
BLACK BEAR LAKE DAY CAMP
457 Stage Coach Road, Clarksburg, NJ 08510
Phone: (609) 259-1777  Fax: (609) 259-2248

Website:   www.Blackbearlake.com
                                    Email:   fun@blackbearlake.com

Health History Form

All Campers must complete a Health History, which includes a record of immunizations.  
THIS FORM DOES NOT REQUIRE A DOCTOR’S VISIT. 

Camper’s Name:__________________________________________________D.O.B.____________Sex:_____

Address:________________________________________________________Telephone #:________________

Health History:

Has the camper ever had any of the following:

Ear Infection____     Mumps ____     Rheumatic Fever ____     Poison Ivy ____

Hay Fever ____     Measles ____     Chicken Pox ____     German Measles ____

Does the camper currently have any of the following:

Diabetes ____     Epilepsy ____   Asthma ____     Does he/she carry an inhaler?______

Any allergies (foods, drugs, plants, insects, etc.) or dietary restrictions? ________________________________

__________________________________________________________________________________________

Operations or serious injuries:_________________________________________________________________

Chronic or recurring illness:___________________________________________________________________

Does your child wear glasses or contact lenses?____________ Does he/she wear them at all times?__________

Please describe any current physical, mental, or psychological conditions requiring medication, treatment, or 

special restrictions or considerations while at camp.________________________________________________

_________________________________________________________________________________________

Can your child participate in all camp activities without restrictions? ______ If no, please explain___________ 

__________________________________________________________________________________________

Physician/Pediatrician:_____________________________________________

Address:________________________________________________________

Telephone #:_____________________________________________________



Immunization History

Please give all dates of immunization for the following- you can attach a faxed copy from your doctor 

(**Due to ACA regulations, returning camp families need to fill this out as well.**):

Immunization History on reverse side – You MUST complete BOTH sides

Vaccines: Dates:

Diphtheria, Pertussis, Tetanus (DTaP or TdaP)

Tetanus (dT) or (TdaP)

Mumps, Measles, Rubella (MMR)

Polio (IPV)

Haemophilus influenzae type B (HIB)

Pneumococcal (PCV)

Hepatitis B

Hepatitis A

Varicella (Chicken Pox)

Meningococcal meningitis (MCV4)

Tuberculosis (TB) test – last given

Medications

Please list any medications (prescription and over-the-counter) taken by the camper.

Name of medication      Reason for taking it                            Will it be taken at camp?

Parent/Guardian Authorizations:  This health history is correct and accurately reflects the health status of the camper to whom it pertains.  The 
person described has permission to participate in all camp activities except as noted by me.  I give permission to the physician selected by the camp 
to order x-rays, routine tests, and treatment related to the health of my child for both routine health care and in emergency situations.  If I cannot be 
reached in an emergency, I give my permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery 
for this child.  I understand the information on this form will be shared on a “need to know” basis with camp staff.  I give permission to photocopy 
this form.  In addition, the camp has permission to obtain a copy of my child’s health record from providers who treat my child and these providers 
may talk with the program’s staff about my child’s health status.

Signature of parent or guardian___________________________________________________________

Printed Name ________________________________________________ Date____________________

Other:


