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Please attach a copy of your insurance card. (Both sides)
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Do you feel th at the ca mper will  require li mita tions or restric tions to  acti vity while at c amp?  No  Yes   

“I ha ve reviewed the CAMPER HEALTH HISTORY FORM, and have discus sed the c amp progra m with t he camper’s parent (s)/guar dian(s). 
It is my opinio n that the camper i s ph ysicall y and emoti onall y fit to part icipate i n an act ive camp pro gram (except as not ed above.)”

Name of licensed provider (please print): __________________________________Signature: _________________________________Title: _________ 

Office Address_____________________________________________________________________________________________________________ 
Street            City               State  Zip Code 

             Telephone: (________)_____________________                Date:_______________________ 

If yo u ans wered “Yes”  to the question above, what do you recommend? (describ e belo w—attach addi tion al in for mation i f needed)

CAMPER HEALTH-CARE RECOMMENDATIONS 

by LICENSED MEDICAL PERSONNEL FORM  

Aller gies :    No Known Allergies

 To foods (lis t):

 To medications: (list) : 

 To the environment (ins ect stings, hay fe ver, etc.– lis t): 

 Other allergies: (lis t): 

Describe previo us reacti ons :  

Diet, Nutriti on:   Eats a regular diet.     Has a medically prescribed meal plan or dietary restrictions:(descri be below)

Medicati on:   No daily medications.    Will take the following prescribed medication(s) while at camp: (name, dos e, freq uency —describe b elow)

��

The following non-prescription medications are 
commonly stocked in camp Health Centers and are 
used on an as needed basis to manage illness and 
injury. Medical  personne l: Cross out those items  the 
camp er shoul d not  be given.

Acetaminophen (Tylenol)    
Ibuprofen (Advil, Motrin)    
Phenylephrine (Sudafed PE)    
Pseudoephedrine (Sudafed) 
Chlorpheneramine maleate 
Guaifenesin 
Dextromethorphan   
Diphenhydramine (Benadryl)   
Generic cough drops 
Chloraseptic (Sore throat spray)   
Lice shampoo or scabies cream (Nix or Elimite) 
Hydrocortisone 1% cream 
Topical antibiotic cream 
Aloe  

Weight: _______ lbs    Height: _____ft_____in     Blood Pressure_______/_______  

Other trea tments/thera pies t o be con tinued a t camp: (describe belo w)   None needed.  
          

        

The camper is u nderg oin g trea tment at this tim e for t he follo wing c ondi tio ns: (describe below)   None.

Physical ex am done  today: Yes No   (If  “No,” date of last ph ysical : ___________)
                  Month/Day/Year 

ACA accreditation  standards  specif y physical exam within last  24 mont hs.

Medical Personnel : Please review the CAMPER HEALTH HISTORY FORM and compl ete this page.  

Attach additional info rmat ion if  needed. 

                  

THIS PAGE TO BE COMPLETED
BY YOUR CHILD’S PHYSICIAN
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Camp Session: ____________________________

Camper Name: _____________________________________________________________
   First   Middle    Last

 Male  Female ������Birt h Date ____________     Age on arrival at camp: ________
Month/Day/Year

Camper Home Address: ______________________________________________________________________________________________________
Street Address      City  State      Zip Code

Parent/guardian with legal custody to be contacted in case of illness or injury:

noitaleR ship
Name: ____________________________ to Camper: ________________Preferred Phones: (______) ________________(______)_________________

Home Address: _____________________________________________________________________________________________________________
(If different from above)    Street Address      City  State      Zip Code

Second parent/guardian or other emergency contact:

noitaleR ship
Name: ____________________________ to Camper: ________________Preferred Phones: (______) ________________(______)_________________

Additional contact in event parent(s)/guardian(s) can not be reached:

Relationship
Name(s): __________________________ to Camper: ________________ Preferred Phones: (______) ________________(______)_________________

Medical I nsura nce Inf ormation:

This camper is covered by family medical/hospital insurance Yes  No

Inclu de a copy of yo ur ins urance card on the next page.

Insurance Company______________________________     Policy Number___________________________

Subscriber_____________________________________      Subscriber date of birth
��
Parent/ Guardian Authoriz ation for Heal th Care:

Signature of Custodial Relationship
Parent/Guardian __________________________________________________________________Date: to Camper: _______________________

If for religious  or othe r reasons  you cannot sign thi s, contact  the camp for  a legal waiver whi ch must be signed for  attendance .

Restrict ion s:   I have reviewed the program and activities of the camp and feel the camper can participate without restrictions. 
  I have reviewed the program and activities of the camp and feel the camper can participate with the following restrictions or

adaptations. (Please descri be below. )

Diet, Nutriti on:   This camper eats a regular diet.
�� �� ��   This camper has special food needs. (Please describe below.)

Allergies :   No known allergies.   This camper is allergic to:  Food  Medicine  The environment (insect stings, hay fever, etc.)  Other
(Please d escrib e belo w what the camp er is alle rgic to and the reactio n seen.)

