[image: image1.png]Massachusetts Department of Public Health
CERTIFICATE OF IMMUNIZATION

Name
Date of Birth / / Sex: O female O male
Vaccine Date Vaccine Date
Hepatitis B 1 Hib 1
2 2
3 3
DTaP | DT Td 1 4
2 MMR 1
3 2
4 Varicella 1
5 2
6 Hepatitis A 1
7 2
14 1 PPV23 (Pneumococcal 1
2 polysaccaride 23-valent) 2
3 Influenza 1
4 2
PCV7 (Pneumococcal 1 3
conjugate 7-valent) 2 Other:
3
4
Serologic Proof
of Immunity Check One Chickenpox History
Test (if done) Date of Test Positive | Negative Check the box if this person has a physician-certified
Measles /A reliable history of chickenpox.
Mumps / / Reliable history may be based on:
Rubella / /  physician interpretation of parent/guardian description of
Varicella* 1 chickenpox
Hepatitis B / /  physical diagnosis of chickenpox, or
* Must also 4 Chickenpox History box. © serologic proof of immunity

| certify that this immunization information was transferred from the above-named individual’s medical records.

Doctor or nurse’s name (please print) Date: / !

Signature:

Facility name:

Certificate of Immunization April 2001



Health History Form – To Be filled out by Parents


Name of Child ___________________________________
Date of Birth _______ Sex ___ 

Street Address ________________________________________ 
Town ________________ Zip ________

Parent or Guardian Name _______________________________  
Home Phone ______________________

Work Phone __________________________________________
Cell Phone ________________________

Parent or Guardian Name _____________________ Parent or Guardian Name ________________________

Home Phone _______________________________
Home Phone __________________________________

Work Phone _______________________________
Work Phone ___________________________________

Cell Phone ________________________________
Cell Phone ____________________________________

In case that we are unable to reach parent of guardian;

Emergency Contact Person ___________________
Emergency Contact Person ___________________

Home Phone ______________________________
Home Phone ______________________________

Work Phone  ______________________________
Work Phone  ______________________________

Cell Phone ________________________________
Cell Phone ________________________________

Is your child under the care of a physician for any health-related concerns, i.e. allergies, diabetes, epilepsy? _______________________________________________________________________________________

Are there activities that your child can not participate in or will be limited in? _________________________

Is there any other health information you feel that the camp staff should know about (allergies, dietary restrictions, etc.)? ________________________________________________________________________

Current Medication(s) (including Epi-pens and inhalers) _________________________________________ Please note medications to be given at camp on the Medication Administration form, which must be completed prior to admittance to camp.

Child’s Doctor _____________________________________ Phone ________________________________

Health Insurance Provider __________________________ Policy # ________________________________

Child’s Dentist _____________________________________ Phone _______________________________

Dental Insurance Provider __________________________ Policy # ________________________________

Immunization History: State Board of Health guidelines require that camps have on file a Certificate of Immunization History form each camper’s doctor.

Emergency Care Authorization: In the event I cannot be reached in an emergency, I authorize Elm Summer Camp to administer First Aide and secure medical care.  I give permission to the treating physician, chosen by ELM, to hospitalize, secure proper treatment for, and order X – rays, tests, injections anesthesia or surgery for my child.  This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists concurring in the necessity for such surgery are obtained prior to the performance of such surgery.  This form will be photocopied for Field Trips.

Signature of Parent of Guardian ______________________________________ Date __________________ 

Physician Health Examination Form
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This form is to be filled out by a licensed physician, unless there is a standard camp 
form used by the physician.  

Name of camper: __________________________
I have examined this child in the last 24 months  ______

Date of last examination _____________________
Is this child up to date with immunizations? __________

Date of last Tetanus booster (if applicable) ___________

This child is under the care of a physician for the following conditions; (i.e. epilepsy, diabetes, ADD);

Current treatment and medication(s): _________________________________________________________

In my opinion, this child’s health does _____ / does not _________  preclude his / her participation in an active camp program.

Recommendations and/or Restrictions while at Elm Summer Camp:

Treatment to be continued at the summer camp: (All medications given at camp must be on a Medication Administration form)  ________________________________________________________________________

Dietary Restrictions: ______________________________________________________________________

Medications to be administered at summer camp ( with times and dosages): __________________________

Allergies ( food, drugs, plants, insects, etc.) ____________________________________________________

Additional health information:

Examining Physician _______________________________
Print Name _______________________

Address ________________________________________________________________________________

Phone ______________________________________________________________________
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