




EMERGENCY MEDICAL TREATMENT FORM 20

Student Name (first, middle, last) _____________________________________________________________________

Street Address____________________________________________________________________________________ 

City/State/Zip ____________________________________________________________________________________

PARENT/LEGAL GUARDIAN INFORMATION:

Mother/Guardian ___________________________________________   Father/Guardian  _______________________________________________

Work Phone_______________________________________________ Work Phone__________________________________________________

Cell Phone________________________________________________ Cell Phone___________________________________________________

IF PARENTS/GUARDIANS CANNOT BE CONTACTED, PLEASE CONTACT:

Name______________________________________________________________________Relationship___________________________________

Street Address____________________________________________________City/State/Zip _____________________________________________

Cell Phone________________________________________________ Home Phone ____________________________________________________

INSURANCE INFORMATION (Blue Cross, PPO, HMO, Other) copy BOTH sides of Insurance card
attached

Policy Holder’s Name _____________________________________________Insurance Company____________________________

Group No. ____________________________________________ Service Code __________________________________________

Contract #_____________________________________________Policy Holder’s Employer_________________________________

MEDICAL INFORMATION 

Date of last Tetanus shot:___________________________ Special Dietary Needs?__________________________________________

Primary Care Physician___________________________________________Physican Phone__________________________________

List allergies (Food / Medication)___________________________________________________________________________________

Medical condition or medical history that should be known to medical staff:__________________________________________________

Diabetic? How often is blood sugar monitored?__________________________ list
insulin____________________________________

IMPORTANT: this section must be completed in the presence of a Notary Public. Do not sign ahead of time.

Medical Treatment/Disciplinary Release:
 

 

Parent Signature______________________________________________________________

Date________________________________________________________________________

Notary Public Signature ________________________________________________________

Date________________________________________________________________________

Please be sure to include with this form:
current student photo copy BOTH sides of insurance card

  copy of students Immunization Record   signed & sealed before a Notary Public ATTACH

CURRENT

PHOTO

OF STUDENT

20  LCN Bands Emergency Medical Treatment Form
Notary Public: place seal in space above



*State Requirement: All students must turn in this form – even if they do not use ANY daily medication.

STUDENT DAILY & PRESCRIPTION MEDICATION FORM 20

Please complete the chart for each medication the student named above is currently taking.
Include BOTH prescription and non-prescription medication. Instructions must be the same as on
the medicine container.

Medication Condition
Prescription (P)
Non-Prescription(N)

Breakfast Lunch Dinner Bedtime
Special 
Instructions

Example: Allegra Allergies Prescription 1 Tab-10mg 1 Tab-10mg

Upon arrival to camp, check-in all listed medications with the health officer.  Pick up medications at the end of camp. 

PRESCRIPTION MEDICATION(S): must be in the original container, clearly labeled, and indicate the following 
information: student’s name, prescription number, medication name, dosage, date issued, doctor’s name, pharmacy 
name, address, and phone number. 

OVER-THE-COUNTER-MEDICATION(S) that are taken on a daily basis: a dose schedule signed by the physician must be 
attached to this health form. 

A nurse will be on site at all times while at Echo Grove. I understand all medications will be located in the Nurse’s Station 
at Echo Grove unless indicated otherwise in the special instructions above.  I understand that it is the responsibility of 
my child to report to the Nurse’s Station for his/her medication. I further understand that it is my responsibility to 
notify Mr. Griffith or his designee of any change or discontinuation of the medication.  

I hereby authorize L’Anse Creuse High School North medical personnel or designee the right to administer medications 
as identified above on the following dates: August  – 2 , 20

MICHIGAN: ACT NO. 432 of the Public Acts of 1978 (Section 380.2278 of the Compiles Laws of 1970) Section 1178 - A school administrator, teacher, or
other school employee designated by the school administrator who is in good faith administers medication to a pupil in the presence of another adult
pursuant to written permission of the pupil’s parents or guardian and in compliance with the instructions of a physician is not liable if any criminal action
or for civil damages as a result of administering except for an act or omissions amounting to gross negligence or willful and wanton misconduct.



OVER THE COUNTER MEDICATION AUTHORIZATION FORM 20

Over-the-Counter Medication Parent Permission:
As required by state law, please initial each medication you will allow medical staff to administer
to your student, per package instructions, as needed.

