Camp Sunrise 2002

Registration Phone: 973-661-4075/ Registration Fax: 973-836-0280

Registration Address: 10 Cleveland Ave./ Nutley, NJ  07110

Email: briansab@aol.com
MEDICAL AUTHORIZATION FORM

MEDICAL AUTHORIZATION FOR 



(Child’s name)
(Date of birth)

I, the undersigned parent or guardian, having legal custody of the above-named minor, hereby authorize the staff of the Camp Sunrise, into whose care said minor has been entrusted, to consent to any emergency medical treatment or hospital care to be rendered to said minor under the supervision and upon the advice of a physician or surgeon licensed under the provisions of the Medical Practice Act or by a dentist licensed under the provisions of the Dental Practice Act.

I further authorize the staff of Camp Sunrise to have said minor released into the custody of a Day Program representative, should hospital care no longer be required.

MEDICAL INFORMATION (Please mention any information that may be helpful to hospital staff if an emergency should arise)


Allergies to medication or food 





Medication in ongoing use by child 




Health problems (asthma, heart condition, seizures, diabetes, sickle cell, etc.) 



Other comments 




Day Program staff have my permission to administer Tylenol if my child has a fever of 

 degrees or higher.

Child’s regular clinic or doctor – Name: 




Address: 




Telephone: 




Insurance Plan: 
 Membership No. 



By my signature below, I attest to the fact that all the information above is true and that I have given approval for Camp Sunrise to provide emergency medical treatment or hospital care for my child ONLY if I cannot be reached or am unable to be contacted.

SIGNED: 
 DATE: 




(Parent or Legal Guardian Signature)

PRINT NAME: 



Address: 

 Home Tele: 





 Work Tele: 



WITNESS: 


