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Health Interview Form 
Frozen Ropes Training Center     Location: _______________ 
69 Kenosia Avenue      Date: _____________ 
Danbury CT 06810 (203)205-0174 
Date of Last Physical: ______________ Date of Last Tetanus: ________________ 

Name: _______________________________ Age: _____ DOB: ____/____/____  

Address: ______________________________ ________ _______ ________  

        (City)         (State)       (Zip Code) 

Phone: __________________ Work Phone: _________________________ 

Parents/Guardian Names (Please Print):______________________________________ 

     :_____________________________________ 

Family Physician:_____________________________ Phone: _________________ 

IN CASE OF EMERGENCY CONTACT: 
If your child requires off-campus medical services, such as prescription medications or emergency evaluation, 
they will be transported to the closest hospital. Payment will be the responsibility of the parent or guardian. 
Every attempt will be made to contact you concerning any serious illness or injury. 
Please indicate below two different, responsible people other than yourself who can be contacted in the event 
you cannot be reached. 
1 Name: ______________________________________ 

Daytime Phone: ____________________ Evening Phone: _______________________ 

 

2 Name: ______________________________________ 

Daytime Phone: ____________________ Evening Phone: _______________________ 

If your child has sustained an injury or had an illness three weeks prior to the start of camp, a physician’s 
note is required to participate. However, Natick Frozen Ropes health care consultant has final approval. If you 
have any questions, please call (203-205-0174) 
 
Health History: Answer the following comment on all positive answers on a separate sheet. Do you have or 
you ever had:                     In the past 24 months  
      Yes  No              Yes No       have you had any   :Yes No      Date of Incident  

Bir t h  Def ect s                 ___ ___   Chest  Pains                      ___ ___  Or t hoped ic Surgery       ___ ___  _______________ 
Absen t  o r  ser iously      ___ ___   Palp it at ions                     ___ ___  Hern ia Repair                   ___ ___  _______________ 
Im paired  o rgans           ___ ___   Rheum at ic Hear t             ___ ___  In jur ies t o  Head               ___ ___  _______________ 
Blood  Disease                ___ ___   Kidney Disease                ___ ___ (w /w o  unconsciousness) ___ ___  _______________ 
Diabet es                         ___ ___   Gast ro in t est inal Disease___ ___   
Neuro log ical Cond it ions:        Hern ia                             ___ ___  Dur ing at h let ic par t icipat ion  p rob lem s 
Dizziness, Fain t ing         ___ ___  Appendect om y            ___ ___  w it h  shoulder , neck, arm , elbow , w r ist , 
Recur r ing Headaches    ___ ___  Recur r ing Headaches     ___ ___  hand , knee, o r  back. 
Ep ilepsy                           ___ ___  Ep ilepsy                           ___ ___  
Weakness, Paralysis         Con t act s             ___ ___  Have you been  under  a physician ’s care  
Eye Prob lem s                ___ ___  Den t al App liances            ___ ___  f o r  any in jury o r  healt h - relat ed 
Lung Disease                  ___ ___  Braces            ___ ___  cond it ion?                    ___ ___  ___________________ 
Ast hm a                           ___ ___  Or t hoped ic App liances  ___ ___ 
Hear t  Disease                 ___ ___  Hear t  Murm ur             ___ ___ 
High  Blood  Pressure     ___ ___   
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Please attach a description of any “yes” answers on a separate piece of paper. Include date; 
 
 
Medications         Allergies 

Typ e/Dosage _______________________     Food    _____________________________ 

Med ical Cond it ion  __________________     Insect   _____________________________ 

_____________________________________     Med icat ions _______________________ 

 

 


