
This form is required for participation in BOPARC Programs. 
 

BOPARC Medical Information/Emergency Contact Form 
Please Print Information Clearly.  Use a separate form for each child. 

 
Participant Last Name:________________________ First:_____________________Birth Date:_________ 
 
Parent/Guardian 1:_________________________________________Home#_______________________ 
 
______________________________________________________________________________________ 
Street    Apartment #   City                      State         Zip Code 
 
Work#________________________Cell#______________________Employer______________________ 
 
Parent/Guardian 2:_________________________________________Home#_______________________ 
 
______________________________________________________________________________________ 
Street    Apartment #   City                       State        Zip Code 
 
Work#________________________Cell#______________________Employer______________________ 
 
                                                                                                            Emergency Contacts 

Must be a local person(s) other than parent/guardian listed above. 
1) Name__________________________________ Relationship to Child___________________________ 
 
Home #___________________________________ Work #________________ Cell #_________________ 
 
2) Name__________________________________ Relationship to Child___________________________ 
 
Home #___________________________________ Work #_________________ Cell #________________ 
 
3) Name___________________________________ Relationship to Child__________________________ 
 
Home #___________________________________ Work#__________________ Cell#________________ 
  
                                                                                                           Authorized Pick Up 

Person(s) Other Than Above Parent(s)/Guardian(s) Approved to Pick-Up My Child. 
 

1) Name__________________________________ Relationship to Child___________________________ 
 
Home #___________________________________ Work #________________ Cell #_________________ 
 
2) Name__________________________________ Relationship to Child___________________________ 
 
Home #___________________________________ Work #_________________ Cell #________________ 
 
3) Name___________________________________ Relationship to Child__________________________ 
 
Home #___________________________________ Work#__________________ Cell#________________ 
  
 
 
 



                                                                                           Health & Medical Information 
Please Answer the Following Questions: 
 

1. Does your child have any allergies? (food, bee stings, insect bites, other) 
Check one. _____Yes _____ No 
If yes, please list allergy AND necessary treatment: 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
 

2. Does your child have any medical needs/health problems? (ex.asthma) 
Check one. _____ Yes _____ No 
If yes, list need or problem AND necessary treatment: 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 

 
3. Does your child require medication (prescription or non-prescription) during camp hours? 

Check one. _____ Yes _____ No 
 

IF YES, A MEDICATION AUTHORIZATION FORM (ATTACHED) 
 MUST BE COMPLETED! 

 
4. Is your child able to swim?  Check one.  _____ Yes  _____ No 

____  I will permit my child to go off the diving boards.   _____ Initials 
____  I will permit my child to use the water slides at Marilla Pool.  _____ Initials 

 
                                                                                      Parent/Guardian Responsibilities 

• We understand, from time to time, that new people will pick up your child for one 
reason or another. Without proper notice, we cannot release your child. In the 
event that you cannot provide us with a signed letter in advance, you must contact 
the Program Manager or Site Coordinator via phone. Please remind the individual 
picking up your child(ren) to bring photo ID, which will be required to be shown 
to the appropriate BOPARC staff person before release of your child(ren). 

 
• I understand that I must immediately notify the BOPARC Office of any changes 

to the information on this form. _____YES _____NO 
 

• I understand that I am responsible for notifying the BOPARC Office of my child's 
absence; when I or an approved pick-up person is running late to pick-up my 
child; or special circumstances for late drop-off and/or pickup arrangements.  
_____ YES _____ NO 

 
I have read, understand, and agree to the above. 
 
Parent/Guardian Signature:_______________________________________ 
Date_____________________ 



Board of Park and Recreation Commissioners (BOPARC) 
MEDICATION AUTHORIZATION 

 
PART I:  To be Completed by the Parent/Guardian 
We strongly encourage medications to be administered at home.  All new medication must be administered 
at home first.  I hereby authorize BOPARC personnel to administer medication to my child as directed 
below.  I agree to release, indemnify, and hold harmless BOPARC and any of its officers, staff, contractors, 
or agents from lawsuit, claims, expense, demand, or action against them for administering medication to 
my child.  I am aware medication will be administered by a specifically trained non-health professional.  
 
Child’s Name          DOB      
 
Medication Name and Prescription #          
Date and Duration of Order (maximum is 10 days w/o physician signature)    
 
Dosage to be Given      Time Medication is Given     
If child is taking more than one medication at a time, list the sequence medications are to be administered. 
 
Symptoms/Conditions for which medication is ordered        
Possible Side Effects from Medication          
Special Instructions (if any)           
 
             
Parent’s Signature    Daytime Phone   Date 
 
 
PART II:  To be Completed by a Physician (for Inhalers, Epi-pens, and long term medications) 
For Epi-pens:  Emergency injections are administered by non-health professionals who are taught by 
BOPARC.  For this reason, only pre-measured doses of Epinephrine may be given.  It should be noted that 
these staff members are not trained observers; therefore, they cannot observe for the development of 
symptoms before administering the injection.  I understand that the rescue squad will always be called 
when Epinephrine is injected, whether or not the child manifests any symptoms of anaphylaxis.  The 
following injection will be given immediately after report of exposure to: 
 
             
Indicate specific allergen and type of exposure (i.e. ingestion, skin contact, inhalation) 
 
Check as appropriate (medication expiration date must be clearly indicated) Epi-Pen / Epi-Pen Jr:
  Give the pre-measured does by auto injection 
  Repeat does in 15 minutes if rescue squad has not arrived (2 kits needed) 
 
Please select one of the following (for inhalers and epi-pens only): 
  I believe it is best for the camp staff to carry the medication on his/her person. 
  I believe this child can use the medication properly in an emergency and this child my carry the 
 medication on his/her person. 
The medication listed on this form is a long term medication and may be administered as needed. 
 
             
Physician’s Name and Phone Number  Physician’s Signature  Date 
 
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐ 

BOPARC USE 
This form is complete and the medication is appropriately labeled.    Initial    Date 
The child    (has / has not) been approved to carry own Epi-Pen or inhaler 