Mail this  form to the addr ess below by June 1st

CAMPER HEALTH

 HISTORY FORM (page 1 of 3)

_______________

 

Walton’s Grizzly Lodge
P. O. Box 519
Portola, CA 96122

Medical/Health Form Questions - 
please call Erica Stein at

(530) 587-6343

Parents/Guardians:

*Please complete the three page health history form and sign the permission and 
release. The back page (Recommendations) is to be completed and signed EACH 
YEAR by your child’s physician. The physician’s signature must be for the same year 
as camp attendance, but it may be based on a previous physical.
Mail your completed form along with a copy of your insurance card to the address shown at left.

SS #: ___________________________

This health history is correct and accurately reflects the health status of the camper to whom it pertains. The person described has permission to participate 
in all camp activities except as noted by me and/or an examining physician. I give permission to the physician selected by the camp to order x-rays, routine 
tests, and treatment related to the health of my child for both routine health care and in emergency situations. If I cannot be reached in an emergency, I give 
my permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child. I understand the 
information on this form will be shared on a “need to know” basis with camp staff. I give permission to photocopy this form. In addition, the camp has 
permission to obtain a copy of my child’s health record from providers who treat my child and these providers may talk with the program’s staff about my 
child’s health status.

6 page health history.indd   2 1/27/10   11:38:43 AM



*Horseback Riding at Grizzly Creek Ranch  

 

As part of the horseback riding activities, Campers may ride on trails located on Grizzly Creek 

Ranch, a property adjacent to Walton’s Grizzly Lodge.  The terms of this Permission and Release 

Form shall apply to a Camper and the owners, agents, employees, contractors, and volunteers of 

Grizzly Creek Ranch when the Camper is horseback riding on the Grizzly Creek Ranch property. 

Horseback riding is a dangerous activity and involves numerous obvious and non-obvious 

inherent risks that may cause serious injury, and in some cases, death because of the 

unpredictable nature and irrational behavior of horses regardless of their training and past 

performance.  By signing this permission and release form, I certify that my child is fully capable 

of participating in this activity and acknowledges that my child and I voluntarily assume the risk 

and danger of injury or death inherent in the use of the horses, equipment, and gear provided to 

my child for this activity. 

 

IN CONSIDERATION OF GRIZZLY CREEK RANCH PERMITTING MY CHILD TO 

PARTICIPATE IN THIS ACTIVITY ON PROPERTY OWNED BY GRIZZLY CREEK 

RANCH, BY SIGNING THE FRONT OF THIS PERMISSION AND RELEASE FORM, 

ME, MY CHILD, AND OUR HEIRS, EXECUTORS, PERSONAL REPRESENTATIVES, 

ADMINISTRATORS, SUCCESSORS AND ASSIGNS, AGREE TO HOLD HARMLESS 

AND RELEASE GRIZZLY CREEK RANCH, ITS AFFILIATE SIERRA HEALTH 

FOUNDATION, CALIFORNIA GUEST SERVICES, INC., AND THEIR RESPECTIVE 

DIRECTORS, OFFICERS, AGENTS, EMPLOYEES, INDEPENDENT CONTRACTORS 

AND VOLUNTEERS FOR ANY LOSS, LEGAL LIABILITY, DAMAGES OR COSTS 

WHATSOEVER ARISING OUT OF OR RELATED TO ANY LOSS, DAMAGE OR 

INJURY (INCLUDING DEATH) TO MY CHILD, INCLUDING ALL MEDICAL 

EXPENSES, IN PARTICIPATING IN THIS ACTIVITY. 

 

Governing Law 

 

The undersigned expressly agrees that the foregoing release and waiver of liability is governed by 

the State of California and is intended to be as broad and inclusive as is permitted by California 

law, and that in the event any portion of this release and waiver of liability is determined to be 

invalid, illegal or unenforceable, the validity, legality and enforceability of the balance of this 

release and waiver of liability shall not be affected or impaired in any way and shall continue in 

full legal force and effect. 

Please attach a copy of your insurance card. (Both sides)
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Do you feel that the camper will require limitations or restrictions to activity while at camp?  No  Yes   

“I have reviewed the CAMPER HEALTH HISTORY FORM, and have discussed the camp program with the camper’s parent(s)/guardian(s). 
It is my opinion that the camper is physically and emotionally fit to participate in an active camp program (except as noted above.)”

