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White	Memorial	Camp	-	1271	S.	1050	Rd.	Council	Grove,	Ks	66846.	 Office:	620-767-5165		 Fax:	620-767-7244	 E-mail:	Office@whitememorialcamp.com	

Medical Examination Form  
Health	exam	must	be	completed	by	approved	licensed	medical	personnel	at	least	every	two	years.	(Parent/Guardian	may	complete	the	following	information).	

Name	of	Camper	_______________________________	Date	of	Birth__________	Sex:	_______	Camp	Session	Dates:________________		

Custodial	Parent/Guardian	Name________________________________________________________	 Phone:	(_______)__________________		

HEALTH	CARE	RECOMMENDATIONS	BY	LICENSED	MEDICAL	PERSONNEL	
I	examined	the	above	camp	participant	on	Date:	________________	In	my	opinion,	the	above	applicant	(choose	one)	
	____is	able	to	fully	participate;		
____is	able	to	participate	with	the	limitations	detailed	below;		
______is	not	able	to	participate	in	an	active	camp	program.	
	
Date	of	most	recent	physical:______________________	Weight______	ibs	 Height____	ft	_____in	 Blood	Pressure	_____/_____	

The	applicant	is	under	the	care	of	a	physician	for	the	following	conditions:	
	
	
	
Treatment	to	be	continued	at	camp:	
	
	
	
Medications	to	be	administered	at	camp:	
	Name	of	Medication	 Date	Started	 Reason	for	taking	 When	it	is	given	 Amount	of	dosage	 How	it	is	given	
	
	
	
	

	 	 __Breakfast	
__Lunch	
__Dinner	
__Bedtime	
__Other	

	 	

	
	
	
	

	 	 __Breakfast	
__Lunch	
__Dinner	
__Bedtime	
__Other	

	 	

	
	
	
	

	 	 __Breakfast	
__Lunch	
__Dinner	
__Bedtime	
__Other	

	 	

	
	
	
	

	 	 __Breakfast	
__Lunch	
__Dinner	
__Bedtime	
__Other	

	 	

Any	medically-prescribed	meal	plan	or	dietary	restrictions:	
	
	
	
Known	allergies:	
	
	
	
Description	of	any	limitation	or	restriction	on	camp	activities:	
	
	
	
Additional	information	for	health	care	staff	at	the	camp:	
	
	
	

	
_____	Check	this	line	if	further	documentation	is	attached.	
	
I	have	reviewed	the	camper’s	health	history	form.	It	is	my	opinion	that	the	camper	is	physically	and	emotionally	fit	to	participate	in	an	active	camp	program	(except	as	
noted	above.	
	
________________________________________________________	 	 ____________________________________________	 ___________________________	
Signature	of	Licensed	Medical	Personnel	 	 	 Printed	Name	 	 	 Date	
	
Practice	Name_____________________________________________________________________	Phone(______)______________		
	
Address_____________________________________________________City_____________________________________________State____________Zip_________________ 


