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FORM DATE: ____________   DATE OF BIRTH: ____________ 
 

ATTENDEE NAME:  __________________________________________________________________________ 
 

ADDRESS:  _________________________________________________________________________________ 
 

EMERGENCY CONTACT & PHONE: ______________________________________________________________ 
 

EMERGENCY CONTACT 2 & PHONE: ____________________________________________________________ 
 
PHYSICIAN:         PHONE: _________________________________ 
 

DENTIST:          PHONE:  _______________________________ 
 

INSURANCE COMPANY: ___________________________ POLICY NUMBER: ________________________ 
 

HISTORY OF:    SEIZURES?  YES / NO     ALLERGIES?  YES / NO     ASTHMA?  YES / NO    
(Please complete an additional action plan form if attendee has seizures/asthma/allergies.) 
 

ATTENDEE’S IMMUNIZATIONS UP TO DATE: ATTENDEE WILL BE TAKING MEDICATION AT CAMP: 
YES / NO       YES / NO 

       (Please attach a copy of immunization record.)           (Please note that all medications MUST be given to nurse at check in) 
 

Please explain any known restrictions for activities, dietary restrictions, other precautions, health, or medical 
issues that our staff should be aware of: _________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

PARENT/GUARDIAN ASSISTANCE: (Parent/Guardian(s) and independent campers excluded): 
I acknowledge that I will accompany my child in activities in the event that the camp staff/volunteers are 
unable to attend the scheduled event.  

___________________________________________________________________________________
SIGNATURE OF PARENT/GUARDIAN          DATE 

 

IN CASE OF EMERGENCY:  I certify that the above information is accurate & that this camper does not have 
any health or medical issues that would prohibit him/her from participating in this camp program. Permission 
is given to Children’s Specialized Hospital or its representatives to provide or seek medical care in case of 
emergency for the above person.  
 

___________________________________________________________________________________ 
SIGNATURE OF ATTENDEE         DATE 

___________________________________________________________________________________
SIGNATURE OF PARENT/GUARDIAN (if applicable*)                  DATE 

___________________________________________________________________________________
SIGNATURE OF PHYSICIAN         DATE 
______________________________ 
NAME OF PHYSICIAN AND PRACTICE – STAMP 

*Parent/Guardian signature required for attendees under 18 and for those 18+ with a power of attorney 
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FORM DATE: ____________   DATE OF BIRTH: ____________ 
 

ATTENDEE NAME:        TREATING PHYSICIAN:  ________________________ 
 
SEIZURE INFORMATION 

TYPE LENGTH FREQUENCY DESCRIPTION 

    

    

    

Triggers/Warning signs:  ______________________________________________________________________ 
Response after a seizure:  _____________________________________________________________________ 
 
EMERGENCY RESPONSE 
A “seizure emergency” for this attendee is described as: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
SEIZURE EMERGENCY PROTOCOL (check all that apply & clarify below) 
      Call 911 for transport to __________________________________________________________ 
  Notify parent or emergency contact 
  Administer emergency medications as indicated below 
  Notify doctor 
  Other __________________________________________________________________________ 
 
TREATMENT PROTOCOL DURING RECREATION PROGRAMS 

EMERGENCY 
MEDS Y/N? 

MEDICATION 
DOSAGE & TIME OF 

DAY GIVEN 
COMMON SIDE EFFECT /  SPECIAL 

INSTRUCTIONS 

    

    

    

 
________________________________________________________________________________________ 
SIGNATURE OF ATTENDEE         DATE 
 

__________________________________________________________________________________________
SIGNATURE OF PARENT/GUARDIAN (If applicable*)                  DATE 
 

__________________________________________________________________________________________
SIGNATURE OF PHYSICIAN         DATE 
 

______________________________________ 
NAME OF PHYSICIAN AND PRACTICE (STAMP) 

*Parent/Guardian signature required for attendees under 18 and for those 18+ with a power of attorney 
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FORM DATE: ____________   DATE OF BIRTH: ____________ 
 

