
PARENT/GUARDIAN:
SUBMIT THIS FORM AT HTTPS://APP.CAMPDOC.COM 
OR EMAIL IT TO MEDICALFORMS@BBYO.ORG

MEDICAL PROFESSIONAL:
PLEASE RETURN THIS FORM COMPLETED TO 
PARENT/GUARDIAN

PARENT/GUARDIAN:
COMPLETE THIS SECTION

Program Year:    to   

Teen Name:        

     Male          Female Date of Birth:  / / 

Home Address:         

         

Custodial Parent/Guardian Phone: (        )   

YEAR YEAR

 FIRST  MIDDLE  LAST

PARENT/GUARDIAN STOP HERE. REST OF FORM TO BE COMPLETED BY MEDICAL PERSONNEL.

MEDICAL PERSONNEL:
PLEASE COMPLETE ALL REMAINING SECTIONS OF THIS FORM. ATTACHED ADDITIONAL INFORMATION AS NEEDED.

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

Other treatments/therapies to be continued at the program:   (describe below)              None

Do you feel that the teen will require limitations or restrictions to activity while at the program?         No      Yes

“I have reviewed the teen’s health history, and have discussed the camp program with the teen’s parent(s)/guardian(s). It is my opinion that 
the teen is physically and emotionally �t to participate in an active program (except as noted above).” 
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