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Staff /Volunteer Medical Form
All staff/volunteers are required to complete this form yearly.  A physical exam is required every 2 years.  Original documentation regarding immunizations will be required once with updates as needed.
For the safety of our program and the children we serve, full disclosure of your medical history, conditions, and medications is required.  The medical staff at Victory Junction will review all medical forms.  All information will be kept strictly confidential and given to only those that need to know to make your time here a success.
Name 
   DATE __________    D.O.B. __________

Address____________________________________________________________________________

Daytime phone  ______________   Evening phone  ______________  E-mail address ______________

General Medical History:

· Significant medical history (surgeries, injuries, serious illness, etc.) __________________________
____________________________________________________________________________________

____________________________________________________________________________________

· Medical Conditions (migraines, diabetes, asthma, seizures, etc.)  ____________________________
____________________________________________________________________________________

____________________________________________________________________________________

· Please list your medications in the chart below (During the summer sessions, all medications, of staff/volunteers living in the cabins, are administered to you by our medical staff.  Please plan accordingly; weekly pill cases are encouraged!)
	Name of Medication
	Dose
	When do you take it

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


· Medical treatments that will be required during camp session: _______________________________

____________________________________________________________________________________

· Physical Restrictions or limitations to activity: ___________________________________________

· Medication allergies: _______________________________________________________________

· Food Allergies:  ___________________________________________________________________

· Other allergies: ____________________________________________________________________

· Dietary Restrictions (intolerances, limitations, religious observances, etc.)  ____________________

· Any special considerations you may require at camp: ________________________________

Person to be contacted in case of Emergency:
Name _____________________________________________     Relationship ____________________

Address ____________________________________________________________________________

Home Phone ________________________________  Alternate Phone  __________________________

Additional Contact Information __________________________________________________________

____________________________________________________________________________________

Insurance Information (required): (please attach a copy of your insurance card)
Name of Insurance Company _____________________________________ 

(please state N/A if no insurance and see consent/release below)
Address ____________________________________________________________________________

Policy Number ______________________________    Medicaid Number ________________________

Business phone number _______________________  

For group insurance please give company name _____________________________________________

Special Billing Instructions _____________________________________________________________

____________________________________________________________________________________
I hereby certify that the above information is complete and accurate and provides a full disclosure of my medical history, current health status, and the medications that will accompany me.  I understand that this information will be reviewed prior to my arrival at Victory Junction and that my participation is subject to this review.

Signature ___________________________________________    Date _________________________

Consent for Medical Treatment: 

I hereby grant permission to the medical staff at Victory Junction, or such designees as the medical staff may appoint, to provide routine and emergency medical services as required.  I assume full financial responsibility for any and all medical and other expenses incurred on my behalf while at Victory Junction in connection with medical or other treatment, and acknowledge, agree and understand that Victory Junction shall not be liable for any such expense.  I understand that all information pertaining to me will be treated as confidential by Victory Junction, but that said information may be shared with or released to appropriate personnel and/or third parties by Victory Junction for the purpose of treatment.  Finally, I agree to release Victory Junction and its sponsors, volunteers, employees, officers, directors, and agents of any liability arising from the administration or rendering of medical care.
Signature ____________________________________________    Date ________________________
Name 
   DATE __________    D.O.B. __________

Victory Junction

Required Tests and Immunizations
PPD/Tb (Tuberculosis) skin test:  You will be relieved to know that this is now only required once, and for future summers/volunteer sessions you will be asked to fill out a questionnaire.  Only if your health has changed or you have had a possible exposure to Tb will you be required to be retested.

MMR (measles, mumps and rubella) 2 doses:  Exceptions are made for those with a positive titer to each disease, or those who were born before 1957.

Varicella (chicken pox):  One dose of Varivax vaccine or 2 doses if you received the vaccine after you were 13 years old.  Exceptions are only made for those with positive titers, physician’s documentation of chicken pox or shingles (herpes zoster), or birth before 1957.

