CAMP SAINT ANDREWS MEDICAL FORM

Camper Name _________________________Gender ______ Birthdate _________________

Address_____________________________________________________________________

City/State _______________________  Zip ___________Home Phone __________________

Parents ____________________________________Other Phone _______________________

In Case of Emergency and parents can not be reached:

Name  _________________________________________ Phone ____________________

Name  _________________________________________ Phone ____________________

Doctor’s Name __________________________________ Phone ____________________

Insurance Company ______________________________ Policy # ___________________

Whose Insurance coverage (Mom/Dad/Guardian) ___________________________________

Name of employer/group coverage   ___________________________________________

Billing Address____________________________  Phone _________________________

Does/Has Camper have/had any of the following:

Chicken Pox  __________       Headaches  ___________    Home Sickness _________      Diarrhea ______________      Bedwetting____________   Fainting _______________ 

Sleepwalking __________       Other _______________________________________

List any allergies __________________________________________________________

List any Medications _______________________________________________________

    How often and when are medications taken ___________________________________

    Why is medication needed  ________________________________________________ 

Date of last tetanus shot _____________________________________________________

Does camper wear contacts?  _________________________________________________

Is this the first time sleeping away from family? ___________________________________

What else should we know about your camper? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

