the rel ease of medi cal
information from such doctors, hospitals or other health care agencies where my child has received medical
services. I hereby rel ease the Hi ndu Heritage S ummer Camp Inc. , its empl oyees and agents fro m any
liability for a ny accidents or i njuries that my chil d may incur while attending the Camp program. I have
reviewed this application and hereby certify that all the information contained in this application is complete
and true to the best of my knowledge.

MEDICAL TREATMENT/EMERGENCY AUTHORIZATION

This health history is correct so far as I know, and the person listed above has permission to engage in all
prescribed camp activities except as noted. I hereby give permission to the camp:

1. To provide ongoing health care.

2. To select medical personnel and to order x-rays or routine tests for treatment for the above.

EMERGENCY AUTHORIZATION: In the event I cannot be reached in an emergency, I hereby give permission to
the physician selected by the camp medical staff to hospitalize, secure proper treatment for, and to order
injection and/or anesthesia and/or surgery for the person named above. I/We agree to assume any expenses
for medical care given to our child during his/her stay at Hindu Heritage Summer Camp.

Date:

Signature(Applicant(over 18)/Parent/Guardian):

Name of Person whose signature appears above:

Please mail completed applications to: . .
P PP Hindu Heritage Summer Camp

Dr. Piush Sharma
2 Da Vinci Drive
Rochester, NY 14624
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