MEDICAL INFORMATION REPORT

This information allows us to help keep your child safe during camp.

Name:


1. Medication and/or tablets being taken during camp (Children’s medication should be handed to the teacher in charge of the group prior to camp)

Dosage:


2. Please tick if your child experiences any of the following:

Bedwetting
(  )
Fits of any kind
(  )
Heart condition
(  )

Dizzy spells
(  )
Sleep walking
(  )
Asthma
(  )

Blackouts
(  )
Migraine
(  )
Travel sickness
(  )

Other:

Allergies to:

Penicillin  (  )
Any foods  (  )
Drugs  (  )
Insects  (  )
Other  (  )

Please specify


What special care is recommended?


Any other issues we should know about? 


Tetanus injections up to date
Yes (  )    No (  )

Approximate date of injection _________________

Is this the first time your child has been away from home?
Yes (  )   No  (  )

I give authorisation to the teacher in charge of the camp to action medical, or surgical treatment to my/our child as may be deemed necessary, if it is impractical to communicate with me/us.

Signed:
 
Date:


