Camper Name

DUNKIRK CAMP AND CONFERENCE CENTER, INC.
3602 East Lake Road, Dunkirk, NY 14048 (716)366-1900

THIS FORM MUST BE COMPLETED FOR ALL CAMPERS

Dear Health Care Provider:

The following child has registered to attend a camp at our facility. Our NYS Health Department regulations require a copy
of the child’s physical, immunizations and that this form be filled out by a medical provider to allow our nurse to

All medications must be given to the Camp Health Nurse in the original container upon arrival at camp, with written directions from the

dispense any prescription medications as well as over-the-counter medications.

licensed Health Care Provider to dispense. Our medical staff cannot administer any medication (including over-the-counter
medications) without the appropriate signature from the licensed Health Care Professional on this form.

Over the Counter (OTC) Medications kept on hand in our Nurses Cabin

Drug Name Route Dosage Schedule/Indications Permission to
Administer (circle)

Tylenol PO (chewable, elixir, or Per Label: Q4 hr prn for pain or fever > YES* or NO
tablets) Instructions by age/weight

Ibuprofen PO (chewable tabs, Per Label: Q 6 hr prn for pain or fever > YES* or NO
suspension, or tabs) Instructions by age/weight

Benadryl PO (chewable tabs, elixir, Per Label: Q 6hr prn for allergic reaction YES* or NO
or pills) Instructions by age/weight

Tums PO (chewable tabs) Per Label: As symptoms occur, no more than 7/24hrs YES* or NO
Instructions by age/weight

Hydrocortisone top ‘Per Label: ‘ For anti-itch YES* or NO

nstructions by age/weig
c 1% Instructions b / ht
ream 1%

Antibiotic Crm. | top Per Label: For first-aid/pain relief YES* or NO

Instructions by age/weight

OTHER TOPICALS-The following are allowed to be applied to area PRN per label instructions. Check all that may be utilized on the

camper, per label instructions: [ Calamine Lotion

O Aloe

[ Petroleum Jelly

Prescription and/or Over the Counter (OTC) Medications Brought to Camp with the Camper

Drug Name

Route (Please enter formulation)

Dosage

Schedule and Indications

This camper may be given any of the above medications as indicated.

Health Care Profe

Address:

| Name:

Phone:

Health Care Professional Signature:

Date:

License #:

x NO. | do not authorize any medications (including OTC) to be given to my child while they are at camp. Please contact me in the event that my child
would need any medication. Parent/Guardian Signature:




