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MEDICAL / IMMUNIZATION RECORD 

Child’s Name: _____________________________     Date of Birth: ___________     Age: ___________ 

Address: _____________________________________________________________________________ 

City: __________________________________       State: _________________      Zip: ______________ 

Date of last tetanus immunization: (Month/Year format) ______________________________________ 

Pertinent information on any significant medical problem  

  

Primary Physician:__________________________________  Phone:____________________ 

Does the child require any medication during summer camp hours? Yes: ____ No: ____ 

Both the MEDICATION RELEASE FORM and AUTHORIZATION FOR ANY MEDICINE including over-the-

counter drugs must also be completed. 

Is camper missing any immunization because of medical contraindication or exemption by religious 

belief?   Yes____  No_____ 

Is child enrolled in a Maryland school? Yes        No ____ If “yes” what is the name of the school? 

  

If camper is not registered in a Maryland school, you must furnish the Natural Resources Division required 

records of immunization, contraindication statement from child's physician or exemption by religious belief 

statement before child can be admitted to the program. 

Parent/Guardian Name:________________________________________________________________  

Home Phone:______________________ Work Phone:_________________ Cell Phone:_____________ 

Parent/Guardian Name:________________________________________________________________  

Home Phone:______________________ Work Phone:_________________ Cell Phone:_____________ 

 

Emergency Contact:   (Not Listed Above) 

Name: _____________________________________Relation:__________________________________ 

Home Phone:______________________ Work Phone:_________________ Cell Phone:_____________ 

Name: _____________________________________Relation:__________________________________ 

Home Phone:______________________ Work Phone:_________________ Cell Phone:_____________ 

OFFICIAL USE ONLY:  (include all camps for the current season) 

CAMP ____________________ LOCATION ______________________ 

CAMP ____________________ LOCATION ______________________ 

CAMP ____________________ LOCATION ______________________ 
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Child’s Name: _____________________________     Date of Birth: ___________     Age: ___________ 

WAIVER RELEASE 
I HEREBY GIVE PERMISSION FOR MY CHILD TO PARTICIPATE IN ALL ACTIVITIES AND ATTEND ALL TRIPS 

SPONSORED BY THE CALVERT COUNTY DIVISION OF NATURAL RESOURCES DIVISION.  IN CONSIDERATION OF 

THE DIVISION'S ACCEPTING MY CHILD INTO THIS PROGRAM, I AGREE TO WAIVE AND FOREVER DISCHARGE 

CALVERT COUNTY, ITS EMPLOYEES AND AGENTS HARMLESS OF & FROM ANY INJURIES SUSTAINED BY MY 

CHILD WHICH OCCURS WHILE EN ROUTE TO OR FROM OR PARTICIPATING IN ANY ACTIVITY SPONSORED BY THE 

AFOREMENTIONED PARTIES.   

NOTE:   THIS RELEASE DOES NOT OBLIGATE YOUR CHILD TO ATTEND SCHEDULED TRIPS OR ACTIVITIES. 

 

____________________________________                   __________________       
SIGNATURE OF PARENT OR GUARDIAN                                  DATE 

SIGN OUT RELEASE 
UPON DROPPING OFF AND PICKING UP MY CHILD FROM THE CAMP, I AGREE TO INFORM THE DIRECTOR AND 

SIGN THE APPROPRIATE FORM, INCLUDING DATE AND TIME I DROPPED OFF AND PICKED UP MY CHILD.   IN THE 

EVENT, I AM UNABLE TO PICK UP MY CHILD, I AGREE TO CALL THE SCHOOL/ CENTER AND INFORM THE 

DIRECTOR WITH THE NAME OF THE INDIVIDUAL I AUTHORIZE TO PICK UP MY CHILD. I AGREE TO PROVIDE THE 

NATURAL RESOURCES DIVISION WITH THE NAMES OF INDIVIDUALS I AUTHORIZE TO PICK UP MY CHILD WHEN I 

AM UNABLE TO DO SO MYSELF.   (SEE NAMES LISTED BELOW.) I REALIZE IT IS MY RESPONSIBILITY TO KEEP 

THIS LIST UPDATED AND ACCURATE. 

  

      _______________________________________                            ____________________ 

      SIGNATURE OF PARENT OR GUARDIAN                                          DATE 

CHILD’S WALK/RIDE BIKE/SIGN-OUT PERMISSION RELEASE 
I GIVE MY CHILD PERMISSION TO WALK AND/OR RIDE HIS/HER BIKE TO AND FROM THE CAMP SITE AND 

PERMISSION TO SIGN HIM/HER SELF IN AND OUT OF CAMP EACH DAY.   

NOTE:   CALVERT COUNTY NATURAL RESOURCES DIVISION CAN NOT BE HELD ACCOUNTABLE ONCE YOUR 

CHILD HAS SIGNED OUT! 

