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        (715) 232-2213 Fax: (715) 232-1684

Health History Questionnaire
for Athletic Summer Camps/Programs

Completion of both sides of form is REQUIRED prior to participation (HFS 175)

CAMP EVENT: ______________________________________________________________________________
CAMP DATES: _____________________________________________________________________________
Participant: __________________________________________________________________________________________________

Date of Birth: ____/____/____            Age_________                 Sex:  ! Female  ! Male                 

Home Address: _______________________________________________________________________________________________

City: ______________________________________ _____________________  State: _____________    Zip: ___________________

Home Telephone Number: ________________________________  Cell/Mobile Number:  __________________________________

Has participant had or is presently experiencing:  (Please check  " all that apply) explain below

 Yes No  Yes No  Yes No

# !# !# Allergies !# !# Epilepsy/Seizures/Blackouts !# !# !"#$%&'()*+,-./')%,"$
# !# !# Seasonal Allergies !# !# Heart Disease !# !# Mental/Emotional Problems

# !# !# Asthma# !# !# Bleeding Disorder !# !# Hernia  

 !# !# Neck/Back Pain/Injury !# !# Cancer !# !# High Blood Pressure

 !# !# Rheumatic Fever# !# !# Colitis !# !# Joint Injury/Surgery 

 !# !# Tuberculosis# !# !# Diabetes !# !# Kidney Disease

 !# !# Ulcer

Please explain all "___________________________________________________________________________________________

Does participant take medication on a regular basis?  ! Yes  ! No   If yes, identify__________________________________ ___ 

 (Consent for medication administration must be signed on reverse side)

Does participant have allergic reactions to:
 Yes No                                   Yes   No

 !# !# Foods__________________________________ !# !# Insect Bites/Stings _______________________

 !# !# Medications (type) _____________________   (EPI Pen - Required     !#Yes          !#No)

 

Date of tetanus booster (Preferably within last 10 years)    ____/____/____  

Has participant ever had major surgery or been hospitalized?##!#Yes#!#No   If yes, explain:__________________________________ 

____________________________________________________________________________________________________________

0)"($"*"12)(,#*(#3*$,4#,./(#%*52"&(%,5#$6*(//,7"#%$*5&*,))#"$$"$6*(#7*)($%*8"7,/()*(%%"#%,5#*(#7*&"($5#9:::::::::::::::::
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Does the participant have any physical condition(s) requiring special considerations or Limitations? Explain.

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

M       D       Y

                 Last                                                              First                                                                          MI

  M         D        Y            



Medical Treatment and 
Medication Administration Consent Form

Completion of both sides of form is REQUIRED prior to participation (HFS 175)

If your son, daughter or ward will be under the age of 18 years while at the University of Wisconsin-Stout, it is policy to secure your consent 
for medical treatment and medication distribution, whether medication/treatment is self-administered or administered by designated camp 
staff, with the exception that controlled drugs (i.e. Codeine, Ritalin, Adderall, Dexadrine, etc.) must be by law administered by camp health staff.

All medications must be in original container and labeled with the camper’s name, doctor’s name and phone number, medication name, 
date prescribed and instructions. 
! No medication brought to camp.

! Yes, prescription medication(s) and/or medical device(s) are brought to camp.  Complete medication box below.

! Yes, non-prescription/over the counter medications are being brought to camp. Non-prescription/over the counter medication    

 can be self-administered. Please indicate the name of the medication(s), dosage, and reason for taking the medication:

 

 ________________________________________________________________________________________________________

 If camper is NOT allowed  to self-administer non-prescription/over the counter medications, sign here:

 ________________________________________________________________________________________________________

! I will self-administer the medication(s) and/or medical device(s). This is allowed if 14 years old or older.

! Designated camp staff, i.e. nurse, athletic trainer, camp counselor, will administer the medication(s) and/or medical     

 device(s). Mandatory for age 13 and under.
 ** However, a limited amount of medication for life threatening conditions may be carried by my son/daughter/ward, i.e.    
     allergy medications, bee sting kits, inhalers, insulin.

Participant: __________________________________________________________________________________________________

Parent/Guardian: _____________________________________________________________________________________________

Home Telephone: (______) _______-___________          Work Telephone: (______) _______-___________

Cellular Telephone: (______) _______-__________

Name of Insurance: ______________________________________________________ Policy #: _____________________________

Alternative contact in the event that the Parent/Guardian cannot be contacted in the case of an emergency (injury/illness) 

involving the participant named above.

Name: ___________________________________ Relationship: _______________________ Telephone: ____________________

By signing below, you are:

Signature: _________________________________________________________________  Date: ___________________________

UW-Stout Photo Consent

Signature: _________________________________________________________________  Date: ___________________________

Name of Medication Dosage How is it taken, Time(s) of day Day(s)/Number
and prescribing MD  i.e. oral, injection medication is taken of days medication is to be taken

Special Instructions:  _____________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________ 

SHS
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