CAMPER MEDICAL FORM

Last Name


First Name

Middle Initial


Age











       (       )

Street Address


City


State

Zip

Phone                      

Emergency Contact










(       )

Name








Phone

Physician 










(       )

Name








Phone

Health Insurance

Insurance Company Name




Contract Number


Group Number

Policy Holder Name





Insurance Company Phone Number (On Back of Card)

Medical History

Are You Currently Being Treated for a Medical Condition?  (Asthma, Diabetes, Seizures, etc…)

Yes (   No (    If Yes, Explain 


Allergies (include food, drugs, other) ___________________________________________

Medications _____________________________________________________________

Date of Last Tetanus Shot ______________

I authorize Integrity Christian Fellowship Camp and/or the Salvation Army to seek emergency medical treatment for the above named camper.

_____________________________________________________________________

Signature (Parent/Guardian signature if camper is a minor)                                     

                 Date   

