Medical Release

Camper Name _______________________________
Parent/Guardian _____________________________
Cell Phone__________________________________
Work Phone________________________________
Emergency Contact (if parent/guardian is not available)

Contact Name_______________________________
Phone _____________________________________
Contact Relation to Camper ____________________
Insurance Company __________________________
Policy No. _________________________________
Name under whom camper is insured ____________

I understand that, in the event of an emergency, RGCC will make every effort to contact those people listed on this form.  If RGCC is unable to contact myself or the designated emergency contact, I give my permission to the physician selected by the camp management to secure treatment for my child/camper, ____________________________________________________, as named on this form.

I understand that completion of this medical form with my signature grants the above-named camper participation in a RGCC program.  I release RGCC staff, faculty, and management from any liability and shall not be held responsible for any articles lost, stolen, or left at the camp.  RGCC has my permission to use any video or photos taken of my child/camper while attending or participating in a camp program to promote RGCC and its ministry.
*Parent/Guardian Signature _____________________________ Date ___________

Medication Permission
I, the parent/legal guardian of the camper named on this form, give my permission for the personnel at RGCC to:
1.  Dispense Tylenol or Advil to camper for headache, fever or minor pain;
2.  Dispense Benadryl to camper for allergic reactions;
3.  Dispense Tums or Kaopectate for upset stomach;
4.  Dispense Hydrocortisone Cream or other antibiotic ointment for minor injuries;
5.  Dispense prescription or other over-the-counter medication designated by and provided by the parent/guardian or family physician.

*Parent/Guardian Signature _________________________________________ Date ______________________________________________________________
**When sending medications to camp with campers, please include:  name of medication, why camper is taking, reactions to watch for, and dosages/times.
**All medication must be turned in at time of registration!

On line registration is now available at
https://rockgarden.christiancampregistration.com



Medical History
     Camper’s Name: 
__________________________________
Allergies:
                                 Yes    No       Date
	Asthma
	
	_______

	Hay Fever
	
	_______

	Poison Ivy, etc.
	
	_______

	Insect Stings 
(allergic Reactions)
	
	_______



Various Medical Conditions:
	Ear Infections
	
	______

	Sore Throat
	
	______

	Headache
	
	______

	Heart Disease
	
	______

	Clotting Disorder
	
	______

	Seizures
	
	______

	Bed Wetting
	
	______

	Fears/Phobias
	
	______

	Sleepwalking
	
	______

	ADD/ADHD
	
	______

	Hearing Problems
	
	______

	Head Lice
	
	______

	HIV
	
	______

	Diabetes
	
	______

	Hepatitis A
	
	______

	Hepatitis B
	
	______

	Mononucleosis
	
	______

	Chicken Pox
	
	______


Other:                                                                   ________________________________________________________________________________________________________________________



Allergies (Med’s or Foods): ______________________________________________________________________________________________________________________
Other Important Information: ____________________________________________________________________________________________________
Activities camper should not engage in: ________________________________________________________________________________________________________________________
Discipline/Inappropriate Behavior Concerns: ________________________________________________________________________________________________________________________
Likes/Dislikes to be aware of: ________________________________________________________________________________________________________________________
Special Interests/Skills: ________________________________________________________________________________________________________________________
Other pertinent information that would be helpful to staff:______________________________________________________________________________________________________________________________________________________________________________
I hereby agree that all the above information is accurate to the best of my ability.              *Parent/Guardian signature

_________________________________________________Date_______


Signatures Required where starred (*)
[bookmark: _Hlk273155]On line registration is now available at 
https://rockgarden.christiancampregistration.com






Rock Garden Christian Camp
2019 Special Needs Registration Form
Registration starts at 3 pm 4:30 pm
[bookmark: _GoBack]Camp end at 12 pm
On line registration is now available at
https://rockgarden.christiancampregistration.com
July 10-12       Cost: $70.00
Cost includes Free T-Shirt and 1 $5 canteen card
(a processing fee of $6 is non-refundable)