 

      ________________________________________                          _____________________ 

SIGNATURE OF PARENT OR GUARDIAN                                          DATE 

AUTHORIZED PERSONS FOR PICK-UP 
                    NAME                                                                                               PHONE NUMBERS 

1.  _________________________________________                             ____________________________________ 

2.  _________________________________________                             ____________________________________ 

3.  _________________________________________                             ____________________________________ 

UNAUTHORIZED PERSONS FOR PICK-UP 
                    NAME                                                                                              PHONE NUMBERS 

1.  _________________________________________                            _____________________________________ 

2.  _________________________________________                            _____________________________________ 

 

Please notify Natural Resources Division Staff of any changes or additions immediately. 
 

OFFICIAL USE ONLY: DATE RECEIVED: ____________________STAFF INITIALS: ______________________ 



 

Maryland Relay for Impaired Hearing or Speech: 1-800-735-2258 

 

MEDICATION RELEASE WAIVER 

 

Child’s Name:   

Does the child require any medication including over-the-counter drugs during summer 

camp hours?  

Yes: ____ No: ____ 

 

 

If YES, parent or guardian complete the following: 

 

I, ________________________, the parent/guardian of _____________________  

                              (Print parent name)      (Print campers name) 

hereby request that identified members of the camp staff be caretakers of medication and 

administrators of medication for the camper named above and as directed by my physician.  

______________________________________     ______________________________    

               Physician's Name   Physician’s Phone Number 

I understand that members of the camp staff will be instructed to take any medication from the 

camper upon arrival at the camp and secure it in a safe location. 

I understand that at a prescribed time, a staff member will retrieve the medication and hand it to 

the camper in the container.  The staff member will then watch the camper take the medication. 

I understand the Authorization for Medication Form must be fill out completely and signed by 

the camper’s doctor before the start of camp. 

I also understand the staff who administers this medication are medically untrained.  I hereby 

state, without reservation that I will not hold the Calvert County Natural Resources Division, or 

any of their employees and volunteers liable for any harm or injury which may be incurred by 

the camper in connection with this medical assistance, or damage/loss of medical equipment. 

__________________________________________  ___________________________ 

          Signature of Parent/Guardian                                Date 

 

OFFICIAL USE ONLY:   

DATE RECEIVED: ____________________STAFF INITIALS: ______________________ 
  

CAMP ____________________ LOCATION ______________________ 

CAMP ____________________ LOCATION ______________________ 

CAMP ____________________ LOCATION ______________________ 
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Maryland Department of Health (MDH) 
Center for Healthy Homes and Community Services (CHHCS) 
 (410) 767-8417    Toll Free 1-877-4MD-MDH ext. 8417 

MEDICATION ADMINISTRATION  
AUTHORIZATION FORM 
for Youth Camps in Maryland  
    

This form must be completed fully in order for youth camp operators and staff members to administer the required medication or for the 
camper to self-administer medication.  A new medication administration form must be completed at the beginning of each camp season, 
for each medication, and each time there is a change in dosage or time of administration of a medication. 

 Prescription medication must be in a container labeled by the pharmacist or prescriber. 

 Nonprescription medication must be in the original container with the instructions for use.  Nonprescription medication includes 
vitamins, homeopathic, and herbal medicines. 

 An authorized individual must bring the medication to the camp and give the medication to an adult staff member. 

I. PRESCRIBER’S AUTHORIZATION 

  1. CHILD’S NAME 

 

2. DATE OF BIRTH                                      

___/___/______ 

                           Month        Day                 Year 

  3. CONDITION FOR WHICH MEDICATION IS BEING ADMINISTERED: 4. EMERGENCY MEDICATION 

[  ] YES -If yes, see Section III below.     [  ] NO 

  5. MEDICATION NAME 6. DOSE 7. ROUTE 

 

  8. TIME/FREQUENCY OF ADMINISTRATION 9. IF PRN, FREQUENCY  

 

10. IF PRN, FOR WHAT SYMPTOMS 

 

11. KNOWN SIDE EFFECTS SPECIFIC TO CHILD 

 

12. MEDICATION SHALL BE ADMINISTERED 
during the year in which this form is dated in 14b below unless more restrictive dates 
are specified in 12a and 12b. This authorization is NOT TO EXCEED 1 YEAR. 

12a. FROM                    

___/___/______ 
   Month        Day                Year 

12b. TO                 

___/___/______ 
   Month        Day                Year 

13. PRESCRIBER’S NAME/TITLE 

 

This space may be used for the Prescriber’s Address Stamp 

TELEPHONE FAX 

 

ADDRESS 

 

CITY 

 

STATE ZIPCODE 

14a. PRESCRIBER’S SIGNATURE (Parent/guardian cannot sign here) 

(ORIGINAL SIGNATURE OR SIGNATURE STAMP ONLY) 

14b. DATE 

II. PARENT/GUARDIAN AUTHORIZATION 

I request the authorized youth camp operator, staff member or volunteer to administer the medication or supervise the camper in self-administration 
as prescribed by the above authorized prescriber.  I certify that I have legal authority to consent to medical treatment for the child named above, 
including the administration of medication at the facility.  I understand that at the end of the authorized period, an authorized individual, as listed in 
15c below, which may include the child, must pick up the medication, otherwise it will be discarded. I authorize camp personnel and the authorized 
prescriber indicated on this form to communicate in compliance with HIPAA. 

