
 MEDICAL RELEASE:
I, _______________________, being of sound mind and body, do hereby grant Camp Courageous of Iowa the 
right to treat me in an emergency situation.

Staff signature: ________________________  Witness: ______________________  Date: _____________

 MEDICAL HISTORY:
            (Information reÿects 6 month prior to date of employment and updated every two years.)
                                    Please circle your response and add additional comments.

FAMILY HISTORY:
            Father   ______ Age    Health Status or Cause of Death ___________________
            Mother ______ Age    Health Status or Cause of Death ___________________
            Family history of:   Cancer    Heart Disease    Diabetes    Seizures    Other: ___________
OB/GYN:
            LMP _______ Menses:  regular  irregular                  Pain with menses:  Yes   No  
           Vaginal discharge:  Yes     No                 Pelvic infections:    Yes    No  
EENT: 
             Glaucoma  - Cataracts - Visual Loss - Glasses/Contacts - Eye Surgery - Last eye exam: __________
             Hearing Loss - Ringing in ears - Hearing aid
             Difficulty  in tasting or swallowing food
             Last dental exam: __________  Teeth/Gum disorders:
HEART:  
            Chest pain - History of heart trouble - Palpitations - High Blood Pressure
LUNGS:       
            Shortness of breath - Emphysema - Asthma 
 GASTROINTESTINAL:
            Loss of appetite - Weight change in last 6 months:(+) (-) ____ lbs.
            Chronic diarrhea - Presence of blood in stools or black stools -  Change in bowel habits  
            History of ulcer disease -  gallbladder problems - colitis
            Food intolerances:  Unable to consume spicy or bland food, milk, coffee, other
GENITOURINARY:
            Burning or pain upon urination - Blood in urine - Difficulty in starting or stopping urinary stream
            Recurrent urinary infections  - Prostate disease or surgery
NEUROLOGICAL:
            Headaches - Blackouts - Seizures - Loss of function of arm/leg -  Weakness - Fatigue - Dizziness 
ORTHOPEDIC:
            Joint pains - Previous major fractures or bone surgery 
 Previous knee/back injuries noted: ______________________________________________________
DERMATOLOGY:
            Skin rashes -  Changes noted in wart or mole

Name:                                                                                     Sex:           Age:          Date of Birth:
Address:                                                                                                    Phone:                               SS#:
Contact person in case of emergency:                                                                        Phone: (Home)
                                                                                                                                                (Business)

EMPLOYEE HEALTH ASSESSMENT CONFIDENTIAL
®



Vitals: T: P: R: BP:
Within Limits Abnormal Within Limits Abnormal

Skin Abdomen
Head and Neck Extremities/Back

Heart Neurological
Chest/Lungs Podiatric Exam

Urinalysis: Glucose: Protein:

I have examined this staff person and feel he/she is free of contagious disease and is capable of 
working at Camp Courageous and is not going to be a danger to others or themselves.

 Examining Physician: ____________________               Physical Exam Date: ___________________
 Address: ____________________                                     Phone: ___________________
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Allergies and Specific Reactions:

Surgeries:

Health Concerns:  (asthma, migraines, arthritis, seizure disorder, diabetes, etc.)

Record past medical treatments received:

Current Medications: (name, dose, frequency)

Ongoing Treatments:

DATES - Polio: DPT: MMR: Last Tetanus:
Mantoux Testing:  
Lot #: _____
Brand: ___________
Exp. Date: _______

Location:    Left arm    Right arm
Date received: _____________
48 Hour: ________      72 Hour: ________
Please note:  If positive þndings are noted, it is the responsibility of the employee to proceed with 
advised treatment from their personal physician.  All expenses for x-rays and treatment will be at the 
expense of the employee.

Hep B Series - Dates: #1 #2 #3  Waiver Signed

PHYSICIAN'S MEDICAL EXAMINATION
 EMPLOYEE: _______________________________________________
 DEPARTMENT: _______________________________________________
 POSITION: _______________________________________________
 Height: __________  Weight: ____________

®

Physician Comments:

Health Concerns or limitations:

General Appraisal:  (Staff positions at camp include heavy lifting, strenuous activities, and long hours.  Are there any reasons that this person may 
have difficulty in performing this tasks?) 


