
PINE CREST SUMMER PROGRAMS  
MANDATORY HEALTH FORM 

This page to be completed by parent or guardian 
 
Please help us care for you child properly.  Carefully list any background information concerning your child’s 
personality, medical problems, surgical background, allergies, medication being taken at home or on campus.  We 
do NOT require a physical exam, so please be as complete as possible.  This information will be filed with the 
Nurse.  Use a ball point pen and please print.  
 
NAME_____________________________________________________________________ 
 
� Non-swimmer � Beginning swimmer  � Swimmer 
 

• Please list any medical conditions or concerns that we should be made aware of (recent surgeries, 
allergies, etc.) _________________________________________________________________________ 

 
• Medications taken at home or during the school year: __________________________________________ 

 
**read carefully**                   MEDICATION   **read carefully** 
 
By law, we are unable to administer ANY medicines or over-the-counter comfort remedies (Tylenol, Tums, 
cough drops, etc.) without the authority of a physician. If your child needs to receive his/her prescription 
medicine during program hours, they must arrive in a pharmacist’s container, where the label clearly states the 
individual’s name, the name of the medicine, the dosage, and the frequency of the dose, We will happily provide 
name-brand over-the-counter comfort remedies for your child if the Physician Authorization Form is complete.  
Without the Physician Authorization Form (on reverse side), we can not administer, store, or even supervise 
your child’s medical needs. 
 
LOCAL EMERGENCY PHONE NUMBERS      Numbers will be dialed in the order below: 
       
Parent/Guardian  
 

Home Work Cell 

Parent/Guardian  
 

Home Work Cell 

Other (state relationship)  
 

Home Work Cell 

Other (state relationship)  
 

Home Work Cell 

 
PERSONAL PHYSICIAN AND DENTIST                                            

 
Name of Physician  
 

Office Phone 

Name of Dentist  
 

Office Phone 

Name of Insurance Carrier  
 

Policy Number 

 
If I can not be reached, I give permission for emergency treatment, emergency transportation, hospitalization, 
anesthesia, or injection, and will be responsible for the bills of same. My authorization does not include major 
surgery, unless life-threatening, and only then when the medical opinion of two licensed physicians or dentists 
concur in that treatment.  
 
 x _______________________________                        x____________________________ 
     Signature of Parent Date      Signature of Parent   Date 



PINE CREST SCHOOL  
Summer Programs 

MANDATORY HEALTH FORM 
    

This page must be completed by a Physician 
 

Physician’s Authorization for Medication Treatment 
 
NAME ____________________________________________________________________ 
 

• List any allergies, diagnosis, or emergency precautions that we should anticipate for this individual  
 (allergy triggers, diabetic reactions, etc.). _________________________________________ 

 
• List all medications that are currently prescribed for this individual. Include inhalers, EpiPens, etc.  

______________________________________________________________________ 
 
• Note which medications will be brought, stored, and administered at camp.  ____________________ 

 
• Does our nurse have your permission to administer these medications? 

  � Yes          � No  
  

• There are no extraordinary emergency medical services available at Pine Crest. Since only CPR and 
general first aid are available until emergency help arrives (911), is this adequate for this individual’s 
survival here at this program?  

  � Yes          � No, Please Specify ____________________________________________ 
   
 

Our infirmary is stocked only with basics. 
Physician, please scratch out items we are NOT permitted to administer. 

 
  MEDICATION                       DOSAGE    FREQUENCY      TIMES     INSTRUCTIONS 
Tylenol  p.o p.r.n.       Headaches 
Advil  p.o p.r.n.    Muscular-skeletal pain 
Tums/Antacid  p.o p.r.n.    Upset stomach 
Benadryl  p.o p.r.n.    Anaphylactic reaction only 
Antibiotic ointment  topical p.r.n.    Abrasions 
Benadryl Cream  topical p.r.n.    itching/bug bites 
Hydrocortisone Cream 1%  topical p.r.n.    Contact dermatitis 
Cough Drops/ throat lozenges  p.o. p.r.n.    Cough or sore throat 
 
  
 
 
Physician’s Signature: _____________________________________________________________________ 
  
Physician’s Name (please print):   ____________________________________________________________ 
 
Office Phone:    ____________________________________   Office Fax: ____________________________ 

 
 

Physician - Please complete and sign this form. 
Return it to the parents of the student. 


