 (
Office Use 
)HEALTH HISTORY FORM FOR STAFF WORKING AT CYO CAMPS
 (
Name
:
_
_____________________
_________________________________
Camp
:_____________
_
___
________
Year:______
)Bring this form with you to staff training.  Section A is required.  Section B is requested and would assist us in an emergency situation to get you aid more quickly.
The information on this form is not part of the staff acceptance process, but is gathered to assist us in identifying appropriate care.  Provide complete information so that the camp can be aware of your needs. 

As an employee of the camp, CYO expects that if you have any special health needs such as allergies, seizures, asthma, musculoskeletal or other medical issues, you will take appropriate action on your own and/or inform the camp nurse or supervisor, if needed.  If any reasonable accommodation needs to be made for any health disability, please inform the Camp Director and/or your supervisor at the beginning of employment so we can respond to the situation.

Section A Required

Name 									Date of Birth    /    /         Age at Camp	
             Last                                                           First                                                    Middle
Gender □Male □Female       Home Phone (         )				 Cell Phone (         )			
Home Address 													
                               Street                                                                                                                                      City                         State           Zip                                                   
Custodial Parent/Guardian (for minors) 				 Cell Phone (         )			Home Phone (         )				 Work Phone (         )			
Home Address 													
(If Different)          Street                                                                                                                                     City                         State          Zip                                                   
Second Parent/Guardian or Emergency Contact 				Relationship			
Cell Phone (         )			Home Phone (         )			 Work Phone (         )			
If Not Available in an Emergency Notify 				 Relationship				
Cell Phone (         )			Home Phone (         )			 Work Phone (         )			
Important—This boxes must be completed for attendance 
(if for religious reasons you cannot sign this form, contact the camp for a legal waiver which must be signed for attendance)
 (
This health history is correct and complete as far as I know.  The person herein named has permission to engage in all camp activities except as noted.
I hereby give permission to the camp to provide, seek, and consent to routine health care, 
dispense or administer 
prescribed medications, and emergency treatment for me/my child, as
 may be
 necessary, including buy not limited to x-rays, routine tests and treatment, and/or 
hospitalization
.  I also give permission for the camp to arrange related transportation.  I agree to the release of any records necessary for treatment, referral, billing, or insurance purposes.
It is my intention that the camp be treated as acting 
in loco parentis
 if the person herein named is a minor.  Further, it is my intention that the appropriate representatives of the camp be treated as “personal representatives
”
 for the purposes of disclosing protected health information pursuant to the privacy regulations promulgated pursuant to the Health Insurance Portability and Accountability Act of 1996.  I hereby agree (pursuant to 45 CFR 
§
164.510(b)) to the disclosure to camp representatives of the protected health information of the person herein described, as necessary: for camp representatives to be involved in the person’s health care or payment for car
e
, including: (
i
) to provide relevant information to the camp representatives related to the person’s ability to participate in camp activities; and (ii) in the case of minors to provide relevant information to the camp representatives to keep me informed of my child’s health status.  
In the event I cannot be reached in an emergency, I hereby give permission to the physicians selected by the camp to secure and administer treatment, including hospitalization, for the person named above.  This completed form may be photocopied for trips out of camp.
Signature of parent or guardian or adult camper/staffer
_____________________________________________________________________
Printed Name___________________________________________________________________________________Date_________________
I also understand and abide by any restrictions placed on my participation in camp activities.
Signature of minor or adult camper/staffer
___________________________________________________________Date_________________
)


















Section B Requested

Insurance Information    Is the participant covered by family medical/hospital insurance? □ Yes □ No
If so, indicate carrier or plan name 						Group #					

Please list any medical conditions (allergies) that require you to take medication or that could be affected by working at summer camp.  This should include: any activities for which you should be exempt for health reasons, record of past medical treatment if any, allergies, dietary restrictions, immunizations including last tetanus shot, current medications, physical mental or psychological conditions requiring medication, treatment, or special restriction considerations.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


		
Use this space to provide any additional information about the participant’s behavior and physical, emotional, mental health, or psychological conditions about which the camp should be aware. 																																			
Name of physician									Phone 			

 (
Screening Record
 
(For camp use only)
Screened by
Date screened____________ Time___________ Updates/additions to health history noted 
□ 
Yes 
□
 No 
□
 
None
 required
Meds received__________________________________________________________________________________________________________
Current health needs identified____________________________________________________________________________________________
Observational notes_____________________________________________________________________________________________________
)
