PRIVATE
 VIEWS MEDICAL FORM

To complete, please use ink and print clearly.

ALL MEDICAL INFORMATION is essential and must be completed by each guest.  All additional instructions for VIEWS camp staff must be received in writing and all prescriptions updated at this time.  PLEASE DO NOT SEND THIS FORM TO VIEWS CAMP WITHOUT YOUR HEALTH CARD NUMBER NOTED BELOW.  PLEASE PRINT:

Camp Date:  ___________________________________________________________

Name:  _______________________________________________________________



Last




First




Initial

Birth Date (dd/mm/yy)____________________
Sex: M____
F____

HEALTH CARD NUMBER __________________________________
EMERGENCY CONTACT:  In case of accident or illness, notify:

Name: ________________________________
Relationship______________

Work Telephone #_________________________ 
Day 

Night 

Home Telephone #________________________ 
Day 

Night 

Cell Phone # _____________________________

Is this your first visit to VIEWS CAMP?   Yes        No  

HEALTH HISTORY: 
Please explain details of your health history.



ALL medication will be administered by qualified camp staff. 


PRIVATE
 MEDICATIONS: Taken at home (including name, dose & time taken).

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Please send medications with a clear & legible prescription label on each one.  Blister packs are preferred.
6

