
 

 
Camp Keetov Washington Hebrew Congregation  
 

 
 
 
 
 Date: __________________ 
  
 
 
 
This is to certify that I have examined ______________________________________ and find him/her in 
good health, free of any communicable disease and physically capable of working with young children at 
Camp Keetov. 
 
 
Immunizations up to-date ________________________________________________  
 
Date of last tetanus shot _________________________________________________  
 
 
Comments: ________________________________________________________________________  
 
________________________________________________________________________  
 
 
 
 
 
 
Signature of Physician/Health Care Provider: ___________________________________  
 
 
Name of Physician/Health Care Provider: ______________________________________  
 
Address: ________________________________________________________________  
 
Phone Number: __________________________________________________________  
 
 
 
 
 
 
 
 
 
 

Julia Bindeman Suburban Center 11810 Falls Road, Potomac, MD 20854  301-279-7505 

Washington Hebrew Congregation 3935 Macomb Street, NW, Washington, DC 20016  202-895-6334 


