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Marca la casilla si alguna vez
padeciste de alguna de las
enfermedades mencionadas vy
escribe la fecha estimada.

Si NO es tu caso, puedes dejario

: en blanco.
|
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|
Es importante que indiques si 1
alguna vez haz estado bajo el
cuidado de un profesional por
dificultades emocionales,
p5|colog|cas o de aprendizaje, y ,
de ser asi debes explicar la

: situacion.
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¢COMO LLENAR CORRECTAMENTE MI
HEALTH HISTORY FORM?

ES MUY IMPORTANTE CONTESTAR TODAS LAS PREGUNTAS

Health History Form

The participant milst complete al sections of tis farm. It rust be completed in English as a filable POF or neatly hand
writhen. Please provide as much detall s possitle. Pleass uplead this farm o yeur Foolpints account and take the
orignal eopy with vou e earmp. Falaitying oo faling to dissloss inforration abeut your health may meaut in disrnisasl
frarm the CCUSA program. Remerber cenain immunizations are REQUIRED. I you have any queshions of concems
bt this toemn, eontact your lecal COUSA affice. I addbonal spacs is needed. please altach a separate shest

CCUSA

PERSOMNAL INFORMATION
Last Mame Firat Mame Birth Date Gender: ' Male © Female
Hams Arcias Fusdaar & Srom) £y Foslal Cin Cauriy
Home Phana Maotile Phone
Emergency Contact Mame Retationship
Home Fhona Iobile Wark Phona
Allgmate contact in case of amargency: MName Frione
Name of physician in homa counlry Fhang
Addreas of physician
i & Sl Cip Fraial Code Couniry
HEALTH HISTORY
Check al that apply and give approximate date.
IMress Date Diseases Dale Allergies
Frequent ear infections Measles® Folzon hip'Osk/Sumac | ] Insact stings
Heart defect/dizeass Chicken Pox” Hay fever Sxiums
Salzures Whooping Caugh Penicillin (bcaier - - o
I Mumps® Othar drugs (specify) - D I
Bleading discrders Tubereulosis® Foad (gpecify)
Hypertargion Hepatitia D youl reguire an apipen or medication for allengias?
Maronus|sssis Bronahilis () ¥es )Mo I¥es, plases it - -
Sinus trautle Lyme Diseass & -
covio-18' Migraine headaches &

H yous haws ragt bessn immenizad for this, then plaass speak o yoer Doctooiedical Pracifiore i ansers you obrisin thess vecc nabicnainoculstions prior o sl
TNy LIS campe will prater thedr sin® i haes an ap Do =139 and yoRar aniry mio the couniry may ba riant om poof of wacd naticn

| smake:  Regulardy Deeagianaly Socialy Mewver | canguime aloohok
List surgeries of major ilinesses you have had in the last 5 years [include dates):

Az
Seldorm Mewves

Dy Wiaekly

List chronic health concems which might alfect yvour ability te wark. Please include any physical conditions requisng restriction|s) on partieipation
on the prograrm with a descriglion of the restrction:

If you Feave listed any chronic health concerns, whal can your smployer do to facillate your pefformance?
Have you ever been under a professionals care for smational, psychological or learning difficuities? © Yes ) No  If yes, when and describe.
' ag

Cain 'g.lnu do the Tollowing. '.-.'i'l.l'rml :ﬂ'lh:ult‘_.' Tar an extended mmturtkne’“ Push: Ul ves Cime Pull: O ves U No  Walle
Run: Cves C Mo Bendt Tves Cime L O yes Mo I Ne, please explain:
Can you physically and emotionally support children and yoursall for the summer?  ves ©) o

CURRENT MEDICATIONS (IF ANY)

Pleass sl ALL current medications inciuding over-he-counter and prescriptions. Bring encugh redicaion 1o bst your entire ip oversess. Keap it in the

origingl packaging that identifies te prescribing phiysician §f a presciption drugl, be namea of the medication, the desage, and the frequency’ of
adminetration. Altach addional sheed Tor mone meadicalions if neadad.

) | take medications as stalad below. - | take MO medications an & routine basés.

Mo

-
' 4

Med i1 Dosage Specific tirmes taken each day

Feasan for taking “ - = ® o - o
Mead §2 Daosage Spesific tirmes taken each day

Reazan lor taking

Med §3 Daosage Spesific tirmes taken each day

Reasan for taking
DIETARY INFORMATION

Lacioga Intalerant Giluten Fres Coeliac

Vagetarian Negan
Oither digtary restrictionslood allargis

Raw 7 1031

Esta informacion es -
importante para los
CAMPS.

66-----------mmm -,

Recuerda especificar sobre :
cada medicamento que estes
tomando.

