
Camper’s Name: ___________________________________________________________________________

     Cabin: ____________________________         Counselors: _________________ /____________________     Cabin: ____________________________         Counselors: _________________ /____________________

Name of Medication(s): (use back if needed)

Dose and Times to be Given:

Would prefer staff be responsible for administration of medication. (please circle)   Yes   No

Other information:

______________________________    ______________
Parent’s Signature       Date

Staff to complete

Medical Check-In 
2008


