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Medical Form Packet 
 

If  your child will be taken any medication at camp or  
has a medical problem that the camp nurse should be aware of, 

Please complete the following forms. 
 

 
Please bring forms and medicine to the camp trailer on the first day of camp.  

Staff will be available that day starting at 8:30 a.m. 
 

Please make sure all forms are filled out properly  
and are signed by your physician. 
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Camper’s Name: _____________________________________________  Birthday: ________________ 
 

ALLERGY TO:_______________________________________________________________________ 
Type of reaction in the past (please circle)  cutaneous     respiratory     eye/nasal     cardiac     
                Gastrointestinal      Other-please specify _____________________ 
Date of Reaction __________________ Anaphylaxis   YES      NO         Hospitalized   YES     NO      
If anaphylactic to a food, camper should only consume food or drinks provided by parent/guardian.  
 
Skin Testing  YES     NO       In Vitro Testing   YES     NO 
. 
 

Asthmatic    *YES                NO        **Higher risk for severe reaction            Child must wear MEDICAL ALERT bracelet  

May Repeat x _________ every ________ (In absence of a nurse, a trained delegate may give epinephrine only for 
a multisystem reaction.  Delegates may not administer antihistamine.) 
 
Antihistamine:  Give Diphenhydramine PO      12.5 mg       25 mg     50  mg      Other________ 

Medication/route/dose 
 

Other: __________________________________________________________________________________ 
Medication/route/dose 

1. Call 911 and state that an allergic reaction has been treated, and additional epinephrine may be needed. 
2. Call Dr. __________________________ at ________________________________ 
3. Call Parent/Guardian   ___________________ at ___________________ or ___________________ 
                                            ___________________ at ___________________ or ___________________ 
 

EVEN IF PARENT/GUARDIANCANNOT BE REACHED,  
DO NOT HESITATE TO MEDICATE OR TAKE CHILD TO MEDICAL FACILITY. 

 
Doctor’s Signature ___________________________________ Date ______________  Office Stamp 
 
I hereby request that the nurse administer the above medication as directed by my physician to my child.  I will 
supply medication in the ORIGINAL CONTAINER and will notify the nurse promptly of any change in this order. 
 
Parent/Guardian Signature ____________________________________  Date _____________________ 

Place 
Child’s  
Picture  
Here 
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Epinephrine Delegate Authorization Form 
 
 
 
 

 
Child’s Name: _______________________________________________ 
 
 
I, ___________________________________, parent/guardian of the above named child, give authori-
zation for a properly trained delegate to administer epinephrine via pre-filled auto injector mechanism 
in an emergency and/or in the event that the camp nurse is unavailable during an anaphylaxis reaction. 
 
 
 
_________________________________________________________           ________________ 
Parent/Guardian Signature                       Date  
 
This authorization is valid from June 30, 2025 through August 15, 2025. 
 
 
By signing this authorization, Freehold Township Parks and Recreation Summer Camp shall have no 
liability as a result of any injury arising from the administration of the epinephrine via a pre-filled auto 
injector mechanism to the above named child and that the parent/guardian shall indemnify and hold 
harmless Freehold Township Parks and Recreation Summer Camp and its employees or agents any 
claim arising out of the administration of epinephrine via a prefilled auto injector mechanism. 
 
 
 
_________________________________________________________           ________________ 
Parent/Guardian Signature                       Date  
 
 

Refusal for Epinephrine Delegate 
 

 
Child’s Name: _______________________________________________ 
 
I, ___________________________________, parent/guardian of the above named child waive my 
right to have a properly trained delegate administer epinephrine via pre-filled auto injector mechanism 
or the child’s self –administration of epinephrine via a pre-filled auto injector mechanism as ordered by 
my prescriber (MD, DO, ANP). 
 
 
 
_________________________________________________________           ________________ 
Parent/Guardian Signature                       Date  
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