FORM 5 – PRIMARY CARE PROVIDER FORM
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CTHeart Camp Application 
TO BE COMPLETED BY PROVIDER’S OFFICE
Patient’s Name: _________________________________________________________________________________

Date of Birth: _____/______/_________


Date of Physical exam: ______/_______/______ 

(must be within 1 year from date of camp)
Medical Diagnoses: _____________________________________________________________________________________

Immunizations up to date: ____ Yes _____ No         Please provide a copy of all immunizations
Allergies: ____________________________________________________________________________________________

Do you have any concerns/abnormalities from last physical that would limit the camper’s participation in activities?  
Please explain:  __________________________________________________________________________________________________

______________________________________________________________________________________________________________________

Any behavioral or emotional concerns that may cause the camper to be a risk to him/herself or others?  Please explain:_______________________________________________________________________________________
Any other info that would help ensure a fun, successful camp experience?
______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________
PLEASE FAX COMPLETED FORM TO CT HEART CAMP 
Attn: Lisa Castelli @ 203-737-2786. THANK YOU!

Or scan and email to Lisa.Castelli@yale.edu
I have examined the person herein described and have reviewed his/her health history.  It is my opinion that he/she is physically able to engage in camp activities, except as noted above.

______________________________________________          __________________________________________________

Examining pediatrician signature


         Examining pediatrician print name

____________________________________________________________               __________________________________________________________________
Date





         Phone number
Please attach a copy of immunization

Primary Care Provider Physical Exam Form

