         MEDICAL INFORMATION FROM 
Child’s name_________________________Age____________ Grade completed____
Address__________________________City________________________Zip_________
Mother”s name___________________________________Phone_____________
Address__________________________CITY______________________Zip__________
Place employed_____________________________________Work Phone____________

Father’s name____________________________________Phone___________________

Address__________________________City________________________Zip_________
Place employed_____________________________________Work Phone____________
Emergency contact person(s)_______________________________ Phone____________
                                             ________________________________ Phone____________
List any person(s) that will only be allowed to pick up your child.

________________________________________________________________________
Physicians name______________________________________Phone_______________
Dentist name_________________________________________Phone______________
Medical Insurance Carrier_______________________________Policy#_____________
                  MEDICAL HISTORY

List any chronic medical problems(Diabetes, cancer, Seizures, etc.)__________________
________________________________________________________________________

List any impairments (Vision, Hearing, Broken Bones, etc.) _______________________
________________________________________________________________________

 Allergies. (Bee stings, medication, Food , etc.)__________________________________
 _______________________________________________________________________

List all Medications and dosages your child is taking:_____________________________
 _______________________________________________________________________

Will your child be taking any medications during camp YES____NO____ If  yes please fill out medication sheet attached and bring medications to camp labeled with name and dosage if not in its original bottle……………………………………………………….

Is your child able to swim YES_____NO_____ IF NO PLEASE PROVIDEARM FLOATS OR LIFE VEST. 
We take every precaution to make sure that your child has safe and fun time at camp, but in the event that an accident arises we need permission to seek medical attention in your absence until you are contacted.
I________________________ being the parent or legal guardian of_________________

Give permission for the staff at PEACE HAVEN BAPTIST CHURCH YOUTH CAMP to seek medical attention and make decision on the care or treatment of my child in my absence until I am able to be notified….

PARENT OR GUARDIAN SIGNATURE_______________________date___________
 MEDICATION ADMINISTRATION FROM

NAME_______________________________________________________






Times to be given
Name of Medication
  Monday
         Tuesday
       Wednesday
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


