Beverley Hills Church Preschool
Summer Camp 2018
Emergency and Medical Release Form



Child’s Name ___________________________________    Date of Birth _________________________________

Address ______________________________________________________________________________________

               _______________________________________    Home Phone __________________________________
	City	                   State  	 Zip

Mother’s (Guardian’s ) Name ___________________________   Business/Cell Phone (_____)_________________

Father’s (Guardian’s ) Name ____________________________   Business/Cell Phone (_____)_________________


We must have the names and best phone numbers of two people who are able to pick up and care for your child in the event you cannot be reached (nanny, parent of classmate, friend, neighbor, etc.).  

Name/Relationship  ______________________________________________   Phone (_____)_________________

Name/Relationship  ______________________________________________   Phone (_____)_________________


If our daughter/son ___________________________ should need any form of medical or dental treatment, including medication, hospitalization, or surgery while attending Beverley Hills Summer Camp from June 2017 through July 2017, an attempt should be made to contact us using the telephone numbers provided above.

[bookmark: _GoBack]If neither parent can be reached, we give our permission for any form of emergency medical or dental care and treatment to save our child.  This care treatment shall include, but is not limited to: transportation by ambulance or emergency vehicle; administration of emergency medical procedures including surgery; admission to an authorized place of treatment for the purposes of administering treatment; administration of drugs or other medication and any other assistance deemed necessary and appropriate.

Prior to the administration of care, all reasonable effort should be made to contact our child’s personal physician or dentist indicated on this form, but not to the exclusion of administration of necessary care and treatment stated above.


	Date: _____________________________________________

					

	Signature: _________________________________________
								(parent)





OVER    (Please fill out additional information on reverse side)    OVER

Medical Information

Child’s Name _____________________________________	Date of Birth _______________________________

Physician’s Name __________________________________	Phone (_____)______________________________

Dentist’s Name ____________________________________	Phone (_____)______________________________

Insurance Company ________________________________	Phone (_____)______________________________

Policy Holder’s Name_______________________________  	Policy Number(s) ___________________________


Please indicate allergies to medication, foods, animals, insects, etc.  Please request an “Emergency Health Care Plan” from the camp director if an allergic reaction might result in a medical emergency. 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 


Please furnish in the space below any information that would be helpful in treating your child in an emergency, including such things as pertinent medical history, previous accidents or emergencies, child’s reaction to treatment and successful calming approaches used by adults with your child. 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 
If your child has any special needs or if there is anything else that you feel we should be aware of to best ensure that your child has a safe and rewarding camp experience, please let us know below. 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 




Please Note: 
 Camp Staff administers medications for life threatening conditions only.
