Beaver Creek Youth CamP Mcdical Forms
Medical Evaluation Forms & Liability Waiver

The Medical form must be filled out in its entirety and turned in when
your camper(s) sign in and complete their registration at the beginning of
camp. If this form does not accompany your camper(s), they will not be
allowed to stay or participate in camp until it has been completed and
turned in.

Photocopy of front and back of health insurance card must be attached to
this form.

Also, a completed “Colorado Department of Public Health and
Environment — Certificate of Immunization” form must be filled out and
sent in with this health form.



Beaver Creek Youth CamP Mcdical Forms

TO BE FILLED IN BY BCYC STAFF

Camp: Date:

Medical Evaluation Form & Liability Waiver Name:

Cabin Assignment:

Name: Birth date:
Address: City: State: Zip:

Social Security of participant: Gender: F M

Custodial parent/guardian: Phone:
Home Address: City: State: Zip:

Business Address: Phone:

Emergency contact: Home Phone: Cell Phone:
Address: City: State: Zip:

If not available in an emergency, notify:

Relationship to the participant: Phone:
Address: City: State: Zip:

Insurance Information

Is the participant covered by family medical / hospital insurance? Yes No

Carrier or Plan Name: Group #

This health form is correct and complete as far as | know. The person herein named has permission to engage in all
camp activities except as noted. | hereby give permission to the camp to provide, seek, and consent to routine health
care, administration of prescribed medications, and emergency treatment for me/my child, as may be necessary,
including, but not limited to x-rays, routine tests and treatment, and/or hospitalization. | also give permission for the camp
to arrange related transportation. | agree to the release of any records necessary for treatment, referral, billing, or
insurance purposes. Itis my intention that the camp be treated as acting in loco parentis if the person herein named is a
minor. Further, itis my intention that the appropriate representatives of the camp be treated as "personal representatives”
for the purpose of disclosing protected health information pursuant to the privacy regulations promulgated pursuant to the
Health Insurance Portability and Accountability Act of 1996. | hereby agree to the disclosure to camp representatives of
the protected health information of the person herein described, as necessary: (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 |
cannot be reached in an emergency, | hereby give permission to the physician 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.

On this day of , 20 , intending to be legally bound hereby, the undersigned
agrees and does hereby release from liability and to indemnify and hold harmless Beaver Creek Youth Camp, and any of
its employees or agents representing or related to the Camp as regards to the summer camp running from

- , 20 . This release is for any and all liability for personal injuries
(including death) and property losses or damage occasioned by, or in connection with any activity or accommodations for
this event. The undersigned further agrees to abide by all the rules and regulations promulgated by Beaver Creek Youth
Camp and/or its affiliate groups and vendors throughout the camp visit.

Signature of parent or guardian or adult camper/staffer:

Printed name: Date:

| also understand and agree to abide by any restrictions placed on my participation in camp activities.

Signature of minor or adult camper/staffer: Date:
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NOTE: The following pages MUST be filled in by Licensed Medical Personnel.

HEALTH CARE RECOMMENDATIONS BY LICENSED MEDICAL PERSONNEL

| examined: on, (date).

BP: Weight: Height:

In my opinion, the above applicant: |:| is, |:| is not able to participate in an active camp program.

The applicant is under the care of a physician for the following conditions:

Recommendations and Restrictions at Camp

Treatment to be continued at camp:

Medications to be administered at camp (name, dosage, frequency):

Any medically-prescribed meal plan or dietary restrictions:

Known allergies:

OVER-THE-COUNTER-MEDICATIONS

To treat symptoms that your child might develop while at Beaver Creek Christian Camp & Retreat Center, you are asked to fill out the
following table of over-the-counter medications which might be administered to your child should he/she need to take them. The Nurse’s
Station is stocked with a moderate supply of Tylenol and Motrin, there is no need to send these or the items listed below. This is for the
occasional need should your child develop one of the symptoms listed.

Physician must indicate the appropriate medications and dosages:

EVERY
SYMPTOM MEDICATION DOSAGE HOURS COMMENTS

Cough

Allergy/Stuffy Nose

Antihistamine /
Decongestant

Fever, Headache, Pain

Diarrhea

Constipation

Upset Stomach

Menstrual Cramps

Bug Bites /

Poison Ivy

Sunburn

Cuts, Scrapes




Beaver Creek Youth CamP Mcdical Forms

Health History

The following information must be filled in by the parent/guardian, or adult camper or staff member. The intent of this information is to
provide camp health care personnel the background to provide appropriate care. Keep a copy of the completed form for your records.

