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Week ________________________ Program Name ____________________________        Select: 

If attending a second week:
Week ________________________ Program Name ____________________________        Select: 
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PLEASE COMPLETE ALL FOUR PAGES AND RETURN ON OR BEFORE MAY 1, 2012.
Our camp nurses gather to screen health forms the first weekend in May.  Please help us by having your camper’s form here.
IF YOU REGISTER AFTER MAY 1, PLEASE MAKE EVERY EFFORT TO COMPLETE & SEND IN AT LEAST 4 WEEKS PRIOR TO CAMP TO ALLOW TIME FOR STAFF TO SCREEN THE INFORMATION.
Each camper MUST HAVE this completed 2012 health form on file with LLMI along with a physician’s exam signed within 24 months from the camper’s first date of camp in order to be admitted to camp.
BE SURE TO SIGN IN ALL 3 SIGNATURE LOCATIONS and MAKE A COPY FOR YOUR RECORDS BEFORE SENDING
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PHYSICIAN’S EXAM: Physician must either complete this section of the health form or a copy of a signed, completed physical or sports physical from the last 24 months must be attached to this form. Copies of health forms/physicals for campers from previous summers are archived and cannot be readily accessed. This information must be kept on file by the parent/guardian and resubmitted each year.
                    Date of last exam (must be within past 24 months of camp week) ___________________________

Any physical condition requiring restriction(s) on participation in the camp program and a description of that restriction (please describe in detail – attach further documentation if needed) ____________________________________________________________________________________________________
                                                     _____________________________________________________________________________________________________

Any current or on-going treatment or medications to be administered at camp (name, dosage, frequency) 

_______________________________________________________________________________________________________________________________________________

Any modified nutritional /meal plan:  _____________________________________________________________________________________________________________

                          This applicant can participate in a weeklong resident camp program.   

                             This applicant can participate in a camp program of high activity including backpacking, rock climbing and rafting.  

Licensed physician’s signature ____________________________________________________________________ Date __________________________ 

Phone ___________________  Address _________________________________________ City _________________ State _____ Zip ____________
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