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“What to 
Bring to Camp” 
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MEDICAL RELEASE/PARENTAL CONSENT FORM 
 
Name  ______________________________________   Grade Completed ________   Age _______   Birthdate ________________ 
 

Address _________________________________________________________________________     Phone ________________ 
 (Street)  (City) (State) (Zip)    (Area Code) 
 

Father’s Work Phone Number  ________________________     Mother’s Work Phone Number ____________________________ 
 (Area Code)  (Area Code) 
 
 
IN CASE OF AN EMERGENCY AND PARENTS CANNOT BE REACHED, PLEASE CONTACT: 
 

Name _________________________________   Phone __________________  Relationship to Your Child ____________________                                                                                     
          (Area Code) 
 
 
MEDICAL INFORMATION [must be filled out completely] 
 
1. List all known allergies:  ____________________________________________________________________________________ 

  _____________________________________________________________________________________________   q  None 
 
2.  Date of last tetanus shot or Dtap: ____________________ 
 
3.  Do you give permission for the camp nurse to administer over-the-counter Tylenol or allergy medications to your child?   YES    NO 
 
4. Complete the medication authorization form for any daily medication or vitamin that the camp nurse is to administer.  [See second page] 
 
5. Please state any physical and/or emotional disability that the camp staff should be aware of to prepare accordingly. __________________ 

 _____________________________________________________________________________________________   q  None 
 
 
MEDICAL RELEASE STATEMENT:  
 
The undersigned does hereby give permission for our (my) child, _________________________, to attend and participate in the East 
Central Region’s 2025 Kid’s Alive! program at Ludlow Falls Camp. 
 
We (I) authorize an adult, in whose care the minor has been entrusted, to consent to the below, pending a phone call to us:  X-ray examination, 
anesthetic, medical, surgical or dental diagnosis or treatment, and hospital care, to be rendered to the minor under the general or special 
supervision and on the advice of, any physician, dentist, or medical staff of a licensed hospital, whether such diagnosis or treatment is 
rendered at the office of said physician or at said hospital. 
 
The undersigned shall be liable and agree to pay all costs and expenses incurred in connection with such medical and dental services 
rendered to the aforementioned child pursuant to this authorization.  Should it be necessary for our (my) child to return home due to 
medical reasons or otherwise, the undersigned shall assume all transportation costs. 
 
In the event that (child’s name), _________________________, is in need of medical attention, I hereby release the Children’s 
Ministries Committee of the Missionary Church of any legal responsibility, and do hereby authorize the staff to make any decision they 
deem necessary regarding competent medical and hospital treatment, if parent or guardian cannot be immediately reached. 
 
Hospital Insurance (circle one):  YES     NO  Person Holding Insurance For This Child _______________________________ 

Insurance Company _____________________________________________________   Policy Number _____________________ 

Child’s Physician _________________________________________________    Phone Number __________________________ 
    (Area Code) 
 
 
_______________________________  Date _____________     or     _______________________________  Date  _____________ 
Father’s Signature  Mother’s Signature 
 
 
Legal Guardian’s Signature _________________________________________________________ Date __________________ 
 

 



Medication Authorization Form 

 

Name ______________________________________  Age  ______________ Date _____________________  

 
Parent/Guardian, 
Choose a section that applies to your situation and fill in all spaces.  Then, sign and date the form and send it 
in along with the medication in it’s original container. 
 
 
Part I: Prescription Medication 
 
For a Parent/Guardian request of administration for Prescription Medicine from a pharmacy, please complete 
the section below. 
 
Name of Item of be Administered  ____________________________________________________________  

Dosage ______________________ Times of Dosage  _____________________________________________  

Specific Instructions for Administration ________________________________________________________  

 ________________________________________________________________________________________  

Possible Side Effects _______________________________________________________________________  

Expiration Date of This Request ______________________________________________________________  

 

Signature of Parent/Guardian _________________________________________________________________  

Phone No. ____________________________________ 

 
 
Part II: Non-Prescription Medication 
 
Fro a Parent/Guardian request of administration of over the counter, non-prescription medicine, please 
complete the section below. 
 
Name of Item of be Administered  ____________________________________________________________  

Dosage ______________________ Times of Dosage  _____________________________________________  

Specific Instructions for Administration ________________________________________________________  

 ________________________________________________________________________________________  

Possible Side Effects _______________________________________________________________________  

Expiration Date of This Request ______________________________________________________________  

 

Signature of Parent/Guardian _________________________________________________________________  

Phone No. ____________________________________ 
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