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n Medical Release Form
Child’s Name: Date of Birth
Physician: Phone: ( ) -
Address:

Street Town/City State Zip

Hospital:
Insurance Carrier: Policy#:
Child Information:
Drug Allergies: Insect Reactions:
Food Reactions:
Chronic Illiness/Bloody Nose:
Asthma: Seizures:

Prescription or Over-The-Counter Medications Being Taken:

(Please note YMCA/AILIV Camp does not dispense medication without written documentation from a doctor and the approval
of the Director. Please complete the Permission to Give Medication Form for asthma inhalers, epipens and any other
medications required)

Any special physical, educational or emotional concerns or past medical treatments we should be aware
of?

O Please attach a copy of your child’s Immunization Record

Parent’s Authorization:

The health history is correct as far as | know, and the child herein described has vaccinations
records, is in good health and has permission to engage in all the normal activities of
YMCA/AILIV Camp.

In the event that | cannot be reached in an EMERGENCY, | hereby give permission to the medical
personnel selected by the Director to transport, hospitalize, and secure proper treatment, order x-
rays, injection, anesthesia or surgery and to release any records necessary for insurance purposed
for my child as named above.
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Permission to Give Medication Form

(Please use one form per medication)
The following information is to be completed by the child’s Health Care Provider

Child’s name: DOB Wit.
Medication: Allergies

Include food and/or medication allergies

Dosage Route

Time of day medication is to be given:

Purpose of medication:

Special instructions:

Possible side effects:
Start date End date

Health Care Provider: Phone
PLEASE PRINT

Signature of Health Care Provider Date

The following is to be completed by the parent or legal guardian:

| hereby give permission for my child, , to receive the
above medication, according to the listed directions and precautions, from the Camp Director or the Camp
Director Designee. | confirm that | have given at least one dose of the medication without any evidence
of side effects or adverse reactions. | understand that it is my responsibility to provide the medication in
its original container and labeled with my child’s full name. I am also to supply the appropriate
measuring device needed to give an accurate dose of the medicine.

I authorize the Director or their Designee to contact the pharmacist or Health Care Provider for
more information about this drug, if necessary. | also authorize the Director or their Designee to
contact the health care provider regarding my child’s health, if necessary.

| usually do the following to make giving medication to my child easier:

Amount of medication brought to Camp:

Signature of parent or legal guardian Date

For YMCA Use:
Date and Amount of Medication Returned to Parents:
Signature of Director/ Designee Signature of Parent




