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   2022 Camper Medical Form	     *Due March 31st

· MEDICAL PRACTITIONER MUST VERIFY IMMUNIZATIONS ARE UP-TO-DATE INCLUDING COVID (section VIII).Instructions 
1. Have the child’s doctor complete and sign this form.  Sections II - III are specific to a child with a cancer diagnosis.
2. For a CHILD WITH A CANCER DIAGNOSIS: please include the most recent clinic notes.
3. Fax forms and clinic notes to 888-755-7365 or upload to the UltraCamp Document Center (under ‘Additional Options’ in the top menu bar). 







I. GENERAL INFORMATION

Camper Name:	_________________________________________	Date of Birth: __ __ / __ __ / __ __ __ __ 

Parent Name(s): ________________________________________	Phone Number: (_____) _____ - _________

NAME, PHONE NUMBER, and AFTER-HOURS NUMBER for the following:
Primary Physician:	____________________________________________________________________________
			Hospital Affiliation: ___________________________________________________________________
[Child with Cancer Diagnosis]
Lead Specialist: 	____________________________________________________________________________
			Hospital Affiliation: ___________________________________________________________________

Pharmacy:		____________________________________________________________________________

*************************SECTIONS II - III for CHILD WITH A CANCER DIAGNOSIS ONLY **************************
II. DIAGNOSIS

Primary Diagnosis:  ________________________________________________        Date of Diagnosis:  __ __ / __ __ / __ __ __ __ 
            	             										
Secondary Diagnoses:  _______________________________________________________________________________________

Disease Status:  _________________________________________        Date of Relapse (if applicable):  __ __ / __ __ / __ __ __ __

III. TREATMENT

Is the child still on treatment?	YES	     NO	   If NO, date treatment completed:  __ __ / __ __ / __ __ __ __

If YES, please give details and dates of last chemotherapy (name, dose) and/or radiation (location):  ________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

Has the child had a stem cell transplant?	YES	     NO	If YES, please specify:	Autologous	Allogenic 
Transplant Date (if applicable):  __ __ / __ __ / __ __ __ __

Please list any pertinent long-term side effects of the child’s treatment or disease: ______________________________________
_________________________________________________________________________________________________________

Does the child have the following?		Port	     External Catheter/Line (Broviac, Hickman, dialysis catheter, etc.)

For external lines, please provide instructions for flushing (necessary supplies—dressing, heparin, flushes—must be sent to camp with the child).  Additionally, please provide any special instructions for bathing and water activities/swimming.
__________________________________________________________________________________________________________________________________________________________________________________________________________________


IV. SURGERIES / HOSPITALIZATIONS

Major Surgeries (include dates):  ______________________________________________________________________________
_________________________________________________________________________________________________________

Hospitalizations in the last 6 months (dates and condition): ________________________________________________________
_________________________________________________________________________________________________________




V. HEALTH ISSUES

Please check any categories in which the child has health issues:

 Diabetes           Kidneys/Liver           Digestive/Urinary           Cardiac           Respiratory           Orthopedic
 Neurological/Seizures                           Balance/Vision/Hearing/Speech	     Skin/Endocrine/Behavioral

Please explain (attach separate sheet if necessary): 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is the child’s development appropriate for his/her age?	   YES         NO

If NO, at what age does the child function?  ______________________________________________________________

VI. DRUG ALLERGIES / CONTRAINDICATIONS

Is the child prohibited from receiving any of the following, should it be necessary?

Acetaminophen		  Ibuprofen		  Diphenhydramine	  Sunscreen
  Calcium Carbonate		  Oxygen		  Ondansetron		   Topical Antibiotic Ointment

Seasonal Allergy Drugs (List here: __________________________________________________________________________)

Is the child allergic to or prohibited from receiving any other drugs?	   YES         NO

If YES, please list here: _______________________________________________________________________________________

VII. OTHER CONCERNS

Camp is at 8,500 ft. above sea level.  Are there any restrictions due to elevation?	   YES         NO
	
Notes: ____________________________________________________________________________________________

List any other concerns, limitations, or extra supervision needs regarding participation in camp activities: ___________________
_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________


VIII. PROOF OF IMMUNIZATION - REQUIRED

Immunizations are required to participate in Camp Wapiyapi.  The medical team will review medical contraindications due to current or recent chemotherapy/radiation with documentation from their oncologist and advise regarding possible participation.

I certify that this child is up to date on his/her immunization according to the child’s immunization record.

This child is not up to date on his/her immunizations due to current/recent treatment.

Comments: ______________________________________________________________________________________________
      ______________________________________________________________________________________________
________________________________________	_________________________________	      __ __ / __ __ / __ __ __ __
PRINTED NAME/STAMP (MD/DO/PA/PN)		SIGNATURE				      DATE

      ______________________________________________________________________________________________
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