KHALSA CAMP

189 Long Plain Rd.

Leverett, MA 01054


REQUIRED SUPPLEMENTAL MEDICAL FORM

(To be filled out by parent)

CHILD'S NAME: ____________________________               DATE OF BIRTH: ______________

PARENT NAME: ____________________________

ADDRESS: ______________________________ TOWN: _______________ ZIP: _____________

HOME PHONE: ________________________ CELL PHONE: ____________________________

EMERGENCY CONTACT: _________________________ PHONE #: ______________________

INSURANCE PROVIDER: _________________________________________________________

INSURANCE #: __________________________________________________________________

MEDICAL PROVIDER: ______________________________ PHONE #: ___________________

ADDRESS: ______________________________ TOWN: _______________ ZIP: ____________

----------------------------------------------------------------------------------------------------------------------------

ALLERGIES: ____________________________________________________________________

MEDICATIONS: __________________________________________________________________

PERTINANT PAST MEDICAL HISTORY: _____________________________________________

SOCIAL HISTORY:

DIET: ____________________________________________________________________________

EXERSIZE LEVEL: ________________________________________________________________

GUNS PRESENT IN HOME: YES _______ NO ______

SEAT BELTS USED ROUTINELY: YES ______ NO ______ BOOSTER NEEDED:  Y ____ N ____

SUNSCREEN USED ROUTINELY: YES ______ NO ______ 

BUG REPELLANT USED ROUTINELY: YES ______ NO ______ 

SECOND HAND SMOKE EXPOSURE: YES ______ NO ______ 

SCHOOL BEHAVIOR:

ATTENDS WHAT SCHOOL: _________________________________________________________

GRADE COMPLEATED: ________________

GET'S ALONG WITH OTHERS: YES ______ NO ______ 

RESPONDS TO DISCIPLINE: YES ______ NO ______ 

BEHAVIORAL CHALLENGES: _______________________________________________________

LEARNING CHALLENGES: _________________________________________________________

PLEASE ATTACH A COPY OF A PHYSICAL WITHIN THE LAST YEAR AND IMMUNIZATION RECORD OR REASON FOR IMMUNIZATION EXEMPTION FROM YOUR DOCTOR'S OFFICE


