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*MEDICAL PERMISSION/RELEASE FORM*
______________________________________________________________________________________________________________________________________
	NAME
	
	
	
	AGE
	

	                                              LAST                                                                                        FIRST                                                                          MIDDLE

	ADDRESS
	      
	
	
	

	                                                                       STREET / PO BOX                                                                                     CITY                                                                            STATE                                                    ZIP

	In case of emergency notify:
	

	PHONE #
	
	

	FAMILY PHYSICIAN
	
	PHONE #
	

	FAMILY INSURANCE CO.
	
	POLICY #
	

	IMMUNIZATION:
	 FORMCHECKBOX 
 Tetanus
	 FORMCHECKBOX 
 Polio Booster
	 FORMCHECKBOX 
 Measles
	 FORMCHECKBOX 
 Mumps
	

	Past Medical History (check box to give appropriate information)

	 FORMCHECKBOX 
asthma
	 FORMCHECKBOX 
 sinusitis
	 FORMCHECKBOX 
 bronchitis
	 FORMCHECKBOX 
kidney trouble
	 FORMCHECKBOX 
diabetes  

	 FORMCHECKBOX 
heart trouble  
	 FORMCHECKBOX 
stomach upset
	 FORMCHECKBOX 
dizziness
	 FORMCHECKBOX 
hay fever
	 FORMCHECKBOX 
other

	List other
	

	ALLERGIES:

	FOOD
	

	Penicillin or other drug (name)
	

	 FORMCHECKBOX 
 Insect stings/bites
	 FORMCHECKBOX 
 Poison sumac
	 FORMCHECKBOX 
 Poison oak
	 FORMCHECKBOX 
 Poison ivy  

	Previous operations or serious illness
	

	

	Any current medications (list):
	

	Special diet (name):
	

	CHILDHOOD DISEASES:

	 FORMCHECKBOX 
 chickenpox
	 FORMCHECKBOX 
 measles
	 FORMCHECKBOX 
 mumps
	 FORMCHECKBOX 
 whooping cough

	other (list):
	

	


PERMISSION FOR TREATMENT

My permission is granted for the Camp Director or staff person in charge to obtain necessary medical attention in case of sickness or injury to my child.

_______________________________________

                                              ________________________

     Parent or Guardian Signature



                                            Date







