
• C
am

p Li-Li-Lo m
ay use photos or videos taken at cam

p for prom
otional purposes.

• I give perm
ission for m

y child to participate in all cam
p activities including

R
opes C

ourse and C
lim

bing Tow
er

�
 Y

E
S

�
  N

O
(see page 12)

C
anoe trips (out of cam

p)
�
 Y

E
S

�
  N

O
(see page 13)

• I understand that if the Individualized S
tanding O

rders form
 above is N

O
T

 signed
by m

y child’s health care provider, m
y ch

ild
 w

ill n
o

t b
e g

iven
 o

ver th
e co

u
n

ter
m

ed
icatio

n
s w

hile at cam
p. (form

 can be photocopied to m
ail in later if needed)

S
IG

N
A

T
U

R
E

 (P
arent/G

uardian) ________________________ D
ate _____

C
am

p
ers atten

d
in

g
 S

u
m

m
er R

o
u

n
d

 U
p

  ch
o

o
se

Yo
u

r A
rea o

f In
terest:

(each has lim
ited num

ber of openings)
H

orsem
anship

M
arksm

anship / R
ifle (age 12 &

 up)
O

utdoor C
am

ping S
kills

C
rafts

A
rchery

M
y first choice ___________________________

second choice ___________________________

T
he follow

ing standard over-the-counter m
edications are available in the C

am
p Li-Lo-Li

infirm
ary and w

ill be adm
inistered as needed at the discretion of an R

N
, O

N
LY

 if
approval is indicated by the cam

per’s h
ealth

 care p
ro

vid
er. W

ithout this signature, the
cam

per cannot be given any of these m
edications under N

ew
 York S

tate law
.

H
ealth care provider’s N

am
e _______________________________________P

hone (_____)___________

A
ddress ______________________________________________License # _________________

In
fo

rm
a

tio
n

 re
g

a
rd

in
g

 M
E

N
IN

G
O

C
O

C
C

A
L

M
E

N
IN

G
IT

IS
 IM

M
U

N
IZ

A
T

IO
N

 (M
e

n
a

ctra
™

)
w

ill b
e

 se
n

t to
 a

ll ca
m

p
e

rs w
h

o
 p

la
n

 to
 sta

y fo
r

 7
 o

r m
o

re
 co

n
se

cu
tive

 n
ig

h
ts.

R
e

sp
o

n
se

 fro
m

 p
a

re
n

t w
ill b

e
 re

q
u

ire
d

.
R

e
q

u
ire

d
 b

y N
e

w
 Y

o
rk S

ta
te

 H
e

a
lth

 D
e

p
a

rtm
e

n
t

S
IG

N
A

T
U

R
E

 (H
ealth C

are P
rovider) ______________________________ D

ate ____/___/_____

If your child has
any special needs or

circum
stances that w

ould be
helpful for cam

p staff to know
,

please include a note stapled
to this form

. T
his inform

ation
w

ill be kept confidential.

L
ast N

am
e:

F
irst N

am
e:

S
essio

n
:

D
rug

 N
a

m
e

Route
D

octor's O
rd

er 
C

om
m

ent
C

ircle preferred form
ulation(s)

   YES   /    N
O

Tyle
n

o
l (a

c
e

to
m

in
o

p
h

e
n

)
c

h
e

w
a

b
le

, ta
b

le
t o

r e
lixir

❑
❑

P
a

in
 o

r Fe
ve

r >
 _______ F

A
d

vil/ M
o

trin
 (Ib

u
p

ro
fe

n
)