Name of licensed provider (please print): __________________________________Signature: _________________________________Title: _________ 

Office Address_____________________________________________________________________________________________________________ 
Street            City               State  Zip Code 

             Telephone: (________)_____________________                Date:_______________________ 

If you answered “Yes” to the question above, what do you recommend? (describe below—attach additional information if needed)

CAMPER HEALTH-CARE RECOMMENDATIONS 

by LICENSED MEDICAL PERSONNEL FORM  

Allergies:    No Known Allergies

 To foods (list):

 To medications: (list): 

 To the environment (insect stings, hay fever, etc.– list): 

 Other allergies: (list): 

Describe previous reactions:  

Diet, Nutrition:   Eats a regular diet.     Has a medically prescribed meal plan or dietary restrictions:(describe below)

Medication:   No daily medications.    Will take the following prescribed medication(s) while at camp: (name, dose, frequency—describe below)

 

The following non-prescription medications are 
commonly stocked in camp Health Centers and are 
used on an as needed basis to manage illness and 
injury. Medical personnel: Cross out those items the 
camper should not be given.

Acetaminophen (Tylenol)    
Ibuprofen (Advil, Motrin)    
Phenylephrine (Sudafed PE)    
Pseudoephedrine (Sudafed) 
Chlorpheneramine maleate 
Guaifenesin 
Dextromethorphan   
Diphenhydramine (Benadryl)   
Generic cough drops 
Chloraseptic (Sore throat spray)   
Lice shampoo or scabies cream (Nix or Elimite) 
Hydrocortisone 1% cream 
Topical antibiotic cream 
Aloe  

Weight: _______ lbs    Height: _____ft_____in     Blood Pressure_______/_______  

Other treatments/therapies to be continued at camp: (describe below)   None needed.  
          

        

The camper is undergoing treatment at this time for the following conditions: (describe below)   None.

Physical exam done today: Yes No   (If  “No,” date of last physical: ___________)
                  Month/Day/Year 

ACA accreditation standards specify physical exam within last 24 months.

Medical Personnel: Please review the CAMPER HEALTH HISTORY FORM and complete this page.  
Attach additional information if needed. 

                  

THIS PAGE TO BE COMPLETED
BY YOUR CHILD’S PHYSICIAN
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Camp Session: ____________________________

Camper Name: _____________________________________________________________
   First   Middle    Last

 Male  Female   Birth Date ____________     Age on arrival at camp: ________
Month/Day/Year

Camper Home Address: ______________________________________________________________________________________________________
Street Address      City  State      Zip Code

Parent/guardian with legal custody to be contacted in case of illness or injury:
noitaleR ship

Name: ____________________________ to Camper: ________________Preferred Phones: (______) ________________(______)_________________

Home Address: _____________________________________________________________________________________________________________
(If different from above)    Street Address      City  State      Zip Code

Second parent/guardian or other emergency contact:
noitaleR ship

Name: ____________________________ to Camper: ________________Preferred Phones: (______) ________________(______)_________________

Additional contact in event parent(s)/guardian(s) can not be reached:

Relationship
Name(s): __________________________ to Camper: ________________ Preferred Phones: (______) ________________(______)_________________

Medical Insurance Information:

This camper is covered by family medical/hospital insurance Yes  No

Include a copy of your insurance card on the next page.

Insurance Company______________________________     Policy Number___________________________

Subscriber_____________________________________      Subscriber date of birth
 
Parent/Guardian Authorization for Health Care:

Signature of Custodial Relationship
Parent/Guardian __________________________________________________________________Date: to Camper: _______________________

If for religious or other reasons you cannot sign this, contact the camp for a legal waiver which must be signed for attendance.

Restrictions:   I have reviewed the program and activities of the camp and feel the camper can participate without restrictions. 
  I have reviewed the program and activities of the camp and feel the camper can participate with the following restrictions or

adaptations. (Please describe below.)

Diet, Nutrition:   This camper eats a regular diet.
     This camper has special food needs. (Please describe below.)

Allergies:   No known allergies.   This camper is allergic to:  Food  Medicine  The environment (insect stings, hay fever, etc.)  Other
(Please describe below what the camper is allergic to and the reaction seen.)

Mail this form to the address below by June 1st

CAMPER HEALTH
 HISTORY FORM (page 1 of 3)

_______________

 

Walton’s Grizzly Lodge
P. O. Box 519
Portola, CA 96122

Medical/Health Form Questions - 
please call Erica Stein at

(530) 587-6343

Parents/Guardians:

*Please complete the three page health history form and sign the permission and 
release. The back page (Recommendations) is to be completed and signed EACH 
YEAR by your child’s physician. The physician’s signature must be for the same year 
as camp attendance, but it may be based on a previous physical.
Mail your completed form along with a copy of your insurance card to the address shown at left.

SS #: ___________________________

This health history is correct and accurately reflects the health status of the camper to whom it pertains. The person described has permission to participate 
in all camp activities except as noted by me and/or an examining physician. I give permission to the physician selected by the camp to order x-rays, routine 
tests, and treatment related to the health of my child for both routine health care and in emergency situations. If I cannot be reached in an emergency, I give 
my permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child. I understand the 
information on this form will be shared on a “need to know” basis with camp staff. I give permission to photocopy this form. In addition, the camp has 
permission to obtain a copy of my child’s health record from providers who treat my child and these providers may talk with the program’s staff about my 
child’s health status.

6 page health history.indd   2 1/27/10   11:38:43 AM




