
Lakeview	Ministries	◊	13500	W.	Lake	Rd.	◊	Seymour,	IN	47274	◊	(812)	342-4815	
	

Emergency	Medical	Information	Form	for	Day	Camps	

Camper	Information:	

Camper Name: 
���   ������    ���      

Camper Birthdate:              /              /  Sex:  Age:                 

Emergency	Contact	Information:	

Parent/Guardian with legal custody to be contacted in case of illness or injury: 

Parent/Guardian Name:      Rela$onship to Camper:      

Home Phone:( )  Cell Phone:( )  Work Phone:( )     

Immunization	Record:	

Has your child received vaccina$ons required by the state of Indiana for school including: diphtheria, pertussis, tetanus, measles, rubella, 

polio-myeli$s, mumps, hepa$$s B, chicken pox, varicella, and meningi$s (grades 6-12)?           Yes       No 

 

Date of last tetanus booster: __________ 

 

Over-the-Counter	Medications:	

Lakeview Ministries stocks the following over-the-counter medica$on for use.  Cross out those medica�ons which the camper should not 

be given. 

 

 Acetaminophen (Tylenol)  Ibuprofin (Advil, Motrin)  Phenylephrine decongestant (Sudafed PE) 

 Generic Cough Drops   Sore Throat Spray   Benadryl (for allergies) 

 Calamine Lo$on / Aloe  Pepto-Bismol / Tums  An$bio$c Cream 

Health	History:	

Primary Physician Name:       Phone Number:      

Is the camper allergic to: 
  

 Bee S$ngs ......................  Yes       No Food (gluten, nuts, etc.) ........  Yes       No Dairy ......................................  Yes       No 

 Poison Ivy / Oak .............  Yes       No Penicillin ................................  Yes       No Other .....................................  Yes       No 
 

Does the camper have any serious health condi$ons?   Yes       No 

If yes, please comment: 

 

 

Are there any restric$ons of ac$vity for medical reasons?   Yes       No 

If yes, please comment: 

Authorization	for	Medical/Dental	Care	(for	campers	under	18	years	of	age):	

 I, the undersigned parent and/or natural guardian of    , 

a minor, do hereby authorize the Camp Lakeview Health Services Staff (and/or any other qualified adult appointed or designated by them) 

(1) to provide rou$ne health care and administer prescrip$on medica$ons, (2)  to consent to medical, surgical and dental care for such 

minor child; (3) to consent to any diagnos$c test, medical, surgical or dental procedure or treatment as may be considered therapeu$cally 

necessary by the    physician, surgeon, den$st or other health care personnel providing care for such minor child; (4) to employ physicians, 

surgeons, den$sts,     nurses and other health care personnel as may be deemed necessary for such minor child; (5) to admit such minor 

child to any hospital, clinic,         emergency room, laboratory or other health care or diagnos$c facility for examina$on, treatment, surgery 

or care; and (6) to sign all necessary consents and authoriza$ons. 

 It is understood that this authoriza$on is given in advance occurrence of any condi$on or situa$on which would necessitate any such       

medical, surgical or dental care being required; but is given to provide authority to obtain such care if it should be required.  I fully under-

stand the consequences of the foregoing statements and sign this AUTHORIZATION TO CONSENT TO MEDICAL AND DENTAL CARE knowing-

ly, freely and willingly. 

 This health history is correct and accurately reflects the health status of the camper to which it pertains.  The camper described has          

permission to par$cipate in all camp ac$vi$es except as noted by me on this form.  I understand that the informa$on on this form will be 

shared on a “need-to-know” basis with camp staff.  I give permission to photocopy this form.  When necessary or beneficial, the camp staff 

has  permission to give the over-the-counter medica$ons listed on this form (or their equivalent) to the camper.   

 

Signature:         Date:      

 

Printed Name:       Rela$onship to Camper:      

 

 