______Tylenol ______Bendadryl ______ Calamine Lotion

______Ibuprofen (Advil/Motrin) ______ Neosporin ______ Solarcaine spray (for sunburn) 

_______Hydrocortisone cream _______Sore throat spray/lozenges______ Pepto Bismol 

______Benadryl  ______ Ipecac Syrup (for poisoning) 

I hereby authorize L’Anse Creuse High School North medical personnel or designee the right to administer 
emergency first aid and/or over the counter medications or generic equivalent included in the list above 
on the following dates: August – 2 , 20

MEDICATION LOG – EMERGENCY FIRST-AID AND/OR OVER-THE-COUNTER MEDICATIONS 
(Log to be completed as necessary, please leave blank) 

MEDICATION DATE TIME INITIALS

20 LCN Bands OTC Medication Permission Form



PARENT RELEASE & AUTHORIZATION - LCN BAND CAMP 2

AUTHORIZATIONS FOR RELEASE: 

My child,_________________________________________________________ has permission to
engage in all prescribed camp activities, except as noted by me or an examining physician.

In case of injury, parents or the emergency contact person will be called immediately for their decision on
medical treatment. 

If parents or the emergency contact person is not available, we will use our best judgment as to what
course of action to pursue and will continue to attempt contact. The camp or LCN Bands will not be
responsible for any costs incurred as a result of illness or injury. Parents should notify camp if this camper is 
exposed to any communicable disease during the three weeks prior to camp attendance. 

I understand my child will be sent home if their behavior jeopardizes the other participants, jeopardizes the 
integrity of the program, or is not viewed as appropriate in anyway by the group leadership. 

I understand my child may be participating in camp activities that may include boating, swimming, and
hayride. I understand that there may be inherent risks in these activities. 

If my child must return home due to illness or behavior, I will incur the cost of transporting them home or I
will arrange transportation for my child within a realistic time specified by the group leadership.

I also give my permission for my child to be photographed or videotaped and allow LCN Bands to release 
said pictures for publicity purposes.

In the event that I am not able to pick up my child, she/he may be release only to the following people:

Name & Phone Number_________________________________________________________________________

Name & Phone Number_________________________________________________________________________

Name & Phone Number_________________________________________________________________________

Signed_________________________________________________________Date__________________________

Printed Name___________________________________________________ Relationship____________________ 

Parent Release & Authorization Form 20



The Salvation Army Echo Grove Camp & Retreat Center
Waiver/Release of Liability Agreement

I, the undersigned, understand that there are risks and dangers inherent in participating at The Salvation Army Echo
Grove Camp & Retreat Center Camp . I understand that I/my minor child may take part in activities which may
include: transportation, swimming, canoeing, rafting, high and
low ropes course, climbing wall, zip line, hayride, high intensity activities, archery and other shooting sports, field trips,
indoor & outdoor games, bicycling, and other activities consistent with the purposes of the Camp .
I also understand that use of the facilities and equipment at The Salvation Army Echo Grove Camp & Retreat Center

may involve risk of bodily injury, property damage, or exposure to contagion (including COVID-19), and I
agree to assume any such risks. I understand that it is up to me to consult physicians and other professionals to make
sure that I can safely participate in activities and events at The Salvation Army Echo Grove Camp & Retreat Center

. I also understand and agree that by signing this agreement, I am giving up my (or the minor for whom I
sign) right to make any claim against The Salvation Army, its agents, employees and volunteers, including the right to
sue them, for bodily injury, property damage, illness, or any other loss that I might suffer while using The Salvation

facilities and services, except as limited by law.

In consideration of being permitted to participate in the Camp, I hereby voluntarily release The Salvation Army from
any and all liability resulting from or arising in participation in any
Activity.

I understand and agree that by signing this waiver/release, I am assuming full responsibility for any and all risk of
death or personal injury or property damage suffered by me/my child while participating in any Activity, including
but not limited to health care expenses.

I understand and agree that by signing this waiver/release, I am agreeing to release, indemnify, hold harmless and
defend The Salvation Army, its officers, agents, employees, and volunteers  from any and all liability or costs,

cipation in any Activity and arising from
any cause, including vehicles, except for matters caused by the willful misconduct or gross negligence of The
Salvation Army or its officers, agents, employees, and volunteers while acting within the scope of duties of such
relationship to The Salvation Army.

I understand and agree that this waiver/release will be binding on me, my spouse, my heirs, my personal
representatives, my assignees, my children, and any guardian ad litem for said children.

I understand and agree that if I am signing this waiver/release on behalf of my minor child, I will be giving up the
same rights for said minor as I would be giving up if I had signed this document on my own behalf.

I UNDERSTAND THAT THIS IS A LEGAL DOCUMENT. In signing below I acknowledge that I have read and
understand the words and language in this waiver/release agreement. I understand there are potential dangers
incidental to participating in any Activity and going to/from any Activity. I execute it voluntarily and with full
knowledge of its meaning and significance. In accordance with Federal law, I understand that my consent is valid
for up to one (1) year from the date of signature. My consent can be revoked at any time upon The Salvation
Army's receipt of my written revocation.

______________________________________
Printed Name of Participant

______________________________________
Printed Name of Parent/Guardian OR Adult Participant

________________________________________
Signature of Parent/Guardian OR Adult Participant

______________
Date Rev (6/20)
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