CAMPER HEALTH-CARE RECOMMENDATIONS
by LICENSED MEDICAL PERSONNEL FORM 2

Developed and reviewed by: American Camp Association,
American Academy of Pediatrics Council on School Health, &
Association of Camp Nurses
Please Mail this form by May 1%, 2010 to
Pierce Camp Birchmont
37 Mineola Avenue
Roslyn, NY 11576

After June 1%

Pierce Camp Birchmont

693 Gov. John Wentworth Highway
Wolfeboro NH 03894

After June 1% Please fax a copy to 603-569-5813

The following are the MOST COMMONLY non-prescription
medications stocked in the Birchmont Infirmary and are used on
an as needed basis to manage illness and injury.

IF your child needs any over the counter medication not
listed, please send the medication in a properly labeled
bottle with the proper documentation.

According to NH State Law, we are only able to administer
nutritional supplements / homeopathic remedies with a
physician’s order and signature and documentation of a
nutritional deficit.

Medical personnel: Cross out those items the camper
should NOT be given.

Acetaminophen (Tylenol)
Ibuprofen (Advil, Motrin)
Robitussin, Robitussin DM, Delsym
Phenylephrine HCI(Sudafed PE)
Pseudoephedrine HCI (Sudafed)
Claritan

Diphenhydramine (Benadryl)
Bactine

Calamine Lotion

Hydrocortisone 1% cream
Benadryl Cream or spray

Gold Bond Powder
Lotrimin Ultra,

Orajel

Campophenique
Meclizine (12 and older)
Dramamine

Lice shampoo (RID or generic equivalent)
Generic cough drops

Chloraseptic (Sore throat spray)

Lamisil

Tums, Maalox

Bacitracin Topical antibiotic cream
Aloe Aloe Grande Ointment
Mineral Ice

Saline Nasal Spray

or Athletes Foot Spray

To Parent(s)/Guardian(s): Complete this section and give this form (FORM 2) and a copy of your
Completed CAMPER HEALTH HISTORY FORM (FORM 1) to your child’s health-care provider for review.

2010 Session: 1% 6/26 to 7/23 FULL 6/26 to 8/15 2" 7125 t0 8/15

Camper Name:

Last Middle First
[JMale [ Female Birth Date Age on arrival at camp
Camper home address:
City State Zip Code
Custodial parent(s)/guardian(s) phone: ( ) ( )
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Parent(s)/guardian(s) stop here. Rest of page 1 to be completed by medical personnel.
Parent(s)/Guardian(s) should read page 2 of this form and fill out if necessary.

Medical Personnel: Please review the CAMPER HEALTH HISTORY FORM (FORM 1) and complete all
remaining sections of this form (FORM 2). Attach additional information if needed.

Physical exam done today: [1 Yes [INo (If “No,” date of last physical: )

Month/Day/Year
ACA accreditation standards specify physical exam within last 24 months.
Weight: Ibs  Height: ft in Blood Pressure /
Allergies: [1 No Known Allergies

[) To foods (list):

] To medications: (list):

[] To the environment (insect stings, hay fever, etc.— list):
(] Other allergies: (list):

Describe previous reactions:

Diet, Nutrition: [ Eats a regular diet. [] Has a medically prescribed meal plan or dietary restrictions:(describe below)

The camper is undergoing treatment at this time for the following conditions: (describe below) [ None.

Medication: [ No daily medications. [] Will take the following prescribed medication(s) while at camp: (name, dose, frequency—list on back of this form)

Other treatments/therapies to be continued at camp: (describe below) [ None needed.

Do you feel that the camper will require limitations or restrictions to activity while at camp? (1 No [] Yes

If you answered “Yes” to the question above, what do you recommend? (describe below—attach additional information if needed)

“l have reviewed the CAMPER HEALTH HISTORY FORM (FORM 1), and have discussed the camp program with the camper’s parent(s)/guardian(s).
It is my opinion that the camper is physically and emotionally fit to participate in an active camp program.

(except as noted above.)

Name of licensed provider (please print): Signature: Title:
Office Address

Street City State Zip Code
Telephone: ( ) Date:

Copyright 2008 by American Camping Association, Inc.

Rev. 2/07 LEE/EAW _ ~  1/10 B'Mont Infirmary




NEW HAMPSHIRE
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ASSOCIATION

ACCREDITED_ MEDICATION

NEW HAMPSHIRE

PERMISSION REQUEST FORM oy DIREETORS

Attention Parent: In accordance with New Hampshire State regulations, Pierce Camp Birchmont requires that all
campers who need prescription medication while at camp have their physician fill out and sign this form. The State of
New Hampshire requires original pharmacy containers with labels which show the camper's name and how the
medication should be given. Provide enough of each medication to last the entire time the camper will be at
camp.

If you would like your child to take an over-the-counter medication on a reqular basis, please complete this
form and supply the medication, a physician's signature is not required for OTCs. (an over-the-counter medication)

CAMPER NAME:
SESSION: 15* ____FuLL o

TO BE COMPLETED BY PARENT for ALL medications

I, , give permission for my child to receive the following medication(s)
as directed. I also give permission for the camp RN to contact my child's physician to clarify the ordered
medication, if needed.

Parent's/Guardian’s Signature

Date: Telephone:

TO BE COMPLETED BY PHYSICIAN for PRESCRIPTION medications

In accordance with New Hampshire State regulations, Pierce Camp Birchmont requires that all campers who need
prescription medication while at camp have their physician fill out and sign this form.

When is medication
N Check iven? o
Medication Dose | Frequency if PRN The Cfmp infirmary Indication
administers medication after
meals and before bedtime
1
2
3
4
5
6
Printed Name of Physician Physician's Signature Date:

Fax # 603-569-5813




