

Fun in the Sun Summer Camp 2010
Emergency Information Forms

Camper’s Name____________________________ Date of Birth_________________________

Address __________________________________ Phone Number_______________________

In Case of Emergency, Please Notify:

Name____________________________________ Relationship_____ Phone _______________

Name____________________________________ Relationship_____ Phone_______________

Date of most recent tetanus booster________________________

Does your camper have a history of any of the following; please check any that may apply:

Please indicate if there are any other conditions that we need to be aware of

	
	Y
	N
	
	Y
	N

	Allergies
	
	
	Sleep Walking
	
	

	Asthma
	
	
	Epilepsy
	
	

	Bed Wetting
	
	
	Back Ailment
	
	

	High Blood Pressure
	
	
	Diabetes
	
	

	Heart Condition
	
	
	Others:
	
	


If you have checked YES to any of the conditions above, please explain as completely as possible.  List/describe any major illness or operations in the last six (6) months including medical treatment:

Please list any personal medical conditions and explain the medical treatment:

Medications:

· Prescriptions must be accompanied with a physician’s written statement and be contained in a properly labeled bottle from the pharmacy.

Medication:


Dosage:


Time:

Non-prescription: The following may be given with your permission, please check which medications apply:


Y         N                                                                  Y      N

	Cepacol Lozenges
	
	
	Benadryl
	
	

	Sudafed (decongestant)
	
	
	Dramamine
	
	

	Emetrol (vomiting)
	
	
	Imodium
	
	

	Motrin
	
	
	Mylanta
	
	

	Tylenol
	
	
	Others:
	
	


Please list any dietary restriction including foods the camper does not like:

Other factors that may affect the care of the camper(s) while in our care:

Hospital of preference:___________________________________________________________
Medical Insurance Carrier________________________________________________________

Members Name__________________________ Identification Number____________________

Account Number_________________________ Benefit Code___________________________

In case of emergency all efforts will be made to contact the parent of guardian.  If we are unable to contact parents and emergency treatment in required, the following release must be signed.

I (we) authorize the Fun in the Sun Camp nurse(s) who will be traveling with my (our) child _______________ , to consent to any necessary examinations, aesthetic, medical diagnosis, surgery, or treatment and/or hospital care to be rendered to the above named minor.  Under the general or special supervision and on the advice of any physician licensed to practice Medicine in the state of Pennsylvania/Ohio during the excursion between July 12, 2010 and August 6, 2010.

__________ Date

______________________________________ (Parent/Guardian)

**Please Return**

Fun in the Sun Summer Camp 2010
Physician’s Medication Instruction Form

Dear Doctor:


The parent/guardian of ______________________________ has requested that a Registered Licensed Nurse administer medication(s) to their child while attending the Fun in the Sun Summer Camp from July 12, 2010 through August 6, 2010.


If it is essential that the child receive the medication(s) during this time period, please complete the following information:

DIAGNOSIS_____________________________________________________________

MEDICATION(S)________________________________________________________

________________________________________________________________________

DOSAGE_______________________________________________________________

ANY REACTIONS WITH FOOD OR O.T.C. DRUGS ___________________________

________________________________________________________________________

HOW TO ADMINISTER___________________________________________________

TIME SCHEDULE OF ADMINISTRATION___________________________________

DURATION OF ADMINISTRATION_________________________________________

POSSIBLE SIDE EFFECTS_________________________________________________

ACTIVITY CURTAILMENT:_______________________________________________

____________________



_________________________________


Date






Physician’s Signature

____________________



_________________________________

Physician’s Telephone No.



Physician’s Name (Printed)