c
h

e
w

a
b

le
, ta

b
le

t o
r su

sp
❑

❑
P

a
in

 o
r Fe

ve
r >

 _______ F
A

le
ve

 (N
a

p
ro

xe
n

)
ta

b
le

t 
❑

❑
Be

n
a

d
ryl

c
a

p
su

le
 o

r e
lixir

❑
❑

R
o

b
itu

ssin
 D

M
syru

p
❑

❑
D

im
e

ta
p

p
e

lixir
❑

❑
Sud

a
fe

d
ta

b
le

t
❑

❑
Im

m
o

d
ium

ta
b

le
t

❑
❑

P
o

lysp
o

rin
 o

p
h

th
a

lm
ic

/o
tic

e
ye

/e
a

r d
ro

p
s 

❑
❑

Tu
m

s
ta

b
le

ts
❑

❑
C

h
lo

ra
se

p
tic

 (o
r g

e
n

e
ric

) 
liq

u
id

 sp
ra

y
❑

❑
C

a
la

m
in

e
 o

r C
a

la
d

ryl
lo

tio
n

❑
❑

Trip
le

 A
n

tib
io

tic
 o

in
tm

e
n

t
o

in
tm

e
n

t
❑

❑
Silva

d
e

n
e

 b
u

rn
 c

re
a

m
c

re
a

m
❑

❑
C

la
ritin

 (Lo
ra

ta
d

in
e

)
ta

b
le

ts
❑

❑
O

th
e

r:
❑

❑

Prescrip
tion M

ed
ica

tions
Route

D
osa

g
e

Sched
ule a

nd
 ind

ica
tions

C
om

m
ents

D
A

T
E

S
 O

F
 IM

M
U

N
IZ

A
T

IO
N

S
: (actu

al d
ates req

u
ired

 b
y H

e
a

lth
 D

e
p

a
rtm

e
n

t u
p

 to
 a

g
e

 2
1

)
P

le
a

se
 se

n
d

 p
h

o
to

co
p

y o
f co

m
p

le
te

 im
m

u
n

iza
tio

n
 re

co
rd

 if p
o

ssib
le

. N
e

w
 co

p
y is n

e
e

d
e

d

e
a

ch
 ca

m
p

 ye
a

r.

D
P

T
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_
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_
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_
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_
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P
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L
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M
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_
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_
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_
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_
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_
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_
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_
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_
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_
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_
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_
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_
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_
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_
_

M
M

R
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

V
A

R
IC

E
L

L
A

_
_

_
_

_
_

_
_

_

IN
F

L
U

E
N

Z
A

 B
_

_
_

_
_

_
_

_
_

_
H

E
P

A
T

IT
IS

 B
_

_
_

_
_

_
_

_
_

L
A

S
T

 T
E

T
A

N
U

S
_

_
_

_
_

_
_

_
_

_



C
A

M
P

E
R

 R
E

G
IS

T
R

A
T

IO
N

 &
 M

E
D

IC
A

L
 F

O
R

M
P

L
E

A
S

E
 C

O
M

P
L

E
T

E
 B

O
T

H
 S

ID
E

S
 &

 P
R

IN
T

 C
L

E
A

R
L

Y

N
am

e (F
irst)________________________ (Last)___________________________

(M
.I.)___

 B
irth date ___/___/___S

ex ___ A
ge ___ W

eight ___P
hone(_____)________________

A
ddress_____________________________

(city)_______________
(state)________

(zip)___________

C
abin m

ate:0ne request , no guarantee___ ___________________________________

C
hurch N

am
e _________________________________________________________

F
irst Tim

e cam
per? �

Y
E

S
   �

 N
O

    If so, how
 did you hear about cam

p?

 �
 F

riend  �
 C

hurch �
 W

ebsite �
 R

adio �
 O

ther

L
ast N

am
e:

F
irst N

am
e:

S
essio

n
(s):

• IN
S

U
R

A
N

C
E

 IN
F

O
R

M
A

T
IO

N
: A

LL C
A

N
A

D
IA

N
 cam

pers m
ust bring H

ealth C
ard to

cam
p a

n
d

 le
a

ve
 it th

e
re

 d
u

rin
g

 th
e

ir se
ssio

n

N
am

e of Insurance C
om

pany:  ____________________________________________
(S

ubm
it a photocopy of insurance card if possible)

ID
# _________________________

G
roup # _____________________

P
olicy # _____________________

C
ertificate # __________________

�
  A

P
P

LY
 FA

M
ILY

 D
IS

C
O

U
N

T

�
  A

P
P

LY
 B

R
IN

G
-A

-F
R

IE
N

D
 D

IS
C

O
U

N
T

I have invited m
y friend _____________________________

to attend C
am

p Li-Lo-Li for the first tim
e.

�
  P

lease give m
e the $50 discount

�
 P

lease apply the $50 discount to m
y friend’s registration fee

E
M

E
R

G
E

N
C

Y
 C

O
N

TA
C

T
S

   H
O

M
E

 P
H

O
N

E
              W

O
R

K
 P

H
O

N
E

                C
E

L
L P

H
O

N
E

FA
T

H
E

R
’S

 N
A

M
E

M
O

T
H

E
R

’S
 N

A
M

E

G
U

A
R

D
IA

N

O
T

H
E

R
 C

O
N

TA
C

T

C
U

R
R

E
N

T
 M

E
D

IC
A

T
IO

N
S

:  M
U

S
T

 b
e b

ro
u

g
h

t in
 o

rig
in

al co
n

tain
er w

ith
 in

stru
ctio

n
s

*F
ill o

u
t ch

art o
n

 b
ack sid

e w
ith

 each
 m

ed
icatio

n
 listed

H
O

S
P

IT
A

L
IZ

A
T

IO
N

 
O

R
 

S
U

R
G

E
R

Y
 

W
IT

H
IN

 
T

H
E

 
L

A
S

T
 

Y
E

A
R

 
: 

