[image: ] 2022 Volunteer Medical Form	    *Due March 31st

Instructions: A physician, PA, or NP must fill out, verify immunizations are up-to-date, sign, AND date this form.  
Fax to 888-755-7365 or upload to the Ultra Camp Document Center (located under ‘Additional Options’ in the top menu bar).








I. GENERAL INFORMATIONVolunteer Name: ________________________________________	Date of Birth:  __ __ / __ __ / __ __ __ __
            	             m   m       d	   d         y    y     y    y

                                                                              PHONE NUMBER

Emergency Contact:	________________________________________________	(_____) _____ - _________

Primary Physician:	________________________________________________	(_____) _____ - _________

Pharmacy:		________________________________________________	(_____) _____ - _________




 	






II. HEALTH CONCERNS

Please check any categories in which the individual 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): 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

III. SURGERIES / HOSPITALIZATIONS

Major Surgeries and Hospitalizations (include dates):  
_______________________________________________________________________________________________
_______________________________________________________________________________________________

IV. DIETARY INFORMATION

Food Allergies:	   YES         NO
If YES, please list here: _______________________________________________________________________________________

Special Diet:	Vegetarian		Gluten-Free		Vegan	Other

Additional Information:  ____________________________________________________________________________________

V. DRUG ALLERGIES/CONTRAINDICATIONS

Is this individual 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 individual allergic to or prohibited from receiving any other drugs?		   YES         NO

If YES, please list here: _______________________________________________________________________________________


VI. MEDICATIONS
Do you have/use any of the following?

EMERGENCY INHALER      EPI-PEN      OXYGEN      INSULIN PUMP/CGM      PACEMAKER      CATHETER/PORT

* If you have more than 5 medications, please attach a separate page.

	Medication Name
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



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

Are there any other concerns or limitations regarding camp attendance or activities?	   YES         NO 

If YES, please list here: ______________________________________________________________________________________

VIII. PROOF OF IMMUNIZATION – REQUIRED 

A licensed medical practitioner must verify that the individual’s immunizations are up to date according to his/her immunization record.  Our childcare license with the State of Colorado requires a current copy of the immunization record to be kept on file.  Please submit immunization record and a copy, front and back, of your COVID vaccine record via UltraCamp.
*If a record is unavailable or the individual was born before 1957, titers must be drawn to show immunity and/or vaccinations must be administered.  Exceptions are only made medical contraindications due to chemotherapy/radiation.


I certify that this individual is up to date on the immunizations listed above.
This individual is not up to date on his/her immunizations due to current/recent cancer treatment.

Comments: ______________________________________________________________________________________________
      ______________________________________________________________________________________________
      ______________________________________________________________________________________________
This individual is cleared to participate as a member of the volunteer camp staff at Camp Wapiyapi.


________________________________________	_________________________________	      __ __ / __ __ / __ __ __ __
PRINTED NAME/STAMP (Physician, PA, or NP)	SIGNATURE				      DATE
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