
AsacounsellororsupportstaffyouarerequiredtosendacompletedcopyofthisformtoNYQUESToryourhomecountryrecruiterbyMay1stofthe
currentplacementyear.Youmustalsobringacopyofthisformtoyourcamp.
Inordertocompletethisform,youshouldprintoutacopyandfillitinneatlybyhandwithablackorbluepen.Youshouldfilloutthefirst
pageandahalfonyourown.Thesecondhalfofthesecondpagemustbefilledinandsignedbyalicensedphysician/doctor.
Falsifyingorfailingtodiscloseinformationaboutyourhealthmayresultindismissalfromtheprogram.Certainimmunizationsare
absolutelyREQUIRED.Pleaseseepage2forthisinformation.Ifyouhaveanyquestionsorconcernsaboutcompletingthisform,contactyourhome
countryofficeorNYQUEST.Ifadditionalspaceisneeded,pleaseattachaseparatesheet.

Note:YourcampmightsendyouacopyoftheirHealthHistoryformspecifictotheircamp.Ifthecamp’sformrequiresyoutofillouttheformwith
adoctorthenyoucanusethecampformorthisform.Ifthecamp’sformdoesnotrequireascreeningbyadoctorthenyoumustusethisform.

HealthHealthHistoryHistoryFormForm

LastFirst

Number&StreetCityCountryPostalCode

Ismoke:(checkone): Regularly Occasionally Socially Never

Iconsumealcohol:(checkone): Daily Weekly Seldom Never

PERSONALINFORMATION
Name ________________________________________________________________ BirthDate ____________________________ Sex: Male Female

HomeAddress ________________________________________________________________________________________________________________________

HomePhone# ______________________________________________________ MobilePhone# __________________________________________________

EmergencyContact _______________________________________________________________________ Relationship ________________________________

EmergencyContactHomePhone# _____________________________________________ WorkPhone# ___________________________________________

Alternatecontactincaseofemergency:Name ______________________________________________ Phone# ____________________________________

HEALTHHISTORY—APPLICANTCOMPLETETHISSECTION
Checkallthatapplyandgiveapproximatedate.

Illness Date

Frequentearinfections ___________

Heartdefect/disease ___________

Convulsions ___________

Diabetes ___________

Bleedingdisorders ___________

Hypertension ___________

Mononucleosis ___________

Sinustrouble ___________

Migraineheadaches ___________

Diseases Date

Measles ___________

ChickenPox ___________

GermanMeasles ___________

Mumps ___________

Tuberculosis ___________

Hepatitis ___________

Bronchitis ___________

Allergies

PoisonIvy/oak

Insectstings

Hayfever

Asthma

Penicillin

Otherdrugs(specify) __________________

Food(specify) _______________________

Listsurgeriesormajorillnessesyouhavehadinthelast18months(includedates): ___________________________________________________________

______________________________________________________________________________________________________________________________________

Listchronichealthconcernswhichmightaffectyourabilitytowork: _________________________________________________________________________

______________________________________________________________________________________________________________________________________

Whatcanyouremployerdotofacilitateyourperformance? ________________________________________________________________________________

______________________________________________________________________________________________________________________________________

Haveyoueverbeenunderaprofessional’scareforemotional,psychologicalorlearningdifficulties? Yes NoIfyes,whenandplease

describe ______________________________________________________________________________________________________________________________

Canyoudothefollowingwithoutdifficulty? Push  YES NO Pull  YES NO Walk  YES NO Run  YES NO

Bend  YES NO Lift  YES NO IfyouansweredNOtoanyoftheaboveacitivies,

pleaseexplain: ________________________________________________________________________________________________________________________

MEDICATIONSBEINGTAKEN—APPLICANTCOMPLETETHISSECTION
PleaselistALLmedications(includingover-the-counterornonprescriptiondrugs)takenroutinely.Bringenoughmedicationtolasttheentiretimeat
camp.Keepitintheoriginalpackagingthatidentifiestheprescribingphysician(ifaprescriptiondrug),thenameofthemedication,thedosage,andthe
frequencyofadministration.Allmedicationswillbestoredinthecampmedicalfacility.Attachadditionalsheetformoremedications.

Itakemedicationsasstatedbelow. ItakeNOmedicationsonaroutinebasis.

Med#1 __________________________________________________ Dosage ____________________________ Specifictimestakeneachday _____________

Reasonfortaking ______________________________________________________________________________________________________________________

Med#2 __________________________________________________ Dosage ____________________________ Specifictimestakeneachday _____________

Reasonfortaking ______________________________________________________________________________________________________________________

DIETARYRESTRICTIONS—APPLICANTCOMPLETETHISSECTION

Doesnoteatredmeat Doesnoteatpork Doesnoteateggs Doesnoteatpoultry Doesnoteatseafood

Doesnoteatdairyproducts Otherdietaryrestrictions ____________________________________________________________________________



TheinformationcontainintheHealthHistoryFormisvalidwithregardtomycurrenthealthstatus.Iunderstandandagreethatifthisinformation
isincorrectorIamnotabletofollowthehealthguidelinessetbymycamp,IriskdismissalfromtheNYQUESTprogram.Ifachangeinmyhealth
statusoccurs,IagreetonotifythecampinwritingofthatchangepriortoleavingforCanada.Iherebygivepermissionforemergencymedicalcare
totakeplaceshoulditbenecessary.IHEREBYCERTIFYthatallstatementscontainingintheHealthHistoryFormaretrueandcorrecttothebestof
myknowledge,andfurther,IAUTHORIZETHEINSURANCECOMPANYoranypartythecompanyauthorizestoobtain,orreleaseanyinformation
acquiredinthecourseofmyexaminationortreatment.

