
Fall/Winter/Spring Program Health and Permission Form 
 
Camper’s Name: ____________________________________   Age: ______    Sex: ______ 

Home Address: ____________________  City: __________   State: ______   Zip: ________ 

Parent/Guardian 1: ___________________  Phone: (H) (___)________  Phone: (W) (___)________ 

Parent/Guardian 2: ___________________  Phone: (H) (___)________   Phone: (W) (___)________ 

Parent/Guardian 1: Cell (____) ___________     Parent/Guardian 2: Cell (____) ____________ 

Emergency contact other than Parent/Guardian: ___________________________________ 

Relationship to Camper: __________ Phone: (H) (___)________ Phone: (W) (___)________ 

Family Doctor: _______________________________________  Phone: (____)__________ 
This camper has my permission to participate in activities at Camp Fitch. I hereby grant permission to a licensed 

physician or emergency center to administer emergency medical treatment if needed. 

PARENT OR GUARDIAN SIGNATURE: ________________________________________ 

Camp Fitch offers a horse experience for your child as part of your stay.  By signing this I verify that my child is 8 years 

of age or older and has permission to sign up for trail rides.   I recognize that horseback riding and trail riding may be 

hazardous.    I hereby waive, release and discharge Camp Fitch, YMCA, instructors, personnel and agents from any and 

all claims resulting from injury or loss as a result of such participation. 

PARENT OR GUARDIAN SIGNATURE: ________________________________________ 

MEDICAL HISTORY 
Any allergies?  Please include information on reactions to penicillin or other drugs, extreme sensitivity to 

poison ivy, bee stings, etc.  ___________________________________________________________________ 

OVER THE COUNTER MEDICATIONS? 

All over the counter medications available in our medical clinic are listed below.  Please check (X) yes or no to 

indicate whether or not you permit our Camp Directors to dispense these medications to your child as needed. 

YES NO    YES NO    YES NO 

___    ___ Benadryl  ___    ___ Ibuprofen  ___    ___ Pepto-Bismol  

___    ___ Robitussin  ___    ___ Tums   ___    ___ Sudafed 

___    ___ Tylenol 

Any prescription medications that need to be taken?  _______________________________ 

Any restriction on activity?  __________________________________________________ 

Any eating restrictions?  ____________________________________________________ 

Date of last tetanus shot?  __________________________ Other comments:  ___________________________ 

__________________________________________________________________________________________ 
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