ATTENDEE NAME:  __________________________________________________________________________         
 

ALLERGY TO: _______________________________________________________________________________ 
 

SYMPTOMS GIVE CHECKED MEDICATION 

If an exposure to the allergens has occurred, but 
there are no symptoms 

Antihistamine               Epinephrine 

Mouth: itching, tingling, swelling of lips, tongue, 
mouth 

Antihistamine               Epinephrine 

Skin: hives, itchy rash, swelling of face or 
extremities 

Antihistamine               Epinephrine 

Gut: nausea, abdominal cramping, vomiting, 
diarrhea 

Antihistamine               Epinephrine 

Throat: tightening, hoarseness, hacking cough Antihistamine               Epinephrine 

Lung: shortness of breath, repetitive cough, 
wheezing 

Antihistamine               Epinephrine 

Heart: weak or thread pulse, low blood pressure, 
fainting, pale, blueness 

Antihistamine               Epinephrine 

Other symptoms: 
 

Antihistamine               Epinephrine 

If reaction is progressing, several of the above areas 
affected:  

Antihistamine               Epinephrine 

 

DOSAGE 
Epinephrine (inject intramuscularly) 
      EpiPen  EpiPen Jr.  Twinject 0.3 mg  Twinject 0.15mg 
 

Antihistamine: give ________________________________________________________________ 
Medication/dose/route 
 

Other: give ________________________________________________________________________ 
  Medication/dose/route   

 

If a reaction occurs, emergency medication will be administered by camp nurse, 911 will be called prior to calling emergency contacts. 
An attendee’s physician may also be contacted. 

 

________________________________________________________________________________________ 
SIGNATURE OF ATTENDEE         DATE 
 

__________________________________________________________________________________________
SIGNATURE OF PARENT/GUARDIAN (If applicable*)                  DATE 
 

__________________________________________________________________________________________
SIGNATURE OF PHYSICIAN         DATE 
 

______________________________________ 
NAME OF PHYSICIAN AND PRACTICE – STAMP  

*Parent/Guardian signature required for attendees under 18 and for those 18+ with a power of attorney 
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Attendee Name: __________________________________________________    D.O.B: ___________________ 

 
Diagnosis: _______________________________________________________________ 
History of:     Allergies ____ Yes ____ No     Seizures ____ Yes ____ No     Asthma ____ Yes ____ No 
(Please complete additional emergency action plan if your child has history of any of the above conditions.) 
 

Medications: Please send along appropriate quantity of supplies for the full duration of camp. All medications 
must be given to and signed in with the camp nurse upon check-in for safe and proper storage; NO 
medications are permitted to remain in cabins. 
 

If your camper may request additional “over the counter” medications (such as Tylenol, Motrin, Senokot, Immodium, 
antacid, Pepto Bismol, Benadryl, etc.) please provide a description in the chart below under “taken for” with the 
acceptable circumstances for administration of these medications. Please do not just write “as needed”.  
 

*Please note-over the counter medications must be new/sealed with a signed prescription provided by the child’s 
primary physician. Medications without a doctor’s authorization will not be administered under any circumstance. 

 

Medication List: Please include routine, all over the counter and all emergency medications. 

Medication Name 
Dosage & 
Frequency 

Taken for 
Refrigeration 

Needed? 

Sign In/Sign Out 
(Nurse use only) 

 
 

  
Yes No 

  

 
 

  
Yes No 

  

 
 

  
Yes No 

  

 
 

  
Yes No 

  

 
 

  
Yes No 

  

 
 

  
Yes No 

  

 
 

  
Yes No 

  

 

 

Notes:              
             
              

 
Attendee Signature: ___________________________________________________ Date: ________________ 
 
Parent Signature (If applicable): _________________________________________ Date: ________________ 
 
Physician Signature & Stamp: ___________________________________________ Date: _________________ 

*Parent/Guardian signature required for attendees under 18 and for those 18+ with a power of attorney 


