
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

Sleep Away Camp 2017 

Specialized Health 
Care Form 

Must be completed for campers bringing an EpiPen and/or inhaler 
to camp and for campers with diabetes.  See both sides. 

Parent/guardian and physician signature required. 

 

Camper’s Name: ___________________________________________ 
Date of Birth: ______/______/___________  Age: ______ 
 

Address: __________________________________________________ 
 

Name of Camp: ____________________________________________ 
 

Program: ______________________________  Session: ______ 
 

 Camper is attending more than one Sleep Away Camp program this summer. 

 
                                 

Authorization for Self-Carry and Self-Administration 
This portion to be completed only if camper is to self-carry/self-administer the medication(s) listed on this form while at camp.  Self-carry/self-administration of 
emergency medication may be authorized by the prescriber and must be approved by the Camp Health Staff according to the State medication policy. 

List emergency medications approved for self-carry/self-administration: ____________________________________________________ 
 

Parent approval for self-carry/self-administration of emergency medication: ___________________________________ Date: _________ 
 

Physician’s signature self-carry/self-administration of emergency medication (required): _________________________ Date: _________ 
 

Camp Health Staff approval for self-carry/self-administration of emergency medication: __________________________ Date:_________ 

 

  
I understand that I must supply the medication/supplies/equipment that is listed above. I hereby 
authorize the treatment and procedures described above to be administered by Camp Staff. I 
understand that I and /or my physician will be called if a question arises about my daughter’s 
procedure. 

Parent/guardian signature:_________________________________________  Date _____________ 
 

Physician’s signature (required): _____________________________________ Date _____________ 

 

Please complete this form in 
Camp Docs 

 

before April 1, 2017 

 

If your camper’s health form is not received by April 1, her Camp registration will be canceled.  Please also complete other side, if applicable. 

 The camper listed above is allergic to: _________________________________________________________________________________ 
 

Weight: _____________ lbs.   Asthma:  Yes (higher risk for a severe reaction)  No 

 Extremely reactive to the following foods: _____________________________________________________________________________ 
 

 If checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten. 
 

 If checked, give epinephrine immediately if the allergen was definitely eaten, even if no symptoms are noted. 

 
Permission for self-carry?   Yes    No If yes, complete this box. 



  

 Sleep Away Camp 2017 
 

Specialized Health 
Care Form 

 

Must be completed for campers bringing an EpiPen and/or inhaler 
to camp and for campers with diabetes.  See both sides. 

 

Parent/guardian and physician signature required. 

 

Camper’s Name: ___________________________________________ 
 

Date of Birth: ______/______/___________  Age: ______ 
 

Address: __________________________________________________ 
 

Name of Camp: ____________________________________________ 
 

Program: ______________________________  Session: ______ 
 

 Camper is attending more than one Sleep Away Camp program this summer. 

Asthma Action Plan 
 

Please complete this section if you camper is bringing an inhaler to camp. 
 

Triggers: _____________________________________________________________________________________________________ 
 

Name of medication and strength: __________________________________ Type of device: _______________________________ 
 

Time(s) medication is given and time interval for repeating dose: ________________________________________________________ 
 

If camper is taking more than one medication, list sequence in which medications are to be taken: 
________________________________________________________________________________________________________________________ 
 

Other information:  

 
Authorization for Self-Carry and Self-Administration 

 

This portion to be completed only if camper is to self-carry/self-administer the medication(s) listed on this form while at camp.  Self-carry/self-administration of 
emergency medication may be authorized by the prescriber and must be approved by the Camp Health Staff according to the State medication policy. 
 

List emergency medications approved for self-carry/self-administration: ____________________________________________________ 
 

Parent approval for self-carry/self-administration of emergency medication: ___________________________________ Date: _________ 
 

Physician’s signature self-carry/self-administration of emergency medication (required): _________________________ Date: _________ 
 

Camp Health Staff approval for self-carry/self-administration of emergency medication: __________________________ Date:_________ 

 

 

 
I understand that I must supply the medication/supplies/equipment that is listed above. I hereby 
authorize the treatment and procedures described above to be administered by Camp Staff. I 
understand that I and /or my physician will be called if a question arises about my daughter’s 
procedure. 
 

Parent/guardian signature:_________________________________________  Date _____________  
 

Physician’s signature (required): _____________________________________ Date _____________ 

 

 
Please Complete this form 

in Camp Docs 
 

before April 1, 2017 

 

If your camper’s health form is not received by April 1, her Camp registration will be canceled.  Please also complete other side, if applicable. 

Diabetes Action Plan 
 

Please complete this section if your camper has diabetes. 
 

When does your camper check blood sugar (BS)? ________________________________________________________ 
 

What is your camper’s usual range of BS readings? _______________________________________________________ 
 

Will your camper be using an insulin pump while at camp?   Yes    No 
 

If yes, what is the brand, model and model number of the insulin pump? _____________________________________ 
 

If yes, how long was your camper been using her pump? __________________________________________________ 
 

Please contact GSCNC for a more detailed diabetes action plan, including readings, meals, and reactions. 


