Important Information regarding Camp Berea’s Health Care Policies

As you prepare for your child’s upcoming camp session at Camp Berea we ask that you please review
the following list of health requirements and policies.
It is of the utmost importance that all required forms are completed and returned to Camp Berea
7 days prior to the enrolled camp session. Your promptness will be appreciated and allow for all forms to
be reviewed prior to you child’s arrival.

Health Forms
When completing the required paperwork please feel free to call Camp Berea with any questions. (603-
744-6344)

IMPORTANT: Please be sure all forms are dated and signed appropriately.

We recommend you make a copy of all forms prior to returning them to camp in the unforeseen
event they are lost in the mail.

The state requires that all campers have a physical exam signed and dated by a physician within 24
months of the camp session. The last page of our health form may be replaced with a signed sports
physical form or generic physical exam form from your Doctor’s Office. If your child was here last
year AND had a physical within the past 2 years, you do not need to get the last page filled out; we
have a valid Doctor’s signature on file.

Please include a photocopy of your insurance card

The immunization section is only a record of the dates of your child’s last immunizations. Simply fill
out all the spaces that apply to your child.

Medication
Any medications (over-the-counter or prescription) brought to camp must be checked in with the
nurse at the Health Center and must be in the original container with the child’s name on it. No
medication is allowed to be kept by the camper or counselor in the cabin.
If your child is coming with daily medications, please ask your pharmacist about putting
them in a pre-packaged blister pack to bring to camp.

Inhalers/Epi-pens

Any campers requiring the use of emergency inhalers/Epi-pens while at camp must have the
appropriate enclosed authorization form completed in full, dated and signed by a parent/guardian and
physician. We require that you send an additional inhaler/epi-pen to be kept as backup in the Health
Center.

Parental Notification
We also believe that you as a parent should be notified if you child stays in the Health Center for
more than 24 hours, if they require evaluation by an MD, or in the event of an emergency. If you
receive a call regarding a medical issue do not be alarmed. It is likely just a courtesy call. If in fact there
is an emergency, we will leave a message indicating it is an emergency.

Thank you for your cooperation in helping us make your child’s camp experience as positive and healthy as possible.

The Health Center at Camp Berea



CAMP BEREA HEALTH FORM - 2008
Completed health forms are due at least two weeks prior to your child’s camp session. Children will
not be accepted without a completed health form. ) BT 2 1
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IMPORTANT — THE FOLLOWING MUST BE COMPLETE FOR ATTENDANCE

PERMISSION TO PROVIDE NECESSARY TREATMENT OR EMERGENCY CARE3 I hereby give permission to the medical
personnel selected by the camp director to order X-rays, routine tests, treatment; to release any records necessary for insurance
purposes; and to provide or arrange necessary related transportation for me/or my child. In the event I cannot be reached in an
emergency, I hereby give permission to the physician selected by the camp director to secure and administer treatment, including
hospitalization or surgery, for the person named above. This completed form may be photocopied for trips out of camp.

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: (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.
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Please provide necessary insurance information and a photocopy of a health card (required)
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If your child is on any behavior modification medications, please be aware of the following:
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This person takes NO medications on a routine basis.
This person takes medications as follows:
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Attach additional pages for more medications.
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Please explain any “yes” answers, noting the number of the questions.
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Explain any restrictions to activity (e.g. what cannot be done, what adaptation or limitations are necessary)

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




Name

Current NH State Law require a physician’s report of physical examination. It may be performed
any time in the 24 months preceding the camper’s departure date. A physician must complete this

page.

PHYSICIAN’S REPORT OF PHYSICAL EXAMINATION
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Recommendations and Restrictions at Camp
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FOR CAMP USE ONLY

Screening Record
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