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Shepherd of Love Camps

***IMPORTANT: Your child may not attend our Youth Camps without a current (within the past year) signature from a doctor or nurse.  Please make sure to answer all questions below completely.  If you do not have health benefits, you may omit the address, city, zip and phone for a physician.

Child’s Name: _________________________________________________________________________
Child’s age  ____________________________	 Grade level in fall ____________________________
Health Insurance Provider _______________________________________________________________
Doctor’s Name ________________________________           Dr.’s Phone # ________________________
Doctor’s Address ______________________________________________________________________
City ___________________________   State _____________________        Zip _____________________

CAMP SAFETY:
Does this child have any allergies to items such as medications, foods, hay, horses, grass, trees, insects, bees, chlorine, latex, etc.?




Are there any existing medical needs or additional information our staff should be aware of?  (Special diet, disability of any kind, special precautions, seizures, emotional concerns, etc.)
Yes ___		No ___		If yes, please describe below.




Please have your physician or a nurse fill out and sign the back side.  Thank you!
Health and Medication Authorization
You may feel free to substitute any form a physician has given to you, such as school health records, or you may choose to fax this document back and forth to your physician.  A facsimile document will be accepted.  You must turn in a signed document even if the camper will be self administering the medications.
Child’s Name _________________________________________________________________________
Date of last physical ______________________   Date of last Tetanus Booster ____________________

MEDICATION TO BE ADMINISTERED DURING CAMP:
Medication _________________________________   Date Prescribed __________________________
Directions for Use _____________________________________________________________________	
Medication _________________________________   Date Prescribed __________________________
Directions for Use _____________________________________________________________________	
Medication _________________________________   Date Prescribed __________________________
Directions for Use _____________________________________________________________________	
Medication _________________________________   Date Prescribed __________________________
Directions for Use _____________________________________________________________________	
Medication _________________________________   Date Prescribed __________________________
Directions for Use _____________________________________________________________________	
Please use a separate sheet if there are additional medications.  Thank you.

Doctor or Nurse Authorization:
I hereby authorize the qualified health supervisor to administer the medications listed above, as well as common over the counter medications such as Tylenol, Benadryl or Nose Spray.  I have examined the child named above and found him/her to be in satisfactory physical condition and capable of participation in a regular camp.

Physician or Nurse’s Signature _____________________________________ Date _________________
