SPBC YOUTH MEDICAL PERMISSION FORM

NAME





 B-DAY


 AGE 




  First    middle     last

HOME ADDRESS
















   Street address            city            state        zip

GENDER
   PARENT/GAURDIAN 



    PHONE





HOME ADDRES














(if different from above)

BUSINESS ADDR.
















  Street add.

   City            state           zip

SECOND PARENT/GAURDIAN 





 PHONE




HOME ADDRESS













                                  (if different from above)

BUSINESS ADDR.
















  Street add.           City            state            zip

IF NOT AVAILABLE IN AN EMERGENCY









RELATIONSHIP







 PHONE





ADDRESS















          Street add.                  City             state             zip

IS CHILD COVERED BY FAMILY/HOSPITAL MEDICAL COVERAGE: ​__ Y    __ N

IF SO INDICATE CARRIER/PLAN NAME









GROUP #







NAME OF INSURED






 REL. TO PATIENT




PLACE OF EMPLOYMENT











SOCIAL SECURITY # OF POLICY HOLDER OR INS. ID #






MEDICATIONS BEING TAKEN

Please list ALL medications (including over-the-counter or non-prescription drugs) taken routinely.  Bring enough medication to last the entire time at camp.  Keep it in the original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the frequency of administration.
__ THIS PERSON TAKES NO MEDICATION.

__ THIS PERSON TAKES THE FOLLOWING MEDICATION. 

MEDICINE #1 




 DOSAGE




TIMES TAKEN EACH DAY











REASONS FOR TAKING









 

MEDICINE #2




 DOSAGE




TIMES TAKEN EACH DAY











REASONS FOR TAKING











ATTACH ADDITIONAL PAGES FOR MORE MEDICATION

ALLERGIES:

       ALLERGY 
          DESCRIBE REACTION AND MANAGEMENT OF ALLERGY

Medication allergies(list)

Food allergies(list)

Other allergies(list)

