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            Knox School Summer Adventures Medical 2010
MEDICAL FORM MUST BE COMPLETED BY  HEALTH CARE PROVIDER – MD, RPAC, OR NP

THE DATE OF THIS PHYSICAL MUST BE WITHIN ONE YEAR OF THE LAST DAY OF CAMP ATTENDANCE

Dear Health Care Provider:  On the basis of your examination and from your records, please supply us with the data listed below.  This will help the camp make any necessary adjustments in the camper’s program and physical activity.

Camper’s Name____________________________________________DOB___________________________

Address__________________________________________________________________________________

RECORD OF IMMUNIZATIONS AND TESTS  -  Please give DATES (month, day, and year)

Polio_______   _______  _______  _______  _______  _______       

Measles #1 _______ #2________     Mumps_______     Rubella _______ OR   MMR  #1_______#2_______

Triple Vaccine (DTP, DtaP, DT, Td) _______   _______   _______   _______   _______   _______   _______

Tetanus   _______   _______   _______                      Hepatitis B   #1_______  #2________  #3________

Varicella   _______           Hib #1 _______ #2_______ #3_______ #4_______
TB Test: Date _______Results: Negative ____Positive ____  ChestX-Ray: Date ______  Results_________

PHYSICAL EXAMINATION

Height_______ Weight_______                  Scoliosis Screening:  Positive_______  Negative_______
Eyes:  R_______ L _______          Teeth ________         Skin_________       Speech______________

Ears (Otoscope)

    Heart___________________             Lungs____________________


   R ________


    Nervous System_____________      Epilepsy___________________

   L ________


    Hernia _______________
            Genito-Urinary______________

Lymph Nodes __________
    Diabetic ___________
            Nutrition____________________

Thyroid________________ 
    Orthopedic______________
            Other_____________________

Nose__________________

A. Structural




Tonsils________________

B.  Posture

C. Feet

Recommendations for physical activity in camp:


A. Full physical activity?     Yes_______  No_______


B. Modified physical activity because of_________________________________________________

Special Instructions in regard to Child’sHealth:_________________________________________________

Signature of Health Care Provider _____________________________________Date of Exam_____________

THE INFORMATION LISTED BELOW MUST BE LEGIBLE, THANK YOU

.

Print Name & Title  or Stamp:_________________________________________________________________

Address__________________________________________________Phone Number____________________
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