
PLEASE DO NOT STAPLE  DUE MAY 1st 
 

 Kieve West 
P. O. Box 169 

Nobleboro, ME 04555 
www.kieve.org 

Phone:  (207) 563-5172   Fax:  (207) 563-5215 

MEDICAL QUESTIONNAIRE 
 

Please record below all information of major or minor importance to the camper.  A Family Healthcare Provider must complete 
and sign the back of this form.   
 
Camper's: Name ________________________________________________________ Nickname: _____________________  
                                      First                                       MI                            Last 
 

Date of Birth  ____________________________ Camper’s Social Security # _______________________________________ 
      

Major illnesses/injuries in past 2 months: ______________________________________________________________________ 
 
Any matters of psychological importance: _____________________________________________________________________ 
 
Dietary restrictions/food allergies: __________________________________________________________________________ 
 
Environmental allergies: ________________________________________________________________________________  
 
Medication Allergies: _____________________________________________________________________________________________________ 
 
Current Medications: ___________________________________________________________________________________ 
           
 
Parent(s) or Guardian(s): Name(s):________________________________________________________________________ 
 
Home Address: ______________________________________________________________________________________ 
 

Summer Address (include contact dates): _____________________________________________________________________ 

_______________________________________________________________From: _____________To: _____________ 
 
Home Phone: ____________________________________  Summer Phone: _______________________________________ 

Mother’s Business: ________________________________  Father Business: ______________________________________ 

Bus. Address: ____________________________________ Bus. Address: ________________________________________  

Mother Business Phone: _____________________________ Father Business Phone: __________________________________  

Mother Cellular Phone: _____________________________ Father Cellular Phone: __________________________________ 
 
Emergency Information:  In case of ordinary illness campers will be treated appropriately.  In cases of serious illness, injury, or any emergency 
condition whatever, the parents or guardian of the camper will be notified immediately by telephone.  When such communication should fail, or 
when in any case delay will cause serious danger to the camper, the Director (or anyone appointed by him/her) shall have the authority to permit 
hospitalization, any emergency medical or surgical procedure, and the use of anesthesia. 
 
Parent/Guardian signature: _________________________________________________Date: ______________________ 
 

If you are not available, name of alternative emergency contact and phone #: ______________________________________________ 

______________________________________________________________________________________________________________________ 
 



Health Insurance: We must have a copy of your child’s medical/ prescription insurance card(s) (front & 
back).  Plus, please provide us with the information below so that any claims can be processed while they are at camp.   

Policy #:  ___________________________________ 
Policy Holder: _____________________________  

Policy Holder’s DOB: _________________________ 

Policy Holder’s SS# ____________________________ 

 

Insurance Carrier Name: _________________________________ 

Carrier Phone Number:  __________________________________ 

Carrier Address:  _______________________________________ 

 ______________________________________

Parents:  please complete below (can be copied from a school or doctor’s office form).  Please do not attach. 
 

VACCINE    DTP    HIB   OPV  HEP B MMR 1  MMR 2   Td VARICELLA 
DATE GIVEN          

DATE GIVEN         

DATE GIVEN         

DATE GIVEN         
DATE GIVEN         
 
TTHHEE  FFOOLLLLOOWWIINNGG  SSEECCTTIIOONNSS  AARREE  TTOO  BBEE  CCOOMMPPLLEETTEEDD  BBYY  TTHHEE  CCAAMMPPEERR’’SS  FFAAMMIILLYY  HHEEAALLTTHHCCAARREE  PPRROOVVIIDDEERR’’SS  OOFFFFIICC  EE::  

Medicines to be taken at camp: Prescription medication will not be administered unless listed below or accompanied by a physician’s order. 

All prescription medication must be in a pharmacy labeled container.  Make sure to have enough for the entire session.   

For Boys’ Camp: Include enough medication for 30 days. 
 

Medication Dose Frequency Purpose and any Special Instructions 
    

    

    

General: (Date those that the camper has had and explain any that are ongoing) 

____________ Hives _______  Appendicitis _______  Glasses/Contacts 

____________ Respiratory Problems _______  Diabetes _______  Orthodontics 

____________ Blood pressure problems _______  Convulsions/seizures _______  Bone / joint problems 

____________ Heart disease/murmur _______  Fainting spells/dizziness _______  Bedwetting 

Known contact with any contagious diseases? (Attach note if necessary _________________________________________________ 

Other / EXPLAIN ____________________________________________________________________________________ 

______________________________________ has no medical contraindications to participate full in all camp activities,  
 Camper Name 

including activities requesting strenuous physical activity.  This person has been found free of any contagious diseases. 

List any exceptions:  _______________________________________________________________________________ 

Date of last Tetanus shot: _____________________________ Date of last exam: ______________________________ 
 

Physician Name: ___________________________________ Signature: _________________________________ 

Address  _________________________________________ Phone:_______________________________________ 

 _________________________________  


