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CAMP INQUIRY WELLNESS STATEMENT  
 
This Wellness Statement must be completed and signed by a physician. 
 
We protect and respect the privacy of all program participants. Personal information is used to communicate 
within our organization. We do not provide or sell this information outside our organization.  
 
 

   Camp Inquiry 
   July 13-19, 2008 

 
 
Name of Camper:________________________________________________________________ 
  
Immunizations: 
 
[   ] Polio Date: ___________________________ 
 
[   ] Diptheria 
 Teanus 
 Pertusis Date: ___________________________ 
 
[   ] Haemophilus 
 Influenza (b) Date: ___________________________ 
 
[   ] Hepatitus B Date: ___________________________ 
[   ] Measles 
 Mumps 
 Rubella Date: ___________________________ 
 
[   ] Varicella Zoster 
 Virus Vaccine  
 (Chicken Pox) Date; ___________________________ 
 
 
Please list any Prescription or Over the Counter Medications you have approved for this Camper’s 
use:___________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________  
   
 
 



CAMP INQUIRY 2008 WELLNESS STATEMENT [3] 

With regard to any existing illness, injury, or other health concern, please assess participation 
based on the following questions: (If there have been no illnesses or injuries within one year or 
more, answer “no” to all of the following questions.)  
 

1. Are there potential health risks in managing the illness, injury, or other health concern 
with an appropriate standard of care during the Camp Program? 
[   ] yes [   ] no 

 
2. Does the illness, injury, or other health concern limit the ability of the participant to 

safely engage in the Camp Program? 
[   ] yes [   ] no 
 

3. Will the illness, injury, or health concerns affect the safety of other participants? 
[   ] yes [   ] no 
 

4. Could hospitalization or ongoing treatment be required during the Camp Program? 
[   ] yes [   ] no 

 
If the answer is yes to any of the above questions, please complete re remainder of this form. 
 

Nature of illness or injury: ______________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
 

When did illness or injury occur: _________________________________________________ 
___________________________________________________________________________  
 

Ongoing treatment: ___________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
 

Please indicate any potential problems of which the Camp Health Professional and Counselors 
may need to be aware: _________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
 

 

I have examined the patient named above and believe that she or he is able to participate in 
Camp Inquiry 2008. I further agree that the above information is complete and accurate. 
 
Signature of physician: ___________________  Date: ___________________________  
 

Name of physician:_____________________ Phone:_________________________ 