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

   __________________________________________________________________________

A
L

L
E

R
G

IE
S

: (exp
lain

 reactio
n

 as w
ell)

_
_

_
_

_
  C

arries E
p

ip
en

_
_

_
_

_
 B

e
e

s o
r In

se
ct B

ite
s/S

tin
g

s
_

_
_

_
_

 P
e

n
icillin

_
_

_
_

_
 

F
o

o
d

s
 

(S
p

e
c

ify
) 

 
:_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
 

O
th

e
r 

(S
p

e
cify) 
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_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

N
a

m
e

 
o

f 
ca

m
p

e
r’s 

 
p

h
ysicia

n
 

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
P

h
o

n
e

 
(_

_
_

_
_

) 
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

_
_

D
a

te
 

o
f 

la
s

t 
p

h
y

s
ic

a
l 

_
_

_
/_

_
/_

_
_

• H
E

A
L

T
H

 H
IS

T
O

R
Y

:
(C

h
eck if an

y ap
p

ly &
 exp

lain
 , u

sin
g

 sep
arate p

ap
er if n

ecessary)
_____ A

sthm
a

_____  D
iabetes

_____ S
eizures &

/or E
pilepsy

_____ F
requent E

ar Infections
_

_
_

_
_

 B
e

d
w

e
ttin

g
_____ B

leeding / C
lotting D

isorder

_
_

_
_

_
 E

m
o

tio
n

a
l/B

e
h

a
vio

ra
l D

iso
rd

e
r

_
_

_
_

_
 H

e
a

rt d
e

fe
ct/ d

iso
rd

e
r

_
_

_
_

_
 O

th
e

r:please specify:

R
E

L
E

A
S

E
 T

O
 B

E
 S

IG
N

E
D

 B
Y

 P
A

R
E

N
T

/G
U

A
R

D
IA

N
 F

O
R

 M
E

D
IC

A
L

 T
R

E
A

T
M

E
N

T
 O

F
 A

M
IN

O
R

:
•  I hereby grant perm

ission to the cam
p m

edical personnel to adm
inister any necessary m

edical
treatm

ent to m
y child w

hile at cam
p, including but not lim

ited to, first aid and adm
inistering over

the counter m
edication according to standing orders from

 the cam
per’s health care provider.

•  In the event of an em
ergency w

here I cannot be reached, I hereby give perm
ission to the

physician selected by the cam
p to take w

hatever action is necessary to care for m
y child,

including but not lim
ited to, ordering x-rays and appropriate tests, hospitalization, injections,

anesthesia and or surgery for m
y child as nam

ed above.
• I hereby grant perm

ission for cam
p m

edical personnel to obtain access to necessary m
edical,

psychiatric or social w
ork records and to receive the results of m

edical procedures com
pleted

w
hile m

y child is enrolled at cam
p. I also grant the release of any records necessary for

treatm
ent, referral, billing or insurance purposes.

•  I understand that if m
y child requires m

edical treatm
ent off cam

p property, I am
 responsible

for any expenses, including but not lim
ited to, co-paym

ents as required by and associated w
ith

this treatm
ent according to the guidelines of m

y ow
n insurance coverage. T

his form
 m

ay be
photocopied.

S
IG

N
A

T
U

R
E

(P
arent/G

uardian)

_______________________________________ D
ate_____/___/___

N
am

e (please P
R

IN
T

) _________________________________________________

P
L

E
A

S
E

 S
E

E
 B

A
C

K
 F

O
R

 O
T

H
E

R
 IM

P
O

R
T

A
N

T
 M

E
D

IC
A

L
 IN

F
O

R
M

A
T

IO
N

S
E

S
S

IO
N

(S
) A

T
T

E
N

D
IN

G
:

�
 F

LS
-  G

irls’ R
etreat

�
 A

dventure Trip
�

 P
re-Teen 1

 �
 P

re-Teen 2
�

 P
re-Teen 3

�
 Teen 1

�
 Teen 2

�
 A

d
d

 full w
eek of horses ($50) or _______ trail rides ($20 each)

�
 R

ound-U
p


