
Youth Health History Form for Day Camp 
  

Bring this form to 
camp. 

 
Questions? 

Call the Briarwood office at 
(940) 241-2099 

Camper Name: ______________________________________________________________ 
                             First Name                    Middle Initial                 Last Name  

Date of Birth: _____________________________________          □ Boy   □ Girl 
                                              Month               Day                  Year 

 
Parent/Guardian: ______________________________________________________________ 

Preferred Phone #: (________)___________________________________________________ 

About health care for day camp stays: 
• A Briarwood Staff member with first aid training will be present at Briarwood at all times while camp is in session.  
• A Briarwood Staff member will review the health history form and collect medications during the check-in process at camp. 
• Campers who are bringing medications to camp, prescription or over-the-counter, need a filled out Medication Administration 
   Form (on the back of this page). 
• All medications brought to camp need to be clearly labeled with clear instructions for use.      
• Campers should arrive ready to participate in the program. Should your camper be unable to participate in any activities,           
please inform Briarwood’s Program staff. 

• In the event of a medical emergency, 911 will be contacted and  the camper will be transported to the hospital by ambulance 
• I understand that I am responsible for all costs associated with medical treatment for my child 
 

1. Date (month & year) of your child’s most recent tetanus immunization _________________________________________ 

2. Is this child allergic to any food or medication? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Yes □ No 

 If YES, name the item and indicate the reaction. ___________________________________  □ Intolerance □ Anaphylaxis 

   ___________________________________  □ Intolerance □ Anaphylaxis 

 

3. Does this child have asthma? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Yes □ No 

 If YES, will your child carry a rescue inhaler during the camp session? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Yes □ No 

 If YES, does your child need staff help to use that rescue inhaler? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . □ Yes □ No 

 If YES, what triggers your child’s asthma? _______________________________________________________________ 

4. List the medications that your camper takes on a routine basis:          □ This camper takes no routine medication. 

a. Med:  ________________________________________ Reason for taking this: _________________________________ 

a. Med:  ________________________________________ Reason for taking this: _________________________________ 

a. Med:  ________________________________________ Reason for taking this: _________________________________ 

 

5. Please list your insurance information for use in case of an emergency: 
Insurance Carrier: __________________________  Group/Policy #  _______________ Identification # _________________                                                         
 
 
6. What else should we know about your child? Please write additional information about your child’s health that may impact  

 your child’s participation in our program:   _______________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________                                                                                                                                          

Parent/Guardian Authorization 

My child has permission to take part in all camp activities, except for those indicated on this form and I will not hold Briarwood 
or its staff responsible for accident claims and damages arising therefrom.  I understand that the camp has limited healthcare 
on site and that staff will call the indicated parent/guardian (a) in an emergency, (b) if questions about my child’s health may 
arise, and/or (c) when my child is unable to continue because of injury or illness. I acknowledge that the program will handle 
medication as described and that information on this form will be shared with staff on a need-to-know basis. I authorize 
Briarwood to take such actions as deemed necessary for the care, welfare, and health of my child including the giving of 
consent for medical treatment.  I also give Briarwood permission to use any photographs/video of my child taken at camp in 
future promotional material for sites and programs.  
 
Signature:       ___                                                                             _ Date:                   __ 



 
 

 

MEDICATION ADMINISTRATION FORM 
 

(ENCLOSE THIS FORM WITH THE MEDICATION (S) 
YOU BRING WITH YOU IN A ZIP LOCK BAG LABELED WITH THE CAMPER’S NAME) 

 
Briarwood requires that all campers who need medication during their stay at camp comply with the following: 

 
1. Complete and present the consent below, signed by parent or legal guardian for administration of medication while the 
camper attends a Briarwood sponsored camp session. 
2. Bring the medication in the ORIGINAL CONTAINER (prescription or over-the-counter), properly labeled as prescribed by 

law. 
3. Present this form and the medication indicated on this form to the Briarwood Medical Staff person upon arrival at camp with 
the additional enclosed medical history forms. 
 
 
Name: ______________________________________________________ Birthdate: _____/_____/_____ Age: ___ 
 
Sex:  Male ___ Female _____                 Grade: ___________                      
 
Known Allergies: ________________________________________________________________________________ 
 
As the parent or legal guardian of the above-named child, I give my permission to the enlisted Briarwood Retreat Center Medical Staff to 
administer as prescribed by law the listed below medication(s) to my child. 
 
 
__________________________________________ _________ (______) ________________ (______) _____________ 
Parent/Guardian Signature             Date          Daytime Phone #  Evening Phone # 
 
 
Name of Medication: _______________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
Purpose for medication use (e.g. allergies, asthma, antibiotic) ______________________________________________________ 
Form of medication: ___ Tablet ___ Pill ___ Capsule ___Liquid ___ Inhalation ___ Other (specify) ___________________________________ 
Dosage (amount to be given): _____________________________________How often or at what time: ______________ 
 
Remarks or special instructions: ______________________________________________________________________  
 
Name of Medication _______________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
Purpose for medication use (e.g. allergies, asthma, antibiotic) 
_________________________________________________________________________________________________ 
Form of medication: ___ Tablet ___ Pill ___ Capsule ___Liquid ___ Inhalation ___ Other (specify) ___________________________________ 
Dosage (amount to be given): ____________________________________How often or at what time: _______________ 
 
Remarks or special instructions: _______________________________________________________________________ 
 
Name of Medication:  ______________________________________________________________________________ 
 
________________________________________________________________________________________________ 
Purpose for medication use (e.g. allergies, asthma, antibiotic)  
 
Form of medication: ___ Tablet ___ Pill ___ Capsule ___Liquid ___ Inhalation ___ Other (specify) __________________ 
 
Dosage (amount to be given): _________________________________ How often or at what time: _________________ 
 
Remarks or special instructions:  ______________________________________________________________________ 
 
If necessary, make additional copies of this blank Medication Form in order to provide requested information for each medication. All 
Medication Release Forms and medication(s) to be administered should be given to the Briarwood Medical Staff Person upon arriving at camp. 
When the camper arrives at camp, the parent/guardian will be responsible for bringing all medications and forms to the camp registration area. 
The Forms will be reviewed by our Medical Staff to clear up any possible questions about medications or their administration. Parents should 
emphasize to their child their responsibility of reporting to the camp medical person to receive their medications as prescribed. 

 


