
PLEASE FILL OUT THE BACK OF THIS FORM!

***A Current Picture and a copy of BOTH SIDES of your CURRENT HEALTH INSURANCE CARD is REQUIRED for attendance to camp***

Camper’s Name:________________________________________ Birth Date:_____________Gender: __________ Age: ____Cabin (entered at camp)_______

Session(s) attending camp: 1 2 3 4 5-6 7-8 9-10

Address: _____________________________________________________________________________ 1st Emergency Contact: ___________________________________________ Relationship____________

City: _________________________________________State: ____ __Zip:_________ ________ Emergency Phone #: ______________________________________________________________________

Phone: 2nd Emergency Contact:___________________________________________ Relationship____________

Emergency Phone #:______________________________________________________________________

IMMUNIZATION HISTORY: ______ YES Camper is up to date on immunizations _______NO Camper does not have some or all Immunizations
Please attach an Immunization Record to this form

ALLERGIES: This Camper is Allergic to ____ Food ____ Medication ____Environment (hay fever, stings bug bites etc.) ____Animals (dander, hair etc...)

Please Describe the Allergen and the reaction: ______________________________________________________________________________________________________________________

DIET/NUTRITION: Is this camper on a special diet? ____Vegetarian ____Vegan ______Gluten free ______Diabetic _____Other? Please

describe any diet restrictions_______________________________________________________________________________________________ _________________________________

ACTIVITY/EXERCISE: Please list any specific activity this camper is restricted from_____________________________________________________________________

OTHER HEALTH CONCERNS: Please list any other Health concerns such as Diabetes, Epilepsy, Bleeding Disorder, Heart Problems Etc.

________________________________________________________________________________________________________________________________________________________________________

MENTAL, EMOTIONAL, and SOCIAL HEALTH: Will your child require support with any of the following issues?

Attention Deficit Disorder (ADD) or Attention Deficit/Hyperactivity Disorder (ADHD) ______YES _____NO

Mental, Emotional or Behavior Difficulties, or an Eating Disorder ______YES _____NO
Had a significant Life Event That Continues to Affect the Campers Life? ______YES _____NO

Please Explain "YES" answers in the space below (Camp may contact you for further information or clarification)

____________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________

Health & Medication Form
Cub Creek Science Camp

Fill out and return along with a Current Photo and a copy of Health Insurance Card

by April 1st to Director@BearRiverRanch.com or mail to 16795 Hwy E, Rolla, MO 65401



Campers Name:__________________________________________ Birth Date: _______________ Gender_______ Age________ Cabin(entered at camp)________

OVER THE COUNTER MEDICATIONS

These NON-PRESCRIPTION medications are stocked in the Health Lodge and are used on an AS NEEDED basis. Please check any medication your camper should NOT HAVE

IF ALL OTC MEDICATIONS ARE OKAY TO ADMINISTER THEN CHECK HERE ________ YES – ALL OTC MEDS ARE OKAY

Acetaminophen (Tylenol) Ibuprophen (Advil/Motrin) Imomodium
Phenylephrine Decongestant (Sudafed PE) Guaifenesin Cough Syrup (Ruobitussin DM) Midol/Pamprin

Antihistimine/Allergy Medicine (Claritin/Actifed) Dextromethophen Cough Syrup (Robitussin DM) Ambesol/Orgel

Diphenhydramine(Benadryl) Generic Cough Drops Hydrocortisone Cream

Sore Throat Spray Antibiotic Cream Eyedrops (Visine/Murine)

Calamine Lotion Aloe/Sunscreen/Solarcaine Swimmers Ear Drops

Laxatives for constipation (Ex-Lax/ Milk of Magnesia) Bismuth Subsalicylate for diarrhea (kaopectate) Tums

____________________ PRESCRIPTION AND DAILY MEDICATIONS
All medications, vitamins, supplements and over-the-counter medications given on a daily basis must be listed below and reviewed by a physician before they will be administered at camp.

NO EXCEPTIONS

Please fill in NON-SHADED areas ONLY. One medication per line.
Breakfast Medication (8:00-8:45) Dose 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

Lunch Medication (12:00-1:00)

Dinner Medication (5:30-6:16)

Bedtime Medication (9:00-10:00)

“As Needed” ONLY Medication

I hereby give permission for Cub Creek Science Camp Staff to assist my child in taking the medication listed above: PARENT SIGNATURE ______________________________________________Date:_____________

This Medication Log MUST be signed by a Physician for the staff at Cub Creek Science Camp to assist your child in taking his/her Medication, Supplements or Over-The-Counter Medications.

No Physicians signature is required for campers who will NOT be taking medication at camp. PHYSICIANS SIGNATURE _______________________________________________________ Date Signed _____________________