Applicant’ssignature _____________________________________________________________________Date ____________________________________

Ihaveexaminedtheaboveindividualandhavereviewedher/hishealthhistory.
Inmyopinionshe/he:(circle)ISISNOTphysicallyandemotionallyabletoworkeffectivelyasacampstaffmember

LicensedExaminingPhysician’sSignature _________________________________________________ Date ____________________________________

Physician’sName(pleaseprint) ___________________________________________________________ Phone __________________________________

Address__________________________________________________________________________________________________________________________
Number&StreetCityCountryPostalCode

1. Hadanyrecentinjury,illnessorinfectiousdisease?  YES NO

2. Haveachronicorrecurringillness?  YES NO

3. Everbeenhospitalized?  YES NO

4. Everhadsurgery?  YES NO

5. Havefrequentheadaches?  YES NO

6. Everhadaheadinjury?  YES NO

7. Everbeenknockedunconscious?  YES NO

8. Wearglasses,contacts?  YES NO

9. Everhadfrequentearinfections?  YES NO

10. Everpassedoutduringorafterexercise?  YES NO

11. Everhadseizures?  YES NO

12. Everhadchestpainduringorafterexercise?  YES NO

13. Everhadhighbloodpressure?  YES NO

14. Everhadbackproblems?  YES NO

15. Eversustainedaninjuryfromavehicleaccident?  YES NO

16. Everhadproblemswithjoints(e.g.knees,ankles)?  YES NO

17. Haveanyskinproblems(itching,rashes)?  YES NO

18. Havediabetes?  YES NO

19. Haveasthma?  YES NO

20. Hadmononucleosisinthepast12months?  YES NO

21. Hadproblemswithdiarrhea/constipation?  YES NO

22. Haveproblemswithsleepwalking?  YES NO

23. Iffemale,haveanabnormalmenstrualhistory?  YES NO

24. Haveahistoryofbed-wetting?  YES NO

25. Everhadadiagnosedeatingdisorder?  YES NO

26. Everhademotionaldifficultiessuchasdepressionfor

  whichprofessionalhelpormedicationwassought?  YES NO

27. HaveyouevertestedpositiveforHIVorAIDS?  YES NO

GENERALQUESTIONS—APPLICANTCOMPLETETHISSECTION
Thefollowingquestionsmustbeansweredtruthfully,andtothebestofyourknowledge.

PleaseexplainanyYESanswers,notingthequestionnumber(s)abovebeforeyourresponse.

_____________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________

IMMUNIZATIONHISTORY—MUSTBECOMPLETEDWITHALICENSEDPHYSICIAN
Pleaserecordthemonthandyearofimmunizations.

Vaccines ImmunizationDate  Vaccines ImmunizationDate  Vaccines   ImmunizationDate

DPTseries *(Diphtheria,Pertussis,Tetanus) _________________ Tetanus _________________ Polio *  __________________

MMR *(Mumps,Measles,Rubella) _________________ TetanusBooster * _________________ SmallPox   __________________

Typhoid _________________ HepatitisB _________________

*RequiredImmunizations(ifexpirednewimmunizationsMUSTbetaken)

MEDICALEXAMINATION—MUSTBECOMPLETEDBYALICENSEDPHYSICIAN

Height ______________________ Weight ____________________ Doesthispersonwearglassesorcontactlenses?  YES NO

Pleaseusethefollowingcodewhencompletingyourexamination:S=SatisfactoryX=NotSatisfactoryO=NotExamined

_____ Eyes _____ Heart ____ Lungs _____Ears ______ Spine _____ Extremities _____ Nose

_____ Urinalysis _____ BloodPressure ____ Teeth _____Skin _____ Abdomen _____ Throat

Isthispersononanymedicationsthatshe/hewillneedtobringtoCanada?(pleasedescribe): ____________________________________________________

_____________________________________________________________________________________________________________________________________

Pleaseratetheoverallmuscularskeletalconditionofthisperson: ______________________________________________________________________________

Back:

Hashe/shesufferedfromanysignificantmental/emotionalhealthdifficulties,e.g.depression,eatingdisorders,psychologicalorlearningdifficulties?_________

_____________________________________________________________________________________________________________________________________

____________________________________ Knees: ____________________________________ Ankles: _____________________________________

_____________________________________________________________________________________________________________________________________

Name:______________________________________________________________


