	Nurse Use Only
	Rec’d by:
	Cabin:


 Huron Church Camp Medical Record
Do not mail this – bring it and a copy of your health card
Name: _____________________________________


Birth Date: _________  Age: ___  Height: ____
Weight: ____

Phone: _________________
___________________


Home
Emergency
Health Card Number: _____________________________

*NOTE: all campers are required to bring a photocopy of this card.
Family Doctor/Pediatrician:

_____________________________
___________


Name
Phone

Last Tetanus Immunization: _____________________________




       Date
Current Medications:

	Drug
	Dose
	Times

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Allergies: (please specify as necessary)
· Environmental:___________________________________
· Bee sting: ______________________________________
· Drugs:_________________________________________
· Food:__________________________________________
· Special dietary requirements: __________________________
Vegetarian:   (Yes    (No

Medical History: (please specify as necessary)
· Corrective Lenses:_________________________________
· Asthma: ________________________________________
· Diabetes: _______________________________________

· Heart Trouble: ___________________________________

· Epilepsy: _______________________________________

· Kidney Trouble: __________________________________

· Bedwetting: _____________________________________

· Sleepwalking: ____________________________________

· Fainting: _______________________________________

· Operations: _____________________________________

· Hyperactivity/ADD: ________________________________

PLEASE NOTE:  We strongly discourage “drug holidays” while your child is at camp.

Additional Information:

________________________________________________
________________________________________________

Parental Consent

I give permission for my child to receive the following:
· Tylenol 

· Benadryl  

· Gravol   

· Cough/cold remedy

· Advil/Ibuprofin

· Treatment beyond camp as outlined on the registration form

To the best of my knowledge, the above named person is in good health and has not been exposed to any infectious diseases in the past four weeks.  In the event of an emergency I give permission for the Director or her designate to contact our family doctor. I have read the brochure and accept the conditions of enrolment as printed.

____________________________________
_________________

Signature of Parent /Guardian/Staff Member (if over 18)
Date

