
 
Episcopal Diocese of Southwest Florida 

 

Medical Update Form (Confidential)   
At check-in of the event, the parent/guardian will be asked if there are any changes to this form and the current health 
condition of the child.            
 

Participant’s Name: ____________________________________________________ DOB:     
 

Address:         City:      State:    Zip:    
 
Parent/Guardian Contact Phone #: _______________________________  
 
Parent/Guardian E-mail:         
 

Emergency Contact Name #: _________________________________ Phone Number: _______________________ 

List all allergies and reactions:  

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

Does the participant carry Epinephrine (Epi Pen, Avi-Q)? If yes, why?  
 
_________________________________________________________________________ 
 
Check if:            NO KNOWN ALLERGIES 
 

Please explain any adverse reactions to any type of food (other than allergies listed above).  

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

Will the participant have traveled outside of the US within 3 weeks prior to attending the event?  
If yes, where? _____________________________ 
 

All prescribed and over-the-counter medication MUST BE in the original container with the correct name, date, 
instructions and physician’s name on the label. These must be handed to the nurse or event director at check-in. 
The nurse or event director is responsible for dispensing all medication. 
 
 



List each medication your child will bring: 
 

Name of Medication   Dosage of Medication   Time Medication Administration  
 

               
               
               
               
 

Circle any over-the-counter medication you DO NOT give permission for your child to receive: 
 
  Acetaminophen       Antihistamine       Dramamine               Ibuprofen          Loperamide
        

 
Is there anything that would be helpful for us to know about any medical or emotional conditions of your child? If 
so, please explain: 
 
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

Current Insurance Information: 
 
Subscriber’s Name: _______________________________________________________________________________ 
 
Name of Insurance: _______________________________________________________________________________ 
 
Member ID or #: ___________________________________________ 
 
Group #: _________________________________________________ 
 
Patient’s Date of Birth: _____________________________________ 
 
Patient’s SS#: _____________________________________________ 
 
Subscriber’s Date of Birth: __________________________________ 
 
Signature of Parent/Guardian: ______________________________________________________________________  
 
Date: _____________________ 
 
 
 



  

 Revised 4-4-2022 

Camper’s  

First Name: __________________ Nickname: _________________ Last Name: ________________________ 

 

Camp Session(s) Registered for:             

 

Address:                

 

City:            State:      Zip:    

 

Parent/Guardian Name:              

 

Parent/Guardian Primary Phone:     Secondary Phone:       

 

Parent/Guardian Email:             

 

Camper t-shirt size:   YM     YL     S     M     L     XL     2X     3X 

 

Circle Gender for Lodging Purposes:   Male      Female      

 

Camper Date of Birth:       

 

Grade level for School Year 2022-2023:          Church, City:        

 

Emergency Contact Name: ________________________ Emergency Contact Phone:      

 

Allergies:                

 

How did you hear about our DaySpring summer camps? ____________________________________________ 

 

Please scan and email this form to mmercurio@episcopalswfl.org or mail to: Episcopal Diocese of Southwest Florida, 

Attn: Michelle Mercurio, 8005 25th St E, Parrish, FL 34219 

Camper Profile Form 

mailto:mmercurio@episcopalswfl.org


 

 

Camper Name:______________________    

 

 

 

Dear Families, 
In an effort to minimize illness at camp we ask that you check on the health of your participant 
daily beginning 7 days prior to camp. Please bring this completed form to camp on opening day. 
You may indicate the actual temperature or initial each box to confirm regularity. If any 
temperature or symptoms are present, please have your camper evaluated by a licensed provider 
and contact camp for further guidance.  

Day: 7 days 
prior to 
event 

6 5 4 3 2 1 

Temperature 
& Any 
Symptoms 

 
 

 
 

     

 

Please note… in following with guidelines from the American Camping Association and the 
Center for Disease Control, campers will have the option to wear masks while Staff will be 

required to wear them in designated areas. 

Symptoms 
-Cough 
-Shortness of breath or 
difficulty breathing 
-Fever 
-Chills 
-Muscle Pain 
-Sore throat 
-New loss of taste or smell 
-Nausea 
-Vomiting 
-Diarrhea 

Please Initial to Confirm 

1. My child has not been around anyone with any of the listed symptoms 
or diagnosis of COVID19 in the 7 days before the start of this retreat.  
Initial ___________ 

2. No one in our household has been sick in the 7 days prior to camp. 
Initial _______ 

3. My child has adhered to our state’s guidelines regarding COVID19.  
Initial _______ 
 
4. I recognize the stated risk and liabilities of sending my child to Summer 
Camp during this time. Initial _______ 

 












