
The Salvation Army              Health Examination Form  For Children, Youth, and Adults 
 
Name:____________________________________________   Birthdate:_________________    Sex:_______    Age: _______ 
 Last  First  Initial  
 
Child’s Social Security #:__________________________   Parent or Guardian:_________________________________________ 
 
Home Address:___________________________________________________________    Phone:__________________________ 
  Number & Street  City          State  Zip    (Area Code) Number 
 
Work Address:___________________________________________________________    Phone:__________________________ 
  Number & Street  City          State  Zip    (Area Code) Number 
 
If not available in an emergency, contact: 
 
Name:____________________________________________________     Relationship:__________________________________ 
 
Address:_______________________________________________________________    Phone:__________________________ 
  Number & Street  City          State  Zip    (Area Code) Number 

Medical Examination -  To be filled out by a Licensed Physician 
 

I have examined the above named camp applicant within the last 12 months:   Date of Examination:____________________ 
 
Height:__________     Weight:___________     Blood Pressure:__________ HgB Test:___________ Urinalysis:___________ 
 
Eyes:_________     Ears:_________     Nose:________     Throat:________     Teeth:________    Skin:________ Heart:_________ 
 
Head(Lice?):___________     Posture/Spine:___________     Lungs(Asthma?):___________     Abdomen:____________ 
 
Current Treatment; include medications:______________________________________________________________________ 
 
Recommendations (Please check those which apply): 
 
_____ Special Medicine _____ Is medicine being sent to camp?  Specify:______________________________________ 
 
_____ Allergies     _____ Special Diet     _____ Strenuous Exercise     _____ Swimming/Diving     _____ Other; specify below 
 
Explanations/Comments:_________________________________________________________________________________ 
 

I have examined the person herein described and have reviewed his/her health history. It is my opinion that he/she is 
physically able to engage in camp activities, except as noted above. 
 
X___________________________________________________  _________________________________ 
    Doctor’s Signature       Date 
 
Address:_______________________________________________________________    Phone:__________________________ 
  Number & Street  City          State  Zip    (Area Code) Number 
 
This health history is correct so far as I know, and the person herein described has my permission to engage in all 
prescribed camp activities, except as noted. Authorization for treatment: In the event of medical necessity, I hereby give 
permission to all medical personnel selected by the Camp Director to order X-rays, routine tests, treatment; release any 
necessary records for insurance purposes; and arrange necessary transportation for the person herein described. 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, for my child as named above. This completed form may be 
photocopied for trips out of camp. 
 
X____________________________________________________  ___________________________________ 
   Signature of Parent/Guardian       Date 
 

Reverse Side of Form MUST be Completed  



Health History 
Check – Give approximate dates 

 
                    _______ Frequent Ear Infections  Date/s:________________________________ 
  
     _______ Heart Defect/Disease      Date/s:________________________________ 
 
     _______ Convulsions       Date/s:________________________________ 
 
                  _______ Diabetes       Date/s:________________________________ 
 
    _______ Bleeding/Clotting disorders Date/s:________________________________ 
 
    _______ Hypertension   Date/s:________________________________ 
 
    _______ Mononucleosis  Date/s:________________________________ 
 

Has this person required any psychiatric counseling or hospitalization? ________________________ 
 
Operations or Serious Injuries (w/Dates):___________________________________________________________________ 
 
Disability or Chronic recurring illness:______________________________________________________________________ 
 
Activities encouraged or limited by physician:_______________________________________________________________ 
 
Other diseases and details from above:____________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
Name of Dentist:_____________________________________________ Phone:______________________________ 
 
Name of Family Physician: _____________________________________ Phone:______________________________ 
 
Date of last physical examination:_______________________________ 
 
Do you carry family medical/health insurance:    YES  NO 
 
If so, please indicate: Carrier:_______________________________ Policy#:_____________________________ 
 
For Females: 
 
Has this person menstruated? _________     Is cycle normal? ________     If not, has she been told about it? ________ 
 
Special consideration:_________________________________________________________________________________ 

 
 

Immunization History 
Vaccines Year of Basic Immunization Year of Last Booster 

DPT:   Diphtheria 
           Pertussis (Whopping Cough) 
           Tetanus 

1 
2 
3 

1 
2 
 

TD:      Tetanus 
            Diphtheria 

  

Oral Polio (Sabin   TOPV   
Injectable Polio  (Salk)   
MMR: Measles, Mumps, Rubella   
Tuberculin Test  (most recent date)   
Haemophilus Influenza (HIB)   
Hepatitis B   
Varicella:  Chicken Pox   
Other:   

Reverse Side of Form MUST be Completed 
 


