Camp Regesh Physician Form

Camper's Name M/F

D.OB.

Date of Exam

Height

Weight

B.P.

Did camper “pass” physical exam?* Y CIN

Are there any medical or developmental conditions of note that could impact on full participation in camp activi-
ties?* OO Y OON

Are there any activities from which camper should be limited? Y I N

Does camper have any allergies?* Y OO N

Prescribed Medication: Dosage:

Physician Signature (required): Date

*attach documents as necessary




