






I give my permission to the C=amp Health Care Provider or his/her designate to give the following medications (or their generic equivalents) to 
my child or me, _________________________________________, in accordance with recommended package dosing for the specific indications 
below.  These medications are available at camps and need not be brought by participants.

YES NO YES NO
Tylenol: Mild fever or discomforts Benadryl:  Allergy symptoms     

Ibuprofen: Mild fever or discomforts Sudafed:  Allergy symptoms

Throat Lozenges: coughing/sore throat     Antacid:  Upset stomach

Topical Creams: itching, sunburn or insect bites    	 Anti-diarrheal:  for diarrhea     

Permission to follow recommendations by Washington Poison Center or Idaho Poison Control:

Name of Camp or Event: Site:

Permission to Administer Medications and Administration of Medication
Pacific Northwest United Methodist Camp & Retreat Ministries: Indianola, Lazy F, Ocean Park, Twinlow

NOTE:  The Camp personnel will notify you if your child displays the following symptoms:
•	 Any illness that persists longer than 24 hours; including fevers, coughs, excess expulsion of bodily fluids, allergic reactions, severe tiredness
•	 Any injury that causes severe prolonged pain, discoloration and/or swelling
•	 Any condition that cannot be sufficiently treated by camp personnel
•	 Any condition requiring transport to other medical services

Please add an additional page if needed. MON. TUES. WEDS. THURS. FRI. SAT. SUN.
Medication:
Dosage:
Time to give:
Reason for taking:

Medication:
Dosage:
Time to give:
Reason for taking:

Medication:
Dosage:
Time to give:
Reason for taking:

Medication:
Dosage:
Time to give:
Reason for taking:

Medication:
Dosage:
Time to give:
Reason for taking:

If your child will be on a “med holiday”, we ask that you please send the medication to camp.  If it appears that your camper would benefit from being on their 
medication, we will have the Camp Health Care Provider be in contact with you.

Identify any medications that the camper does not/may not take during this camp:

IMPORTANT INFORMATION: PLEASE KEEP ALL MEDICATION (prescription AND over-the-counter) IN THE ORIGINAL CON-
TAINER that identifies; the prescribing physician (if appropriate), the name of the medication, the dosage, and the frequency of 
administration.  All medications must be checked in to camp staff upon arrival.

I hereby authorize the Health Care Provider for Indianola, Lazy F, Ocean Park or Twinlow Camp to administer the above listed medications to my child/dependent dur-

ing their time at camp.  I have given the Health Care Provider dosage and administration instructions.

Parent/Guardian/Signature: Date:

Upon camper
check-in:

Health History Form Verified Date: By: (initial)

Administration of Meds rec’d Date: By: (initial)


