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CAMP MEDICAL INFORMATION

 (
Camper Name
_______________________________________
Age
________
Birthdate
______________
Address
____________________________________________________    
City
______________________________
State
________________
Zip
____________
Home Number
_________________________________     
Cell Number
___________________________________
Emergency Contact
___________________________   
Contact Phone number
__________________________
)


 Please list any exceptions, comments, special problems, allergies, etc. 
 
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 


Date of most recent physical examination _________________________________

IMMUNIZATION DATES		__________ Diphtheria		__________ Measles	__________ Mumps

				__________ Poliomyelitis		__________ Rubella	__________Tetanus 


Most recent orthopedic injuries (if any, please explain)___________________________________________________________



I have read and completed the above medical information form.  I give my daughter permission to participate in all camp activities, except as noted.


___________________________________		______________________	________________________
             Parent/Guardian Signature                  		         Date Completed				Camp Session
 (
I found out about GOALS Soccer Camp through (please check one): 
___ Website
___ Newspaper Ad (which paper)________________
___    ___My Coach (name)____________________   
Other (please explain) __________________________________________________________________________________
)


Please Turn Over




Prescription Medication Approval and Instructions
 (PLEASE COMPLETE ONLY IF PRESCIPTION MEDICATION IS NECESSARY)



 (
Camper Name
_____________________________________________________
Age
__________
             
Height
____________          
Weight
____________
)









NAME OF MEDICATION(S)____________________________________________________

REASON FOR MEDICATION___________________________________________________

	_________________________________________________________________________

MEDICINE DOSAGE:   		AMOUNT____________     FREQUENCY_________________

SPECIAL INSTRUCTIONS_____________________________________________________

_________________________________________________________________________


SIDE AFFECTS (IF ANY)______________________________________________________

_________________________________________________________________________


DOCTOR ____________________________  PHONE NUMBER_______________________





_______________________ IS UNDER MY CARE AND IS ABLE TO SELF-ADMINISTER THE 
ABOVE PRESCRIPTION MEDICATION.


_____________________________			 	__________________________
               Parent/Guardian Signature						Doctor’s signature


	___________________________________				_______________________________
Date								Date
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