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MONMOUTH COUNTY PARK SYSTEM

Therapeutic Recreation Division

Medical History and Physician’s Statement

To be completed annually by the primary care physician.

Name
 Birth Date
 Age


Disability Classification/Diagnosis 
Date of Onset 


For Persons with Down Syndrome

Cervical X-Ray for Atlantoaxial Subluxation:          (Positive     (Negative, date


Tetanus Shot      (No     (Yes, date ______________

Please attach copy of Immunization Record
The Therapeutic Recreation Camps are required, by the State of New Jersey Department of Health, to meet specific requirements and standards in order to receive a “Certificate of Approval” through the Youth Camp Safety Act and maintain their funding.  As part of the requirement, “health histories for all campers must include documentation of the immunizations required for Preschool and K-12 school age children as specified in the Youth Camp rule”.  If the camper has a medical or religious exemption we do require documentation from his/her parent/guardian on file.
Please indicate if the patient has or had a history of the following.  If yes, comment briefly.

	Problem
	No
	Yes
	Comments

	Allergies
	(
	(
	

	Arthritis
	(
	(
	

	Asthma/Bronchitis
	(
	(
	

	Bleeding/Clotting Disorders
	(
	(
	

	Contractures
	(
	(
	

	Cranial Defects
	(
	(
	

	Diabetes
	(
	(
	

	Eczema/Psoriasis
	(
	(
	

	Fractures
	(
	(
	Location 

	Hearing Impairment
	(
	(
	

	Heart Disease
	(
	(
	

	High Blood Pressure
	(
	(
	

	Hydrocephalus

                 Shunt
	(
(
	(
(
	# of Revisions 

	Learning Disability
	(
	(
	

	Muscular Dystrophy
	(
	(
	

	Multiple Sclerosis
	(
	(
	


Medical History Cont’d

	Problem
	No
	Yes
	Comments

	Neurological Impairment
	(
	(
	

	Psychological Impairment
	(
	(
	

	Scoliosis
	(
	(
	Degree/Type 

Brace/Last X-Ray 

	Seizures

             Controlled
	(
(
	(
(
	Type 

Date of Last Seizure 

	Speech/Language Impairment
	(
	(
	

	Spina Bifida
	(
	(
	

	Spinal Cord Injury
	(
	(
	Injury Level

	Stroke
	(
	(
	

	Visual Impairment
	(
	(
	

	Other
	(
	(
	


Mobility:

Does the patient have independent ambulation?     ( No ( Yes

Please indicate assistive devices used for mobility:

	( Braces
	( Cane
	( Crutches
	( Walker

	( Wheelchair (Manual/Electric)
	( Other _____________________________


Prosthetics/Orthotics:

Type
Purpose


Type
Purpose


Please indicate any special precautions or additional information that will assist us in working with the client.

Physician’s Name (please print)
Phone


Address


Physician’s Signature
 Date


Physician’s Stamp:
Therapeutic Recreation Fax # 732.460.1168
Thank you for your time!

� EMBED PBrush  ���








January 2021

[image: image2.png]


_1258192608

