REQUIRED NON-PRESCRIPTION MEDICINE CARD

NAME: Session: O1 32 OFULL
GROUP: OTR OPIO OEXP OINT OLSR OUSR OSSR
ALLERGIES (Non-Food):
Allergic to BEE STING? aOYES aNo ONOT KNOWN
Allergic to MEDICATION(S)? aOYES aNo ONOT KNOWN
If Yes, which medication(s)

o IMMUNIZATIONS UP TO DATE (details required on Health Form): UYES UNOo

o DATE OF LAST TETANUS: (MONTH/YEAR)

In the event my child named above requires non-prescription medication while attending camp, | give permission
for my child to receive from the camp nurse, as indicated and needed, the following non-prescription medication(s):

(Please CHECK and SIGN or we cannot administer ANY of these)
OANY LISTED BELOW -OR -

OAdvil (Ibuprofen) OMylanta
OBenadryl ORobitussin/Delsym
OChlortrimeton OSudafed
ODramamine, Non Drowsy OTylenol
OKaopectate OClaritin
Signed: Date: SUMMER

(Signature of Parent/Guardian)