Any changes to this form shoul d

so that the camp can be aware of your needs.
ALLERGIES (List all known.)

Medication allergies (list)

be

provided to camp healdrratioper s o

Describe reaction and management of the reaction

Food allergies (list)

Other allergies (list — include insect, hay fever, asthma, animal dander, etc.)

MEDICATION BEING TAKEN

Please list all medication including over-the-counter or non prescription drugs taken routinely. Bring enough medication to last the

entire time at camp. Keep it in the original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of

the medication, the dosage, and the frequency of administration.
This person takes NO medication on a routine basis.

This person takes medications as follows:

Med #1: Dosage: Specific times taken each day:
Reason for taking:
Med #2: Dosage: Specific times taken each day:
Reason for taking:
Med #3: Dosage: Specific times taken each day:

Reason for taking:

Attach additional pages for more medications.

Identify any medications taken during the school year that participant does/may not take during summer:

RESTRICTIONS
The following restrictions apply to this individual:
Dietary

Does not eat red meat

Does not eat poultry

Other (describe)

Does not eat pork

Does not eat seafood

Does not eat eggs

Does not eat dairy products
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Explain any restrictions to activity (e.g. what cannot be done, what adaptations or limitations are necessary):

Additional information for health care staff at the camp:

Signature of Licensed Medical Personnel:

Printed: Title:
Address: City: State: Zip:
Phone: Date:
FOR CAMP USE ONLY:
SCREENING RECORD
Date screened: Time: a.m. p.m.

Meds Received:

Updates/additions to health history noted:

Current health needs identified:

Yes No None required

Observational notes:

Screened by:
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COLORADO LAW REQUIRES THIS FORM BE COMPLETED AND PROVIDED TO THE CAMP

Name ___ __Date of Birth

Parent/Guardian

COLORADO DEPARTMENT OF PUBLIC HEALTH AND ENVIRONMENT—CERTIFICATE OF IMMUNIZATION

VACCINE Enter date each immunization was given
——
Diphthena-Tetanus-Pertussis
DTP/DTaP (see footnote “c” below)
Td/DT Tetanus-Diphtheria
OPVI/IPV Polio
: : : Required for children < 5 yrs.
Hib Haemophilus influenzae type b of age. See footnote T below
Measles Measles Varicella and the first MMR cannot be given more than four days
before the first birthday to be considered valid for school
M M requirements.
umps umps Wiritten evidence of laboratory tests showing immunity to measles,
mumps, rubella, polio and hepatitis B is acceptable. Attach written proof
Rubella Rubella to this Certificate, or record test results and dates in the boxes at left.
HB Hepatitis B
3 : History of disease. Yes year (optional) _
Varicella Chickenpox {See ote -e” below)
Other

To the best of my knowledge, the person named above has received the above immunizations.

Signed Title Date
(Physician, nurse or school health authonty)

Name Date of Birth

STATEMENT OF EXEMPTION TO IMMUNIZATION LAW

IN THE EVENT OF AN OUTBREAK, EXEMPTED PERSONS MAY BE SUBJECT TO
EXCLUSION FROM SCHOOL AND QUARANTINE.

MEDICAL EXEMPTION: The physical condition of the above named person is such that immunization would endanger life or
health, or is medically contraindicated due to other medical conditions.

Medical exemption to the following vaccine(s).

Signed = 2 ey PERE e o = o Optional to list:__ -
(Physician)

RELIGIOUS EXEMPTION: Parent or guardian of the above named person or the person himself/herself is an adherent to a
religious belief opposed to immunizations.

Religious exemption to the following vaccine(s).

Signed Date Optional to list:
(Parent. guardian, emancipated student/consenting minor)

PERSONAL EXEMPTION: Parent or guardian of the above named person or the person himself/herself is an adherent to a
personal belief opposed to immunizations.

Personal exemption to the following vaccine(s).

Signed Date Optional to list:

(Parent, guardian, emancipated student/consenting minor) CDPHE-PSD-IMM 67375B14-RC10 7/02
Revised July 2002




