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 FRIENDSHIP Center for Psychology and Counseling

1960 S. Easton Road

Doylestown, PA 18901
HEALTH FORM

The purpose of this confidential medical questionnaire enables us to know your child better and provide more individualized care.
Childs Name _______________________


M/F
___________
Age____________

Date of birth _________        Grade in School   _________

Address ________________________________________________________________

City __________________________

State ________
Zip ______________

Home Phone ______/_________/_______
Cell ______/________/________

Work phone ______/________/_________

Allergies ________________________________________________________________

Medications______________________________________________________________

Has your child been immunized against DPT___ Polio___ MMR___HIB___HEP B ___

Do we have permission to administer the following?

Benadryl for insect bites or bee stings Y______
N______

Tylenol for headaches or mild pain      Y______
N______

Pepto Bismol for mild stomach ache
  Y______
N______

PHYSICIAN ONLY:  I have examined this child and feel that he/she can participate in camp friendship activities unless otherwise noted

Physician’s Signature: ____________________________________Date ____________

Phone ____________________________

In an event of an emergency medical situation and I cannot be reached, I hear by give permission to Camp Friendship to secure medical treatment for my child.

Parent Signature:  _________________________________________Date____________