Si NO es tu caso solo

selecciona: "I take NO
1 medications on a routine basis”’,
|
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ES MUY IMPORTANTE CONTESTAR TODAS LAS PREGUNTAS

Todas las vacunas que

tienen un % son

obligatorias y deben

venir con la fecha en que
, telas pusieron.

T TP TS 1

02 ) ¢COMO LLENAR CORRECTAMENTE MI

HEALTH HISTORY FORM? '

GENERAL QUESTIONS
The tobowing questions rrust be answered trutfifully and to the bast of your knowledge,

1. Had any recent injury, ilness or infectious disease? ' Yes | Mo 15, Ever had problems with joints je.g. knees, arkles)? © Yee L Mo
2. Hawe a chronic or recurring iliness? Cwes Mo 16, Hawe any eXin protlems [tehing, rashes, psodasis)? © Yee © Mo
3. Ever besn hospitalized? Cwes U Mo 17, Have diabstes? Civee U No
4. Ever had surgery? C'weg [ Mo 1B. Have asthra? Civee U Mo
5. Hawe freguent headachas? Ciweg [ Mo 1D, Had mononuclessis in the past 12 monthe? Civee U Mo
8. Ever had a head injury? Tiwes [ Mo 20, Had problems with diarhes’constipation? Civee U Mo
7. Ever besn knocked unconscious? Cowes U Mo 21, Have problams with sleepwaliing? Civee U Mo
8. \Wear glasses, cantacts? Cwes U Mo 22 Ever hed a diagnosed eating disonder? Civee U Mo
9. Ever had fraquent ear infections? “wes Mo 23. Ever had emotional andior mental difficulties? Cives U N
10. Ever passed oul dusing or aller sxercioa? Cives U Mo I 'YES, did you seek professional help? vee O Mo
11. Ever had seizures? Tivee U o 1 YES. did you recaive medeation? Tivee U Mo
12. Ever had chest pain during or alter exarciga’? “ves | No 24, Have you ever tested positive for HIV? Cives O Mo
13. Ever had high blood pregsue? “ves | No 25, Have you ever tested positive for Tuberculosis? vee U Mo
14. Ever had back problems? vee O Mo

Fleasa explain ary YES answears, noting the guestion numbar|s) above bafore your regponse. Use an additonal shest it mare space is requined.
CONTACT YOUR CCUSA REPRESENTATIVE IF ¥OU ANSWERED YES TO ANY OF THE ABOVE.

IMMUNIZATION HISTORY

Enter the monthvyear of immunizations and boester date (i applcablel. Il multiphe doses, list the date of each dosa. | uneure you have had the
rrandatory imenunizations a "Tiker Test® must be taken and results sent to COUSA belors daparture.

Vaccines Dose 1 DozeZ  Booster  Vaccines Dose 1 Dose 2  Boosier
DPT seres® (Diphthera, Perussis, Tetanis) Varizalla [Chicken Pox) ™

MR (Mumps, Measles, Rubella) Small Pox

Hepatitis A Typheaid

Hepatitiz B 1P [Polic)

CoviD-19' Marne of COVID-19 Vacsing

"Manosony immunizations §' supied’ new immuszations MUST be inten) =Oinly raquirad i mof mmung

Mnferrabinnal s and amplispment may b relant an prof of VICCAAnGn. Cantimm with yeur kol CTUEA ifice wiich SOV vcring b aporoved Ao W program.
Have you ever bean lested for Tuberculesis [TE)? Yags (0 Mo 0 M as - Date:
Il Ma - ermployer may require this peor to arrval and must discuss this directly with emplayper

| undarstand and sgres that i this infoemation ts incormest or | arn not able o Talow the haalth guidelines set by iy employar, | Aek dismissal freen the
CICUSA program.

If & change in Fry healh stalus ecedrs, | agres te natify COUSA and the employer | am placad at in witing of that change immediately and prioe 1o
lesrving my horme country.

| herety @ve parmission for amergancy Mmedical cars 1o ke place shoukd i be necessary.

| AUTHORIZE THE INSURAMDE COMPANY of any party the company suthorzes fo oblain, of reease any information acouied in he course of my
exarminalion oF Fealrmeant.

I give parrrission lor COUSA to contact ry dector lor ary additienal informatien. |1 submitling this form electronically (emailing Tarrm) check the
bax balow &3 an altemative 1o signing.

I heraby cartily that all information and statements contanad in this Haath Higfory Form are valid, true and correct 1o the bast of my
knowiledge, in regards to my current and presicus health status.

- -~
Applicant's signatune Diate ~
~

N

Recuerda firmar el documento. :

. Si el llenado es digital, debes
. colocaruna 2 y tu nombre.
|






