Physician / Medication Form — To be completed by a Licensed Physician Only

Pennsylvania Lions Beacon Lodge Camp
114 State Route 103 South, Mount Union, Pa 17066-9601
Phone: (814) 542-2511
E-Mail: Office@Beaconlodge.Org Website: www.BeaconLodge.org
TO BE COMPLETED AND SIGNED BY A LICENSED PHYSICIAN
Please complete all information on this medical form. Review immunizations for youth under 19: tetanus and diphtheria toxoids, measles, mumps, &
rubella vaccines; trivalent oral polio vaccine are required. Adults are required to have tetanus booster within 10 years. A TB Booster shot is at the

discretion of the doctor. All campers should be immunized for Hepatitis. The camper may participate in strenuous activities, including one or more of the
following: athletic competition, hiking, boating, outdoor activities, Zip Lining, etc.

Camper Name: DOB: - -
Telephone Number: ( ) Parent/Legal Guardian:

[OMale OCFemale Eye Color: CJAmber [IBlue [CIBrown LGray [1Green [JHazel (JRed Hair Color:

Height: Weight: Pulse: Blood Pressure:

Medical Diagnosis and Health History
The camper is diagnosed with the following: (Check the box for each Yes statement.)

OO0 ADD/ADHD O  Hearing Impairment/Deaf
O  AIDS/ARC/HIV O  Intellectually Challenged:
O  Asthma/ Emphysema: O Uses Rescue Inhaler O Mild O Moderate O Severe [ Profound
O  Autism Spectrum Disorder O IDD: [ Mild OO Moderate 1 Severe [ Profound
O Cancer O  Muscular Dystrophy
O Cerebral Palsy O Psychological Disorder: (Please explain)
O Diabetes: [ insulin dependent O non-insulin O  Seizures: Date of Last Seizure: / /
O  Visual Impairment/Blindness O  Speech Disorder
O Down Syndrome O  Spina-bifida
O Epilepsy O  Multiple Sclerosis
O Fetal Alcohol Spectrum Disorder O  Other
Disability Diagnosis:
Eye History/ Disabilities Diagnosis:
1. 2. 3.
Best Corrected Vision:  Right Eye: Left Eye:
Hearing History/Disabilities Diagnosis:
1. 2. 3.
Hearing dB: Right Ear: Left Ear:

General Health History: Check "Yes" or "No" for each statement. Explain the “Yes” answers below.
Has/Does the camper:

1. Ever been hospitalized? ... UYesUNo 4y Had fainting, blackouts, or dizziness? ................ O Yes O No
2. Bverhadsurgery? ... LYesLINo 415 passed out/had chest pain during exercise? ....... O Yes O No
3. Have recurrent/chronic illness(€s)? .................... LYesLINo 46 Have problems with falling asleep/sleepwalking? O Yes 00 No
4. Have recurrent/chronic disease/condition(s)? .........  OYesNo 47 pave NigGhtMares/TErrors? .........ovvvovevereverenn O Yes I No
5. Had a recent infectious disease? ...........ccc.eeeeunneen. OYes ONO 43 Ever had back/neck OrOBIEMS? v O Yes [ No
6. Ever had Rheumatic Fever? ..........c..cooeiiiininnennn O Yes [ No 19. Have ArhItS? oo O Yes I No
7. Hadarecentinjury? ... OYesUNo 54 Have a Stomach/Bowel Disorder? ................... 0 Yes [ No
8. Had wheezing/shortness of breath? .................... HYesINo 51 Have problems with diarrhea/constipation? ......... O Yes O No
9. Have a Respiratory Ailment/Disorder? ................... LIYeSLINO 55 |nCONtINENCE? v-veveeeeeeeeeeseeeeeee e 0 Yes O No
10. Have headaches/migraines? .........c..ccovvevirienneennns O Yes [ No 23. Have a history of bedWetting? ..............c.......... O Yes O No
11. Have @ CoNCUSSION? .......cevuniiiiiieeiei e e OYesONo 54 female, have problems with menstruation? ...... O Yes I No
12. Have any skin/gland disorders? ..............ccceeeeenne. OYesUNO 55 Traveled outside the country in the past 9 months? O Yes [ No
13. Have a Bleeding disorder? ...........ccccoeiiiiiiinnene OYes ONoO  ~ountries and dates visited:

Please explain “Yes” answers in the following section on the next page, noting the number of the question(s).


mailto:office@beaconlodge.org

Please provide in the space below any answers from above and any additional information about the camper’s health that you think is important or
that may affect the camper’s ability to participate fully in the camp program. Attach additional information/pages if needed.

Mental, Emotional, and Social Health: Check "Yes" or "No" for each statement.

Has the camper:

1. Ever been diagnosed and treated for anxiety Or dEPreSSIONT .......cu.eniiiei e OYes [ONo
2. Ever been treated for emotional or behavioral difficulties or an eating disorder?............cccooiiiiiiiini e LYes [INo
3. During the past 12 months, seen a professional to address mental/emotional health concerns?................cccooiiiiiiiiiineen. [Yes [INo
4. Had a significant life event that continues to affect the camper's [Ife?..........oco i OYes [INo

(History of abuse, death of a loved one, family change, adoption, foster care, new sibling, survived a disaster, etc.)
Please explain “Yes” answers in the space above, noting the number of the questions. The camp may contact you for additional information.

