Medical Pre-Consent Form
Last name of Child____________________________ First name ___________________________
Date of birth ______________________________________ Today’s date _______________________________
I/we _____ Parent ______ Legal guardian (check one)    _____________________________________________
                                                                                               (signature of parent or guardian)

Home address________________________________________________________________________________
City ___________________________ State ________________ Zip ____________________________________
Home Phone (          ) _____________________________  Work (          ) ________________________________
I authorize healthcare personal to treat the above child in an emergency while attending and being cared for by the Fairmount Camp staff during the week of July 6-10, 2015.

Childs Physician______________________________  Physician’s Phone (          ) _________________________
[bookmark: _GoBack]Medications your child is taking now:_____________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Allergies, if any including medications ____________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Date of last tetanus booster______________________________________________________________________
Has your child had any surgery?        Y             N       (Circle One)
Chronic or existing diseases or medical problems __________________________________________________
____________________________________________________________________________________________
Medical Insurance carrier__________________________ members name ______________________________
I.D. Number _____________________ Benefit code: _________________ Account #_____________________
** The policy of the camping program states that in case of an accident that requires doctor or hospital care, the family insurance coverage is the primary coverage and the camp’s insurance is the secondary.** 
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