Hepatitis B:  full series of 2 or 3 doses (depending on the vaccine)

Tetanus/Diphtheria/Pertussis:  Required, with a booster within 9 ½ years.  We strongly recommend that if you are getting a booster, that you get the Adacel vaccine, which also protects you against pertussis (whooping cough).  Starting with summer 2009, we will require Adacel vaccine of our staff/volunteers for the protection of our campers.

Immunizations strongly recommended or required under certain circumstances:

Hepatitis A: This is required of kitchen staff/volunteers, and strongly recommended for all other staff

Flu vaccine:  This is required for staff/volunteers in our winter programs
Menactra (against meningococcal meningitis):  This is strongly recommended for all.

If you are not fully immunized, you can receive these vaccines through your doctor, your college health center, or your local county public health clinic.  For multi-dose vaccines, please plan to get them as early as possible.  All staff/volunteers must begin series prior to arriving at camp and follow-up as required in order to complete series.
Important - Verification of Required Test and Immunizations
Please understand that our required immunizations and the PPD test are designed to protect - first and foremost – our campers, but they are definitely also for your protection.  The risk of these illnesses occurring at Camp is small, however since we are a medical camp serving many immunocompromised children, we cannot take that risk.  For some of our campers, contracting certain illnesses could truly be a life and death matter.  

There are three options for verifying that you have obtained the required immunizations listed above, or are immune to the diseases.  Options #1 and/or #2 are preferred.  (See the exceptions under MMR and Varicella.)  

Option #1:  Provide a copy of official documentation that the vaccine in question was administered.  This would typically be a vaccine administration record, but could be a physician’s or nurse’s note.

Option #2:  Provide the results of a titer drawn to verify immunity to the disease(s) in question.   Please provide appropriate paperwork.
Option #3 (not preferred):  Sign the Required Immunizations Verification Statement below.

Required Immunizations Verification Statement:  

For the immunizations checked below I am unable to provide official documentation that the vaccine was administered, or results of a titer to verify immunity.  I hereby certify under oath that I have received the immunization(s) checked below:

Dates immunizations were given MUST be noted on lines below.
Please provide documentation of any that are NOT listed below.
· MMR
(required)


_________
_________
· Varicella (required)   _________ 
MD verification of active disease 
 _________
· Hepatitis B
(required)

_________
_________
_________
· Tetanus/Adacel (required)
_________
· Hepatitis A
(recommended for all, required for kitchen staff)
_________
_________
· Menactra 
(recommended, not required)


_________

· Flu
(required for all fall/winter staff/volunteers)

_________
-------------------------------------      ----------------------------------------      
------------------------------------
Signature                                      Printed Name             


Date

PPD/Tb (Tuberculosis) skin test:  You will be relieved to know that this is now only required once, and for future summers/volunteer sessions you will be asked to fill out a questionnaire.  Only if your health has changed or you have had a possible exposure to Tb will you be required to be retested.

New staff/volunteers - A Tb test is required with original documentation from a skin test performed within the previous 12 months of attendance to camp.

Information below must be filled out by a MD/PA/NP/RN or other documentation regarding the test must be submitted.

______________________
          ________________________

_______________________

Date placed



Date read



Results

______________________

Signature of provider
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Staff/Volunteer Physical Exam Form

(to be completed by health care provider)

required every 2 years
Name _______________________________   D.O.B. _____________  DATE of Exam ___________

Ht. ______________     Wt. _______________      HR _____________   BP ______________

Pertinent Medical History: ______________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physical Exam Findings: (Please list any pertinent physical findings or attach a recent H&P)

________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________

Medications:_________________________________________________________________________

____________________________________________________________________________________

Allergies:_______________________________________________________________________________________________________________________________________________________________

If over 70 years old, is this patient physically able to safely operate a motor vehicle?________________

Restrictions / Recommendations:_________________________________________________________ ____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

Provider’s Statement: I have examined 

                        and find him/her physically able to participate in the activities, pedestrian lifestyle and high energy environment of Victory Junction.

_____________________________     _________________________________
  _______________  
    

Signature of Provider       

    Print Name
    
  Date

___________________________________________________________________________________


Address

___________________
_________________________                ____________________     Phone
Emergency Phone

                              Fax









