Camp Shalom
‘Health History and Pick Up Authorization

Chiid’s Last Name First Mame . ML Home Fhone §

Home Address City, Zip Code o

Muother's Name Business Phone # Celi Phone # Emeil Addrass
Father's Name Busiress Phone # Cell Phone # Email Address
Please list ot Jeast {iwo people to call {other than parents) in an emergency:

Name Relatonship fo Child Aome & Cell #

Mame Relationship tn_GiﬁId Home 1 Cell #

Hams Relationship to Child [ome # Cell #

Importunt — These boxes must ba complate for otlandance®

ParenGuardion Authoriagiions: This health hizlary ia corract and
cernplele s for os | know, ond the pesen herein described hos per-
migsien te engoge ie oll camp ocivifiss ercep! as noted.

F hareby glve permisson bo the camp to provide routine health core,
aminister preseribed medicolions, end sesk emergancy medical mead.

of any recovds necessary for ireptment, rebercat, bllling; or insuranse
purpeses. | glva permlzslen bo the camp io ormenge necesary redaled
fransparalion for medrmy child, ks the event | cannol be rapcled | oan
emergenty, ] heroby glve permizton to the physldon seleded by the
comnp be senure ond odislalsfer Ireaiment, in-:fulilng hespltaleaticn, for
the parsen numed above, This coraplated form may be pholoespied

ment Inctucting ordering s-rays or rouling fosts. | agroo ko the releose o tlps owl o camp,

Signatire of poreni or guordion or eduli comper/sfaffer

Printed name Dt
| also undesmsfond and agree to obige by ony reshiclions ploced on riy porlcipotlen in comp ocfilies,
Sipnoture of minor or odull carmperdsiafier Crale, —

M dear relipiovs reasong you canmof =igr this, sonlod the coamp for o legal waiver which mus! bae sigred for oltandsnca.

ALLERIES Liet oll known.
tadication ollergles flid)

Deccribe reaclon and monogenert of the reoclion.

Fewd ilerghes flish

Crther allargiss st — inciude insect slings, oy fever, azlnma, animel dendes, eic,




MEDICATIONS BEIMG TAKEN
Floose fist AlL medizofions fincluding over-ihe-coumer or nonpresciplion

drugsh token routingly. Bring enovph medicolion 1o | the snfire fime of
comp, Kesep it in the orging ﬁl pac:aglng.-l"bnﬁ'ﬁe thol identifies the prescribing

physician il @ prescrpfion dnig), the nome of the medicafion, the dosoge,
and {ha traguency of odminfsinalivn,

[ This parson takes MO maedications on a sowtine basia, OF [ This person iokeas medications o fallows:

ped #1. Diosage Specilic fimes token eoch doy
Regsen lor 1oklng i
Med #2 Destge Soeclic firmes taken aoch doy

Reosar ker fuking

HAttech addlficnol poges for more medicotions.
Idenliy ony medicalions faken during the soheo! yeor that padicipan dg.,srfmu!,r not toke during the cummer,

RESTRICTIOMS [The loll owing restrictions apply 1o his individwe:.)
Dees ot ext: [ Red meat O Ffork O Oclry products 2 Poulty T Sesfoed 1) Egps [J Ofher jdeserile)

Exmloin any restricthenes to ootlvily [e.p. what connot ba dena, what odopiotiesns or limiletions are necsssary]

Usm this spogs Io provide any oddifional informafion ohout the paricipant's behavier end physicol, emofenal, er manal healih abaul which

the comp should be oware, .
Mare af furmlfy physician — . Fhone
Adddrasy _
Marne of fomily denizelforthedants) Phone
- Address _

THE FOLLOWING PEQPLE HAVE MY PERMISSION TO PICK UP MY CHELD,
Please print the names of everyone allowed 1o pick up your child, mcfua’:r:gﬁ_"'em' 5 HEmes.

Namg Home # Cell # Work #
1,
2. -
) —
4. " i
5,
Signature of Parent/Cuardian i Retationship to Child B Crate

PASSWORD

Pleass write & password on this line.
Plok a password tha! you can easiy remember, and make sure averyong iy this list kuowr your password,
L ——a i S TN e




