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CAMP MEDICATION FORM

PRIOR TO ARRIVAL: This form is for any camp participant (student or adult) needing to bring medication to camp. Please complete this form WITHIN 24 HOURS prior to the camp participant’s arrival on the campgrounds. All medications must be in the original containers. All prescription bottles must show the prescribing provider’s information. Please, place all medication containers in a plastic bag with this completed form detailing instructions for the use of each medication.

AT ARRIVAL: First-aid personnel will receive medications at the First Aid Table during camp check-in. Emergency Rescue Inhalers & EpiPens are the only meds that can be kept with the camp participant’s Group Leader (parents/guardians, please send two emergency rescue inhalers & two EpiPens, in case one is lost & so that the additional one can be kept at the First Aid Station). In the event that the camp participant does not come with a Group Leader, Camp Staff will assign each student a leader in their dorm to maintain possession of medications so they can be available to the camper when needed.

NO MEDICATION CAN BE ADMINISTERED unless listed on this form with PARENT/LEGAL GUARDIAN or ADULT CAMP PARTICIPANT SIGNATURE. FIRST AID PERSONNEL must ADMINISTER ALL CAMP PARTICIPANT MEDICATIONS, including for ADULT PARTICIPANTS.

Participant’s Full Name _____________________________________________________________________ Gender  _________________________
Church Name  _______________________________________________________________________ Church City ___________________________
Group Leader Name _______________________________________________________ Group Leader Phone  ______________________________ 

Emergency Contact #1 Name  _______________________________________	Emergency Contact #1 Phone  _______________________________	
Emergency Contact #2 Name  _______________________________________	Emergency Contact #2 Phone  _______________________________	

	Name of Medication
	Dosage
	Times (circle all that apply)
	Other
	Initials & Time Given (First Aid Personnel Only)
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	For office use only:

First Aid Personnel Name  _______________________________________ First Aid Personnel Signature __________________________________



Please turn over to complete this form in its entirety
MEDICAL HISTORY 
Vaccination History - Has your student been vaccinated according to TX State Recommendations: (circle one)   YES    NO
If no, please provide a brief explanation: ___________________________________________________________________________
___________________________________________________________________________________________________________
Past Medical History (hospitalization, surgery, psychiatric diagnosis, significant injuries, medical advisories given): ________________ ___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

DETAILED INSTRUCTIONS
Medications will be given as directed on prescription containers. Please explain any differences in instructions. ___________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Please list any medications that must stay on the person of the camper’s group leader for safety reasons (inhalers, epipens). ___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

MEDICAL PROVIDERS
Primary Care Provider’s Name and Contact Information: ______________________________________________________________
___________________________________________________________________________________________________________
Insurance Provider Name and Contact Information: __________________________________________________________________ ___________________________________________________________________________________________________________

PARENT/GUARDIAN AUTHORIZATION:

I, ____________________________________ , the Parent/Legal Guardian of _____________________________________________ 
(Camp Participant’s Name), authorize the Camp First Aid Personnel to administer the medications listed above. I authorize the Camp Staff to consent to medical treatment when either my emergency contact or I cannot be reached. I understand that every effort will be made to contact me before such action.


Parent/Guardian Signature _______________________________________	Date _______________________ (24 hours prior to camp)

Adult Camp Participant Signature __________________________________	Date _______________________ (24 hours prior to camp)
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