Medical Pre-Consent Form                                                                       Today’s date _______________________________

Last name of Child____________________________ First name ___________________________ Date of birth _______________
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 registered camp.  I also authorize Fairmount camp to administer my child’s daily medications and the checked over the counter medications on page 2.  
Basic treatments such as saline eye drops, cough drops, calamine lotion, triple antibiotic ointment and Vaseline may be administered by camp staff as needed.   
_____________________________________________
      (signature of parent or guardian)

Home address________________________________________________________________________________
City ___________________________ State ________________ Zip ____________________________________
Home Phone (          ) _____________________________  Work (          ) _______________________________
Emergency Contact________________________ Address___________________________________________ Phone (         )____________________

Childs Physician______________________________  Physician’s Phone (          ) _________________________

Medications your child will take at camp:
Medications must be in their original bottle and within date
 
               (Parents complete this portion)                                 		(Nursing Complete this portion)
	[bookmark: _Hlk482347331]Daily Medications:

	Dose
	Time of day
	Monday
	Tues
	Wed
	Thurs
	Friday

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



Check each over the counter medication that you are ok for your student to receive while at camp:
	Yes
	As needed Medications:
(provided by camp)
	Dose
	Monday
	Tues
	Wed
	Thurs
	Friday

	
	Hydrocortisone cream
	
	
	
	
	
	

	
	Tylenol 
	
	
	
	
	
	

	
	Benadryl
	
	
	
	
	
	

	
	Chloroacetic throat spray
	
	
	
	
	
	

	
	Tums 
	
	
	
	
	
	

	
	Mucinex
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Allergies, if any including medications ____________________________________________________________
Date of last tetanus booster______________________________________________________________________


Has your child had any surgery?        Y             N   List surgeries: ________________________________________________________________________________________
Chronic or existing diseases or medical problems _____________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________
Medical Insurance carrier__________________________ Holders 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.** 

Within the last 24 hours have you had: (circle) Vomiting, diarrhea, fever  		Specify:______________________________________________
Do you currently or recently had lice?
Are you being treated for: (circle) fracture, sprain, infection, skin infection   	Specify: _____________________________________________
Have you been out of the country within the past 30 days?  Y/N   			Specify:______________________________________________

[bookmark: _GoBack](Camp Completes this portion)

Dorm #__________________  Counselor__________________________________________ Room #____________