Camper’s Name______________________________________________
T-Shirt Size:   S       M       L      XL       2X       3X       4X
Primary Special Need _________________________________________
Email______________________________________________________
Address____________________________________________________
City/State/Zip _______________________________________________ Phone or cell________________________________________________
Date of Birth ___/___/___ Current Age __________________________
Gender M or F
Parent/Guardian _____________________________________________
If Address is different than above:
Address ___________________________________________________
City/State/Zip ______________________________________________
Cell Phone _________________________________________________
Work Phone ________________________________________________
If parent/guardian cannot be reached, in emergency call: 
1. Name____________________________________ Phone___________
Relationship to camper: ________________________________________
2.Name ____________________________________ Phone___________
Relationship to camper: ________________________________________
All forms must be signed where starred (*)!
Any Questions - call 417-277-5621
Or send e-mail to: rockgarden@socket.net
Check out the web site
www.rockgardencamp.org
Follow and Like us on Facebook




Medications

All medications must be turned over to our camp nurse at the time of registration.  All medications (including non-prescription) will be dispensed by our nurse at the prescribed time.  Please list all required medications:

Medication ____________________________________________
   Dosage/Frequency _____________________________________
Medication ____________________________________________
   Dosage/Frequency _____________________________________
Medication ____________________________________________
   Dosage/Frequency _____________________________________
Medication ____________________________________________
   Dosage/Frequency _____________________________________
Medication ____________________________________________
   Dosage/Frequency _____________________________________
Medication ____________________________________________
   Dosage/Frequency _____________________________________
** Please attach a separate sheet if more space is required!  If the camper requires any additional treatments or devices that must be administered by a qualified staff person, this must be brought to the medical staff at the time of registration on the opening day of Special Needs Camp

* * * Parent/Guardian * * *
It is most important that you provide essential information regarding the camper’s disabilities and specific needs.  This is the information that we will use in arranging specific provision for the camper.  This portion of the form must be completed in its entirety.
Disabilities (List All) _______________________________
_________________________________________________
Physical Disabilities ________________________________
_________________________________________________
Physical Disabilities Involves:    
Legs: R or L    Arms: R or L   Hands: R or L         
Head: ________ Breathing: ________   Mobility: ________      
Independent with: ________Assistance _____ Walker _____ Crutches______ Wheelchair______ Electric Wheelchair____ 


For non-ambulatory campers, it is the responsibility of the parent/care giver to provide a wheelchair (and/or necessary augmentative device) that is safe and in optimum operational condition.  Be certain that wheels, brakes and seat belts are safe and fully operational.  If in a wheelchair: 
__________ Propels self   _________ Must Be pushed
Vision: ____Normal     ____Glasses    ____Contacts      ____ Vision Impaired    ____ Legally Blind
Hearing: ____Normal    ____Hearing Impaired   
 ___ Deaf ___ Using Hearing Aids (bring extra batteries)

Seizure Disorder: _____________________________________
Type and Frequency: __________________________________
Date of last seizure: ___________________________________         
Wears Helmet: Y or N    
Special care for seizures: ________________________________         ______________________________________________________Precaution/Special Instructions _____________________________
______________________________________________________
Personal Care:
Independent ____ Requires Assistance ____ Dependent _____
Level of Care Required:
Showering/Bathing____ Toileting   ______
Uses Urinal/Toilet    ____   
Wears “Depends” ____Prompts after toileting ____ Assistance after toileting _____Other: ______
Eating/Drinking:  
Uses utensils ____Uses fingers ____
Special Container ____Requires bib ____
Uses straw ____
Dietary Restrictions: __________________________
___________________________________________
Special foods/textures: ________________________
___________________________________________
Other mealtime provisions: ____________________
___________________________________________
Nighttime:  
Nighttime incontinence ____Wears “Depends” ____
Gets up during night ____ Develops bedsores ____    
Sleeps on:
Back ____Stomach    ____ Side: R or L


