
 

Camper name __________________________________________  DOB_______________________ 

 These forms must be completed and signed by your Doctor or Health Care Provider: 

 

 ___ Health History and Physical (3 pages)—completed by health care practitioner—       

 *Use student’s current copy of DC “Universal Health Certificate” or use  attached (pages 1-2) 

 *Health Certificate must be dated within 1 year of camp session 

 *Medications Orders (page 3) must be completed by health care practitioner 

 

 ___ Behavioral Health (1 page)—completed by social worker or psychiatrist —IIF THE CAMPER DOES 

NOT have any history or treatment, your Doctor must sign this page saying so. 

 

Health Information Privacy Statement 

The health information disclosed on this application is maintained in private client files under the supervision of the 

Nursing Coordinator, and disclosed only to authorized camp staff.  Disclosure to other health providers is author-

ized through this application by the camper’s parent/guardian and is limited to cases of emergency medical treat-

ment while the camper is in the care of the camp/retreat program.    

 

LSS/NCA will not disclose health information to any other agency for any other reason without additional written 

release by the applicant’s parent or guardian. 

Lutheran Social Services / NCA 

Teen Haven Retreats 

4406 Georgia Ave., NW 

Washington, D.C. 20011 

More info:  contact :... 

Phone: 202-723-3000 ext. 261  

E-mail: youthhaven@lssnca.org 

FAX: 202-723-3303 Attn: Youth Haven 

Camper Health Forms  2013-2014 
Youth Haven Camps and Retreats Eligible Applicants: 

__ Camper or direct family member positive for HIV/AIDS* 

 *status must be disclosed to camper 

__ Ages 7 (grade 2) through 21 (high school-community college student) 

__ Resident of Washington, DC, Maryland or Northern Virginia 

 

There is NO income requirement or fee charged to campers. 

Campers selected according to space available and suitability for program. 



 

Camper name __________________________________________  DOB_______________________ 
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Youth Haven Camps/Retreats 

Please complete attached form 

TB Screening REQUIRED within 24 months of camp date 



 

Camper name __________________________________________  DOB_______________________ 
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Camper name __________________________________________  DOB_______________________ 

*ALL INFORMATION ON THIS PAGE  MUST  BE COMPLETED BY PHYSICIAN ONLY* 

Medication Administration 

Please list all CURRENT medications prescribed for the camper 
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STANDING ORDERS—PRN/OTC MEDICATIONS 

The following medications/treatments may be administered to the above-named camper “as needed”: 

Medication/treatment Dose/frequency Purpose Note 

IBUPROFEN   200mg  tab    

CHILDREN’S MOTRIN  

LIQUID 
   

TYLENOL     325mg tab    

CHILDREN’S TYLENOL 

LIQUID 
   

BENADRYL  

 
   

ROBITUSSIN DM     

TRIPLE-ANTIBIOTIC  

OINTMENT 
   

DIETARY SUPPLEMENT 

“BOOST” 
   

VITAMIN SUPPLEMENT    

SUNBLOCK      

ANTACIDS (TUMS)    

MEDICATION DOSAGE / TIMES 

CONTINUE AT 

CAMP? 

1.   
  

2.   
  

3.   
  

4.     

5.   
  

6.   
  

7.   
  

8.   
  

9.   
  

10.     

Health Care Provider Name (print) __________________________________________ Phone _______________________ 

PHYSICIAN/Nurse Practitioner SIGNATURE __________________________________________  DATE _________________ 



 

Camper name __________________________________________  DOB_______________________ 

*ALL INFORMATION ON THIS PAGE  SHOULD BE COMPLETED BY SOCIAL WORKER OR PSYCHIATRIST ONLY* 

BEHAVIORAL HEALTH INFORMATION 

Applicant Name __________________________________________________________  DOB____________________ 

CONDITION Y/N EXPLANATION / MEDICATION / DETAIL 

Hyperactivity     

Depression     

Dementia     

Anger     

Violence towards animals     

Bed wetting     

Biting or aggression     

Environment destruction     

Confused sexuality     

Sets fires     

Self-mutilation     

Suicidal ideation   Dates, Resolution: 

OTHER IMPORTANT 

ISSUES 
    

BEHAVIORAL MEDICATIONS 

Please list all CURRENT medications this child takes for hyperactivity, ADD, depression, anxiety, etc. 

 

MEDICATION DOSAGE / TIMES 

CONTINUE AT 

CAMP? 

1.   
  

2.   
  

3.   
  

4.   
  

5.   
  

Psychiatrist/Social Worker Name (print) ________________________________________ PH/PGR __________________ 

SIGNATURE  _________________-________________________________________ DATE ________________________ 
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Please explain all YES responses 


