Name ________________________________________________________________
The Stony Brook School
Summer Programs Medical Form
This form must be on file in the Summer                               Please return to:                  The Stony Brook School Summer Programs                                                   

Programs office before a child may begin camp.                                                            1 Chapman Parkway, Stony Brook, NY 11790
This will be strictly enforced.                                                                                   Phone 631-751-1800 Ext. 595     FAX 631-751-7944
Instructions:
1. Parent fill out Sections A and B and sign below.
2. Physician fill out Sections C and D and sign at bottom.

3. Use this form only; additional copies are available at www.stonybrookschool.org
A. Information            Sessions:  A___________________           B___________________   
          C__________________

     (Write Program Name)


        Weeks: I___________   II___________       III___________   IV___________      V__________  VI__________ 
Birthday: ______________   Gender: _______    Age: ______
Home Address: ________________________________________________     City: _______________________________________  
E-Mail Address: ________________________________________________     State: _________   Zip: _______________________
Parent or Guardian: _____________________________________________     Home Phone: _______________________________
Cell Phone: _________________________________________     Work Phone: __________________________________________

Second Parent or Guardian:  _____________________________________     Home Phone: ________________________________
Cell Phone: _________________________________________      Work Phone: _________________________________________
If not available in emergency please notify: ______________________________________   Relationship: _____________________
Home Phone: ________________________   Cell Phone: ___________________________   Work Phone: ____________________
B. Health History

_ Inhaler at Camp   *Please bring it to the nurse along with any other medications to discuss administration.

Conditions                                             Operations or Serious Injuries (dates)_________________________________________________
              _ Asthma





_ Bleeding/Clotting Disorders                   Chronic or Recurring Illness or Medical Condition________________________________________
_ Convulsions




_ Diabetes                                                Dietary restrictions________________________________________________________________
_ Frequent Ear Infections                           

_ Heart Defect/Disease                            Name of Physician:_________________________________   Phone________________________ 
_ Mononucleosis                                        

                                                                Name of Dentist:____________________________________   Phone________________________

Allergies  ** If your child has a               Do you Carry Medical/Hospital Insurance? Yes or No (Circle one) 

serious allergy, please call the


camp nurse to specify the                        If so, carrier:__________________________________ Policy/Group #_______________________ 

nature of the allergy.                                               





For Female: Has this camper menstruated?  Yes or No (Circle one)
_ Hay Fever


If not, has she been told about it?                   Yes or No (Circle one)
_ Insect Stings                                           If so, is her menstrual history normal?               Yes or No (Circle one)  
_ Penicillin                                                 Special Consideration_______________________________________________________________
_ Other Drugs
_ Poison Ivy/Oak                                        Other Health Related Information or Suggestions_________________________________________

_ Food                                                     

_ Other                                                      _______________________________________________________________________________
Authorization for Treatment: I hereby give permission to the medical personnel selected by the Summer Programs Director to order X-rays, routine tests, treatment, and necessary related transportation for me and/or my child.  In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the Summer Programs Director to secure and administer treatment, including hospitalization, for the child named above. This form may be photocopied for trips off campus.

Signature of Parent or Guardian:________________________________________________________   
Date:____________________________

C.  Immunization History
Please record the date (month and year) of required immunizations and most recent booster doses.
	Vaccines
	Year of Basic Immunization
	Year of Last Booster

	Diphtheria
	 
	 

	Pertussis (Whooping Cough) DPT, or Tetanus
	 
	 

	Tetanus
	 
	 

	Diphtheria   DT or Tetanus
	 
	 

	Oral Polio (Sabin) TOPV
	 
	 

	Injectable Polio (Salk)
	 
	 

	Measles (hard, red, rubella)
	 
	 

	Mumps
	 
	 

	Rubella (German Measles, 3-day measles)
	 
	 

	Tuberculin Test (most recent)
	 
	 

	Haemophilus Influenza (HIB)
	 
	 

	Hepatitis B
	 
	 

	Varicella (Chicken Pox)
	 
	 


D. Health Examination by a Licensed Physician

(A copy of the physician's own form, showing examination after July 1st of last year, and the physician's signature, may be attached).

I have examined_________________________________within the past year.
  Date examined: ____________________________
In my opinion, the applicant's condition    does  or  does not  (circle one) preclude his/her participation in an active program.

Height______________________________
Weight___________________        Blood Pressure_______________________
The applicant is under the care of a physician for the following condition(s):_______________________________________________
Current treatment (include current medications): ____________________________________________________________________
Explanation of any reported loss of conscious, convulsion, or concussion: _______________________________________________
Does the applicant have Epilepsy?   Yes or No   (circle one)      Diabetes?    Yes or No   (circle one)
Recommendations and Restrictions
Any treatment to be continued during the program: ____________________________________________________________
Activities to be encouraged or limited: ______________________________________________________________________ 

Any dietary restrictions: _________________________________________________________________________________
Any allergies (food, drugs, plants, insects, etc.):_______________________________________________________________ 
Any medication to be administered (specific dosage, time and instructions): _________________________________________

Both the parent or guardian and the physician's signature are necessary for medication authorization.
Physician's signature: ___________________________________________________________________________________
Parent/Guardian's signature: ______________________________________________________________________________
Additional information__________________________________________________________________________________________
Licensed Physician's Signature: _____________________________________________________   Date: ____________________
Address: _________________________________________________________________    Phone:_________________________

Date of completion:__________________________________________      By:___________________________________________







