
The FARM Institute Summer Camp 
 

Health Care Record by Licensed Medical Personnel Form 
 

Dear parent(s)/guardian(s):  A physical exam is required within 24 months (2 years) of camp.  A 
new camp exam is not necessarily required for camp attendance. Immunizations must be up-to-
date as directed by the Massachusetts Board of Health and recorded by licensed medical 
personnel.  

• IF your physician has given you a form containing a record of the most recently physical 
and/or immunization    record, you may use that form in place of this one. 

• If you do not have a copy of the most recent physical and immunization record, send this 
page to your physician’s office.      

• If for religious reasons, you cannot complete this section, please provide The FARM 
Institute with a signed legal waiver. 

  
Camper Name: ________________________________________________ 
 
DOB: _____________ 
 
Has been examined on: ____________________  
 
BP: _________________ Weight: __________ Height: ________ 
 
Known medication allergies: 
_____________________________________________________________________ 
 
Known food allergies: 
___________________________________________________________________________ 
 
Other allergies:  
 

 None 
 

List Allergies: 
_________________________________________________________________ 
 
 
Medications (name-,dosage-,frequency): 
__________________________________________________ 
 
_____________________________________________________________________________
___ 
 
_____________________________________________________________________________
_______ 
 
 
 No apparent contradiction exists to full participation in Routine camp activities 
 
 Restrictions to camp activities include the following: 
_____________________________________________________________________________
_______ 
 
_____________________________________________________________________________
_______ 



 
*Additional information for health care staff at camp: 
_____________________________________________________________________________
_______ 
 
_____________________________________________________________________________
_______ 
 



Disease History and Immunization Record: 
 
Which of the following has the participant had? 
 
Measles Chicken Pox        German Measles Mumps     Hepatitis A
 Hepatitis B 
 
Hepatitis C TB Mantoux Test        
 
Date of last test_______________      Result:  Positive  Negative 
 
 
Immunization Record: 
 
Vaccine Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr 
DTP 
       

TD 
       

Tetanus 
       

Polio 
       

MMR 
       

Or Measles 
       

Or Mumps 
       

Or Rubella 
       

Haemophilus 
Influenza B       

Hepatitus B 
       

Varicella 
(Chicken Pox)       

 
 
 
Signature of Licensed Medical Personnel: _________________________________________  
 
Date: _____________________________ 
 
Printed Name: ________________________________________  
 
Title: ___________________________ 
 
Address: _____________________________________________________________ 
 
Phone: __________________ 
 
 
 


