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The Episcopal Diocese 

of Hawaii 

 

Medical Questionnaire and Treatment  

Authorization Form 

Accident and illness coverage is the responsibility of the parent/guardian or participant. The following information is needed for 

participation of all persons attending God Camp. This form effective for the year 2010.  

 

PARICIPANT INFORMATION 

Name Age Entering Grade Date of Birth M/F 

 
 

    

Parent(s) /Guardian(s) Name Day/Business Phone Evening Phone 

 
1. 

  

 
2. 

  

Home Address City State Zip code 

 
 

   

 

EMERGENCY CONTACT:  In an emergency please notify the following person of the parent or guardian cannot be reached 

Name Relationship to Participant Phone 

   

Address City State Zip code 

    

 

MEDICAL INSURANCE INFORMATION 

 

 

 

 

 

MEDICAL HISTORY 

 

Physicians Name 
Phone 

 

 

 

Check if child has or has had any of the following conditions 

Anemia  Heart Trouble  Fainting  Homesickness 

Diabetes  Kidney Trouble  Sleepwalking  Other please explain 

Dyslexia  Seizures  Bedwetting  

Any Allergies  Dietary Needs  

  

 

MEDICAL INSTRUCTIONS 

All medication, prescription or non-prescription, must be left in the original container as required by law and turned over to the Camp 

Director, and will be administered by them. Please list medications to be given, dosage, and frequency below.  

Medical Condition Medication Dosage Frequency / when taken 

1.    

2.    

3.    

Medical insurance Carrier__________________________________Group Number:__________________________ 

Policy No_______________________________________________ Membership No_________________________ 
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The Episcopal Diocese 

of Hawaii 

 

Medical Questionnaire and Treatment  

Authorization Form 

 

IMMUNIZATIONS 

Date of most recent Tetanus Toxoid 

Is participant up to date with all Immunizations? 

 

Additional Comments: Please add additional instructions or information as you see fit.  

 

 

 

 

MEDICAL AUTHORIZATION: This health history is correct so far as I know, and the person herein described has permission to 

engage in all prescribed activities, except as noted by me. I give permission for the Camp Director to administer Tylenol, Ibuprofen or 

Benadryl as well as routine medical care as she sees fit. 

 

In the event I cannot be reached in an EMERGENCY, I hereby give permission to the physician selected by the director to hospitalize, 

secure proper treatment for, and to order injection anesthesia or surgery for myself/for my child named above. Parents/guardians will be 

notified in the event of any medical care given that is not noted on this form. This form effective on year to date.  

 

 

Signature of parent or guardian:________________________________________________________   Date____________________ 

 

 

The Chart below is for STAFF use only. 

GOD CAMP MEDICAL RECORD 

 

CAMPER:________________________________________________________________________ 

 

Date Time Event Condition/Complaint Initials 

     

     

     

     

     

     

     

     

     

     

     

     

     

 


