
Home Phone

Work/Cel l  Phone

Relat ionship to Camper

C A M P E R  I N F O R M A T I O N

Last  Name

Primary Emergency Contact :

E M E R G E N C Y  C O N T A C T  I N F O R M A T I O N

D.O.B.

Sess ion Name:

Summer Camp 
Medical Form 2026

Secondary Emergency Contact :

I N S U R A N C E  I N F O R M A T I O N

First  Name

Primary Phone:

Home Phone

Work/Cel l  Phone

Relat ionship to Camper

Address : Address :

Is  the camper covered by fami ly  medical/hospita l  insurance?       Yes        No     I f  Yes,  p lease provide the fol lowing:

Insurance Company                                                                             Phone

Pol icy Number

Subscr iber

Camper’s  Pr imary Care Doctor                                                                 Phone

Camper’s  Dent ist                                                                                  Phone

Other  Healthcare Provider  ( If  appl icable)                                                                  Phone

RESTRICTIONS:  
     I  have reviewed the program descr ipt ions and act iv it ies  of  the camp and feel  the camper can part ic ipate without
restr ict ions.

     I  have reviewed the program descr ipt ion and act iv it ies  of  the camp and feel  the camper can part ic ipate 
with the fol lowing restr ict ions or  adaptat ions.  (Please specify  below)        
         

ALLERGIES:         No Known Al lergies          Food             Medic ine            Environmental              Other
( If  you marked anything other  than “No Known Al lergies”  p lease be share below the a l lergen,  type of  react ion,  and
treatment.)  

Specia l  Dietary Needs:      Camper eats  a  regular  d iet         Camper eats  a  vegetar ian diet           Other :
I f  you marked “Other”  p lease share specif ics  in  the space below at  least  2  weeks in  advance of  camp.

.

R E S T R I C T I O N S  ( A C T I V I T Y / D I E T A R Y )

My chi ld  is  up-to-date on a l l  required vaccinat ions.  

My chi ld  is  NOT up-to-date on a l l  required vaccinat ions.  I  accept the r isk  to my chi ld  from not being fu l ly  immunized.

I M M U N I Z A T I O N  I N F O R M A T I O N

Check the appropr iate box below and provide parent/guardian s ignature.  

P lease provide the date of  the chi ld ’s  last  tetanus booster  (dT) or  (Tdap):

Relationship to Camper

Relationship to Camper

Parent/Guardian Signature



Session Name: Pr imary Phone:

Name of Medication Date Started Reason for taking When is it given
Amount or

Dosage Given How is it Given

Summer Camp Medical Form (cont.)

C A M P E R  H E A L T H  H I S T O R Y

M E D I C A T I O N  I N F O R M A T I O N  A N D  R E L E A S E

 P lease check a l l  that  apply .  For  any checked boxes please share specif ics  in  the space provided,  not ing the number
of the checked box in  the explanat ion.  
 
Has/does the camper:

1 .  Had Surgery
2.  Recurrent/chronic  i l lnesses
3.  Recent infect ious disease
4.  Recent In jury
5.  Asthma/wheezing/shortness of  breath
6.  Diabetes Seizures
7.  Headaches
8.  Wear  g lasses,  contacts ,  eye-wear
9.  Faint ing or  Dizz iness
10.Passed Out/chest  pains  dur ing exercise

11 .Mononucleosis  in  the past  12  months
12 .  Problems fa l l ing as leep/sleepwalk ing
13.  Back/jo int  problems
14.  History of  bed wett ing
15.  Problems with d iarrhea/const ipat ion
16.  Skin  problems
17.  Treated or  Counseled for  Emotional  or  Behavior  problems
18.  Diff icult ies  Treated for  eat ing disorder
19.  Treated for  ADD or  ADHD
20.  Other :

Please use th is  space to expla in  any boxes that  were checked above.  

Have you traveled outs ide the country in  the past  9 months? I f  so,  p lease l ist  p laces below.

Please share any s ignif icant  l i fe  event  that  cont inues to affect  the campers l i fe .  ( i ,e ,  h istory of  abuse,  death of  a  loved one,
fami ly  change,  adopt ion,  foster  care,  new s ib l ing,  surv ived a  d isaster ,  etc .)  

Last  Name D.O.B.First  Name

Medication: Medication is any substance a person takes to maintain and/or improve health. This includes vitamins and natural remedies. All medications
(including over the counter medications) need to be in the original container and MUST be turned in to the health coordinator during check-in. There are
exceptions for inhalers and epi-pens. Please indicate below any medications your child will be taking at camp along with the requested information for
each medication. 

My chi ld wi l l  NOT be taking any dai ly  medications whi le  at  camp.

I give permission for over-the-counter medications to be administered to my child if the health coordinator deems it necessary. 
I understand that medications will be administered per instructions in the camp’s healthcare handbook, which is approved by a physician, that dosages
will be administered according to the directions on the bottle unless a physician directs otherwise, and that health history forms will be reviewed for
allergies and parental recommendations prior to administration of over-the-counter medications. (Please list below and over-the-counter medications
you DO  NOT want administered to your child.)

Signature of  Parent/Guardian: Date:  
Relationship to Camper
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