15a. PARENT/GUARDIAN SIGNATURE 
 

 

15b. DATE 

 

15C. INDIVIDUAL(S) AUTHORIZED TO PICK UP MEDICATION 

 

15d. HOME PHONE # 15e. CELL PHONE # 15f. WORK PHONE # 

III. AUTHORIZATION FOR SELF-ADMINISTRATION / SELF-CARRY (OPTIONAL)  

This section should only be completed if this medication is approved for self-administration.  Self-carry is only permitted for emergency medications 
such as inhalers and epinephrine.  Both the prescriber and the parent/guardian must consent to self-administration below.  However, youth camp 
operators are not required to permit self-administration or self-carry. 

I authorize self-administration of the above listed medication for the child named above under the supervision of the youth camp operator, a 
designated staff member or volunteer.  If indicated below, the child named above may self-carry emergency medication. 

16a. PRESCRIBER’S SIGNATURE 
           authorizing self-administration 
 

16b. SELF-CARRY EMERGENCY MEDICATION (Check One) 

 [  ] YES         [  ] NO         [  ] N/A - Not emergency medication 

16c. DATE 

 

 17a. PARENT/GUARDIAN’S SIGNATURE 
            authorizing self-administration 
 

17b. SELF-CARRY EMERGENCY MEDICATION (Check One) 

 [  ] YES         [  ] NO         [  ] N/A - Not emergency medication 

17c. DATE 

 





 

 



 

Maryland Relay for Impaired Hearing or Speech: 1-800-735-2258 

 

EPINEPHRINE (EPI-PEN) TRAINING ACKNOWLEDGEMENT 

 

Will  the child require epinephrine during summer camp hours?  Yes: ____ No: ____ 

 

If YES, parent or guardian MUST provide training to camp staff: 

 

I _______________________________________________________, have been trained by  

                             (Employee) 

 

_____________________________________________ to administer Epinephrine and/or to  

                Parent(s)/Guardian(s)/Designee(s) 

provide other emergency care to _______________________________________, a child 

enrolled in a Calvert County Natural Resources Division Summer Camp, in the event the child 

has been exposed to ___________________________________ and is at risk of anaphylactic 

reaction, or if the child exhibits the symptoms described in the POLICY: ADMINISTERING 

EMERGENCY TREATMENT TO CHILDREN WITH SEVERE ALLERGIES which is 

attached to and made a part of this Acknowledgement.  

 

 Date of Training:  ____________________________________ 

  

Signature:  __________________________________________ 

                                                                    (Employee) 

 

 Signature:  __________________________________________ 

                                                                            (Parent(s)/Guardian(s)) 
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Child’s Name: _____________________________     Date of Birth: ___________     Age: ___________ 

 

AUTHORIZED PERSONS FOR PICK-UP 

                    NAME                                                                                               PHONE NUMBERS 

1.  _________________________________________                             ____________________________________ 

2.  _________________________________________                             ____________________________________ 

3.  _________________________________________                             ____________________________________ 

 

UNAUTHORIZED PERSONS FOR PICK-UP 

                    NAME                                                                                              PHONE NUMBERS 

1.  _________________________________________                            _____________________________________ 

2.  _________________________________________                            _____________________________________ 

3.  _________________________________________                             ____________________________________ 

 

 

 

Please notify Natural Resources Division Staff of any changes or additions immediately. 
 

 

 

 

OFFICIAL USE ONLY:  

DATE RECEIVED: ____________________STAFF INITIALS: ______________________ 

include all camps for the current season) 

CAMP ____________________ LOCATION ______________________ 

CAMP ____________________ LOCATION ______________________ 

CAMP ____________________ LOCATION ______________________ 

 



 

Maryland Relay for Impaired Hearing or Speech: 1-800-735-2258 

 

 

 

FIELD TRIP PICK UP FORM 

FOR USE ONLY IF SOMEONE OTHER THAN AUTHORIZED PERSON  

IS PICKING UP CAMPER FROM THE FIELD TRIP LOCATION.  

This form is not necessary for pick up at regular camp location. 

 

Name of Child:  

  

Camp Location:  

  

Trip Location:  

  

Trip Date:  

  

Approximate Time of Trip:  

  

Reason For Field Trip Location Pick Up:  

  

 

  

  

Name of individual picking child up and phone number:   

Relationship:  Phone Number:   

Parent's Home Phone Number:   

Parent's Work Phone Number:   

Parent's Cell Phone Number:   

 

_________________________________                            __________________________ 

                   Signature of Parent                                                               Date 
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