
 

 

 

 

 

Doctor’s Permission Form 

Camper’s Name: _____________________________________ Dates Attending Camp: ______________________ 

1. To the best of my knowledge, I believe that this camper will be able to partake in a full one-week camp 

program being offered starting in June 30, 2019.  The camper is independent in toileting and will be able to 

ambulate independently over wooded paths and trails to get from one area of the camp to another.  

_____ Yes _____ No (specify): _________________________________________________________ 

2. Is the camper currently being treated for any physical/psychiatric conditions? _____ Yes _____ No 

3. Does camper have any communicable diseases or require care if others come in contact with blood or 

body fluids? _____ No _____ Yes (explain): ___________________________________________________ 

4. Is there other information or special concerns regarding this camper? _____________________________ 

 ______________________________________________________________________________________ 

A completed and signed doctor’s physical form, given within the last year, must accompany this Permission Form. 

By signing this form, you permit the Camp Quin Registered Nurse(s) to provide the following over the counter 
Prn medications to this camper per Camp Quin Standing Orders.  Please CROSS OUT and INITIAL any items on 
this list, which may NOT be given to this camper. 
 

NOTE: liquid preparations will be substituted, when available, for campers unable to swallow pills. 

Acetaminophen 325mg tab x 1-2 tablets po 4-6 hr  prn for headache, muscle aches, menstrual cramps, 
fever, aches/pains of cold or flu 

Benadryl 25mg capsule x 1-2 capsules po 4-6 hr prn for runny nose, sneezing, itching of nose/throat, 
and/or watery eyes due to upper respiratory allergies; 
runny nose, sneezing associated with common cold: bee 
stings if localized swelling 

Cough Drop x1 po 1 hr prn to suppress cough and/or soothe cough-irritated 
throat. 

Ibuprofen 200mg tab x 1-2 tabs po 4-6 prn for headache, toothache, muscular aches, 
backache, menstrual cramps, fever associated with cold/flu 

Zyrtec or 
Claritin  

  

Calamine 
Lotion 

  

   

Signature of Physician/Nurse Practitioner/Physician Assistant: 

Signature: ___________________________________________ Date: ____________________________________ 

Name (please print): ___________________________________ Title: ____________________________________ 


