
PHYSICAL EXAMINATION 
 

Each camper must have a physical examination within one year of entering Camp 
Wonderland.  We must have your signed physical examination form in our hands before 
we can check you in as a camper (American Camping Association requirement) 
 

Please do not forget to mail or bring this form with you to check-in. 
 
 
Name_____________________________________Birthdate__________Age_______ 
 
Weight_________________________Height_______________Temperature_________ 
 
 
Is there any evidence of eye disease or impaired vision?___________________________ 
 Describe*_______________________________________________________ 
_______________________________________________________________ 
 
Is there any evidence of illness or communicable disease?__________________________ 
 Describe*_______________________________________________________ 
_______________________________________________________________ 
 
Is there any evidence of emotional problems?___________________________________ 
 Describe*_______________________________________________________ 
_______________________________________________________________ 
 
Is there any evidence of problems of mobility?__________________________________ 
 Describe*__________________________________________________________
____________________________________________________________________ 
 
Is there any evidence of heart or lung disease?__________________________________ 
 Describe*__________________________________________________________
____________________________________________________________________ 
 
Other physical abnormalities?_______________________________________________ 
 *Describe__________________________________________________________
_____ 
_______________________________________________________________ 
  
 
In my opinion, the above name applicant is capable of participating in an active camp 
program with the following exceptions: 



_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 *Include medications, other treatments, and limitations. 
 
The physical examination was performed on (date):____________________ 
 
Signature____________________________________, MD/DO    Date_____________ 
 
Address:__________________________________ Phone:______________________ 
              __________________________________ 
              __________________________________ 
 
 
 


