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2023 MEDICAL TREATMENT OF A MINOR CHILD
PLEASE NOTE: THE CHILDREN FOR CHRIST CAMP REGRETS THAT WE ARE NOT ABLE TO SERVICE CHILDREN WITH SPECIAL PHYSICAL AND MENTAL NEEDS DUE TO THE LACK OF STAFFING, FINANCES AND LIABILITY COVERAGE. IT IS OUR PRAYER THAT IN THE FUTURE, WE WILL BE ABLE TO SERVICE SPECIAL NEEDS KIDS. WE DO RECOMMEND, HOWEVER THAT PARENTS SEARCH THE INTERNET AND OTHER RESOURCES FOR CAMP PROGRAMS SPECIALLY DESIGNED FOR CHILDREN WITH SPECIAL NEEDS. 
This form authorizes the person(s) to whom you entrust your child's care to obtain medical treatment for your minor child in your absence. 

I, ______________________________________, hereby authorize any medical or surgical treatment which may be required for my child, ______________________________, during his/her stay at the Ohio District Council Hallowed Hills  Campground during July 12-July 15, 2023.
Child’s Name _____________________________________________________________________

Date of Birth ______________________________________________________________________

Allergies _________________________________________________________________________

Last Tetanus Shot _________________________________________________________________

Illness of your child of which the camp director and/or staff should know: (if needed, please use reverse side to further explain) ______________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

Current Medications: ________________________________________________________________

Medications to be dispensed during camp stay:

 
MEDICATION _______________________ DOSAGE ___________ TIME _____________


MEDICATION _______________________ DOSAGE ___________ TIME _____________

Family Physician __________________________________________________________________

Medical Agency ___________________________________________________________________


Address ____________________________________________________________________


Phone ______________________________________________________________________

The following insurance information helps facilitate proper billing in your absence.  (Any 911 response bills will be forwarded to parents/legal guardians.)

Name of Insurance Company ________________________________________________________

Policy numbers, class group _________________________________________________________

Name of Insured ___________________________________________________________________

Place of employment _______________________________________________________________

Religion __________________________________________________________________________
Signatures:  
(Mother’s/Guardian’s)  ___________________________________    Date: _______ 

(Father’s/ Guardian’s)  ___________________________________    Date: _______

 *********************************************************************************

PARENTAL PERMISSION TO ADMINISTER MEDICATION AS NEEDED
I, _____________________________, hereby authorize permission for my child, ______________________________, to receive Tylenol (Acetaminophen)or Advil (Ibuprofen) for headache or similar pain as needed, while attending the Ohio District Council Hallowed Hills Campground during July 12-July 15, 2023.  
Tylenol (Acetaminophen) dosage:____________ or Advil (Ibuprofen) dosage:_______________
If you want a call from the nurse if seen for illness or injury list phone #:________________________
