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Name: ________________________________________________________
Birth Date: ____________ Sex: _____ Height: ________ Weight: __________
Please indicate the following health conditions:

Yes       No                                                      Explanation

___
___
History of heart disease__________________________________

___   ___   High Blood Pressure ____________________________________
___
___
Constipation/diarrhea____________________________________
___
___
Coordination problems___________________________________
___
___
Dizziness/fainting_______________________________________
___
___
Arthritis_______________________________________________
___
___
Respiratory problems____________________________________
___
___
Circulatory problems_____________________________________
___
___
Frequent colds/sore throats_______________________________

___   ___   Mental Health _________________________________________
___
___
Muscle weakness_______________________________________
___
___
Kidney problems
________________________________________
___
___
Headaches
____________________________________________
___
___
Joint/muscle pain_______________________________________
___
___
Seizure disorder
________________________________________
___
___
Orthopedic problems_____________________________________
___
___
Vomiting______________________________________________
___
___
Shortness of breath______________________________________
___
___
Diabetes (Type) ________________________________________

___   ___   Traumatic Brain Injury____________________________________
___
___
Other
_________________________________________________
What is the primary cause of your vision loss? ____________________________

Age of onset? _____________________________________________________
Please describe your visual impairment?

______________________________________________________________       
______________________________________________________________ 

________________________________________________________________
Self-Disclosed Health Form 
Who is your Primary Care Physician? 

Last Name: ____________________    First Name: ____________________

Telephone Number: _____________________________________________
        Current Medications, including over the counter medications:

Drug
Dosage
Frequency

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________
        Current Treatments:

        Condition


    Treatment

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

        Past Medical Treatment:

        _____________________________________________________________
        _____________________________________________________________
        _____________________________________________________________

Drug Allergies:

Are you allergic to any medications prescribed or over the counter medications?

  Yes      No      
If yes, what are they? _________________________________________________________________ _________________________________________________________________ _________________________________________________________________ 

Please describe what reaction you have had and how have you been treated in 

the past? _________________________________________________________           _________________________________________________________________ _________________________________________________________________ _________________________________________________________________ _________________________________________________________________

Food Allergies:

Are you allergic to any foods?  Yes      No      
If yes, what are they? _______________________________________________

Please describe what reaction you have had and how have you been treated in the past?
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________

Are you on a special diet?  Yes      No      
If yes, what type of diet are you on? ____________________________________
OTHER DISABILITIES:  (Please check any of the following that apply)
____
Cerebral Palsy

____
Multiple Sclerosis

____
Diabetes (type): _______________________________________________
____
Epilepsy (date of last seizure): ___________________________________

Type of seizure:  ______________________________________________
____
Head Injury (please describe): ___________________________________

____________________________________________________________
____
Cognitive Disability (please describe): ______________________________

____________________________________________________________
____
Developmental Disability (please describe functioning level, living skills, etc.): 


____________________________________________________________
         ____________________________________________________________
____________________________________________________________
         ____________________________________________________________
____
Mental Health History (please describe):____________________________    

         ____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
___
BEHAVIORAL DISORDER: (Self-abuse, biting, hitting, wandering, insomnia,
         etc.  Please be specific and explain any behavior management routine you 
         would like us to implement at camp) *Note a camper who harms another 

         camper or staff member will be immediately dismissed from camp.  ____________________________________________________________
         ____________________________________________________________
         ____________________________________________________________
___
Attention Deficit Disorder or Hyperactivity (please describe):____________  

         ____________________________________________________________

____________________________________________________________
         ____________________________________________________________
___
Serious illness or injury that has required hospitalization (please describe):  

         ___________________________________________________________

___________________________________________________________
         ___________________________________________________________
___
Other (please describe): ___________________________________________________________
         ___________________________________________________________

___________________________________________________________
         ___________________________________________________________

Self-Disclosed Health Form 
Date of last tetanus shot: ________________________________________
Must have been completed in the last ten years

Tuberculosis:

Date of last TB test:  Negative     Positive 
(Only applicable if living in a residential facility)

Do you have any physical conditions requiring restriction(s) on participation in an active recreation program?  Please explain.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Please Note: If you are signing for a child under 18 years of age, by signing this document you (the parent/guardian), are attesting that All immunizations for your child; that is required for school, are up to date; including the actual date (month/year) of last tetanus shot.

Date
Consumer Name (PRINT)                                             
Consumer Signature
Parent/Guardian (PRINT)     
Parent/Guardian Signature                                             
*Please note Self Disclosure must be signed and dated.
Medical Insurance Form

Name of insured

Name of insurance carrier

Membership number
Expiration date (if any)
LightHouse for the Blind and Visually ImpairedPRIVATE 

Agreement and Understanding of Financial Responsibility

For Medically Uninsured Consumers of the

 LightHouse, Enchanted Hills Camp

Camper Name:                                                                 
DOB: ______________________________                                                

Date: ____________________________________                                                          
All persons who participate in programs sponsored by the LightHouse are responsible for having their own medical insurance and are liable for their own medical coverage in the event of an injury.  Because you                                                                     do not have medical insurance, it is important that you understand and agree with the following. (Please initial each number if you are in agreement and sign below.)

1. _____
Because I,                                                                                    , am uninsured by any medical insurance coverage/group, it is the understanding of the  LightHouse for the Blind and myself, that I am responsible for ALL medical fees & medications prescribed/incurred if emergency medical services are necessary and provided by qualified medical personnel.

2. _____
When participating in the Enchanted Hills Camp program, and if I am in need of emergency medical services due to injury, the Camp Nurse and Camp Director will instruct that I be sent to The Queen of the Valley Hospital, Napa, CA.  However, if medical personnel require I be sent to another facility for treatment, the Camp Nurse or Camp Director of the Enchanted Hills Camp must follow their direction.

3. _____
I understand  I will be unable to attend Enchanted Hills Camp, Napa, CA unless #1 & #2 are initialed.

"I understand and am in agreement with the information on the previous page, and I take FULL responsibility for those items (1 - 3), which have been initialed."

________________________________       
    ________________________________________

Name (print)




                Signature

1.
Camper Phone Number:
                _________________________________________________


Camper Address:
                            ______________________________________________


                                                               ______________________________________________


                                                               ______________________________________________

2.
Parent/Guardian Phone:
                ______________________________________________








Home


                                                                ______________________________________________








Work

3.
Other Emergency Contact:
                ______________________________________________








Name              

Relationship


Phone Number:
                            ______________________________________________








Home



Work
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