Allergies: [INo known allergies. [JThis camper is allergic to: [JFood [Medicine [The environment (insect stings, hay fever, etc.) [Other
(Please describe below what the camper is allergic to and the reaction seen.)

Medically Required Diet, Nutrition: This camper requires a: [JReqgular diet []Diabetic diet [1Gluten-Free diet [JSpecial diet (Please explain below)

Restrictions: [ | have reviewed the program and activities of the camp and feel the camper can participate without restrictions.

| have reviewed the program and activities of the camp and feel the camper can patrticipate with the following restrictions or adaptations.
(Please describe below.) (Campers will spend much of their day in the sun, please note if the camper has any sun restrictions.)




Physician / Medication Form — To be completed by a Licensed Physician Only

Immunization History:

Provide the month and year for each immunization. Starred (*) immunizations/vaccines must be current, regardless of age.

**Required immunizations/’vaccines for individuals under the age of 18.

Copies of immunization forms from healthcare providers or state or local government agencies are acceptable; please attach them to this form.

Dose 2
Month/Year

Dose 1
Month/Year

Immunization

Dose 4
Month/Year

Dose 5
Month/Year

Dose 3
Month/Year

**Diptheria, tetanus, pertussis
(DTaP) or (TdaP)

*Tetanus booster (dT)
or (TdaP)

**Mumps, measles, rubella (MMR)

“*Polio (IPV)

Haemophilus influenzae type B
(HIB)

Pneumococcal
(PCV)

Hepatitis B

Hepatitis A

\aricella Had chicken pox

(chicken pox) Date:

Meningococcal meningitis
(MCV4)

Tuberculosis (TB) test type: Date:

Negative Positive

If the camper has not been fully immunized, please have the parent/legal guardian/caregiver agree to and sign the following statement in the

witness of the licensed medical personnel:

[ l understand and accept the camper’s risks from not being fully immunized.

Signature of Custodial
Parent/Guardian:

Relationship

Date: to Camper:

Date: Title:

Witness Signature:

Medication:

OThis camper will not take any daily medications while attending camp.

OThis camper will take the following daily medication(s) listed on the next age while at camp:

"Medication" is any substance a person takes to maintain and/or improve their health. This includes vitamins & natural remedies.
Please review camp instructions about the required packaging/containers. Beacon Lodge requires Doc-U-Dose or original pharmacy

containers with complete labels that show the camper’s name, medication name, dosage, times, and how the medication should be given.

Enough of each medication must be provided to last the entire time the camper will be at camp.

The following non-prescription medications may be stocked in the camp Health Center and are used on an as-needed basis to manage illness and
injury. Cross out those the camper cannot be given due to medical reasons.

Acetaminophen (Tylenol)

Aloe

Antihistamines - Allergy medicine (Diphenhydramine, Benadryl)
ASA-Acetylsalicylic Acid (Aspirin)

Bismuth subsalicylate — Anti-Diarrheal (Pepto-Bismol, Kaopectate)
Calcium Carbonate - Antacids (Tums)

Dextromethorphan - Nighttime Cough Syrup (Robitussin DM)
Guaifenesin - Cough Syrup (Robitussin)

Hydrocortisone Cream - Anti-ltch/Sting Swabs (Cortaid/Cortizone)
Ibuprofen (Advil, Motrin)

DEET - Insect Repellent — (OFF, Repel)

Menthol - Cough Drops (Halls)

Neomycin/polymyxin B/bacitracin - Triple Antibiotic Cream (Neosporin)
Permethrine - Lice Shampoo or Cream (Nix, Elimite)

Phenol or Benzocaine - Sore Throat Spray (Chloraseptic, Cepocal)
Phenylephrine - Decongestant/Expectorant (Sudafed PE)
Pseudoephedrine -Decongestant (Sudafed)

Sennosides - Laxatives for constipation (Ex-Lax, Senokot)

Sunburn Spray (Solarcaine)

Sunscreen

Zinc oxide and Iron oxide (Calamine Lotion)

Most Recent Dose
Month/Year




Camper Prescription Medication(s)

Form (liquid,
pill, injection, 8 12 5 8  Other
Name of Medication Dosage etc.) Reason for Taking AM _Noon PM _PM _ Times

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

O O O O

If the camper is taking medication prescribed by several physicians, each prescribing physician must sign the medication sheet. If the physician prints off
a list of the camper’s medication and attaches it to this form, the prescribing physician must still sign this form.

D | 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 the Beacon Lodge Camp program, except as noted in the Restricted section.

Name of Primary Licensed Physician (please print): Signature:
Office Address

Street City State Zip Code
Telephone: ( ) Fax ( ) Date:

Other Prescribing Physicians:

Physician Name Physician Name
Phone # Phone #
Fax # Fax #

Signature Signature




