





	Hay Fever: Off
	Sulfa: Off
	Peanuts: Off
	Other: Off
	Poison Oak/Ivy: Off
	Bee Stings: Off
	Penicillin: Off
	Last Name: 
	First Name: 
	Special Needs ie Vegetarian etc: 
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	List any Diseases within the last year: 
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	Age: 
	List ALL medications you will bring to camp: 
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	Tetanus Shot: 
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	Date of Last Tetanus Shot: 
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