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Session Name and Date 

 
 
 

 
We encourage you to complete your health form online at bearcreekcamp.org/register if possible. If you are unable to, please complete this 

form and mail it to camp at least two weeks prior to your registered session. ALL Sections are REQUIRED. Information must be completed 

by the Parent/Guardian. Please provide complete information so that camp can be aware of your camper's needs and provide appropriate 

care. Keep a copy of the completed form for your records. Any changes to this form should be provided and reviewed with camp health 

personnel upon participant's arrival at camp. 

 
 

 
 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

By signing below I, the undersigned, am stating that I have legal custody of the Camper whose name is set forth above. I, the undersigned, 

hereby grant my authorization and consent to the Eastern Pennsylvania Lutheran Camping Corp dba Bear Creek Camp and their 
employees, clinicians, trainers, nurses, or agents to administer first aid treatment for any minor injuries or illnesses and, if the injury is life 

threatening or in need of emergency treatment, to seek, approve, and obtain any medical, dental or surgical diagnosis, treatment or care for 
the Camper including, but not limited to, x-ray, anesthetic, injections, medications, blood transfusions, and hospitalization, which is 
deemed advisable by, and is to be rendered under the general supervision of a physician, surgeon, dentist, hospital or other medical 
professional or institution. I authorize the release of any and all medical records concerning the Camper to any health care provider 
authorized to provide care or treatment pursuant to this Medical Consent Agreement. I, the undersigned, agree to assume financial 
responsibility for all expense of such care. I, the undersigned, have read, and I understand, all of the provisions of this Agreement. 

 

 



Rev.12-2021  

 
❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

 
❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

❑ ❑ 

 

❑ ❑ 

 
 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 
 
 
 

 

 

 

 
 
 

 

 

 



Rev.12-2021  

 
 

 

Please give all dates of immunizations: you may attach a record from your doctor or the state health department. 

 
 

            
 

            

 

 
           

 

 
           

 

 
           

 

 
           

 

 
           

 

 
           

 

 
           

 

 
           

 

 
              

             

 

  

 

 

□ □ □ □ 
□ □ □ □ 

 
 
   COVID- 19- Please list the month/date of vaccinations and boosters   _________    _________   _________ 
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  Antacid   Sting Swabs  Antibiotic Cream (TAO, Neosporin)   
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