
Temp. at Check-in Screened by Initials 

Health Screening 
Parent _________________________ 
 

Camper________________________ 
 

Session/Yr______________________ 
 

  

1. Have you/anyone in your immediate 

family experienced a fever over 100 

within the past 7 days? 
 

              YES (explain below)      NO 
 

If YES, have you been fever free for the last 
24 hours?      

YES           NO 
 

2. Have you/anyone in your immediate 

family had any evidence of or exposure 

to the following in the past 7 days? 
Please circle all applicable items and explain 

or circle none. 
 

 Vomiting    Headache 
 Stomachache  Fever  

 Body Ache   Nausea       

 Loss of taste or smell  Bed Bugs  
 Breathing Problems Lice 

 Respiratory Illness    Diarrhea 

 Contagious Disease       NONE 
 

Please use the area below for any other 

information or explanation. 
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