
CONTACT PERSONS IF PARENT/GUARDIAN IS NOT AVAILABLE: 

1.  _______________________________________________________   PHONE: _____________________________ 

2. _______________________________________________________    PHONE: _____________________________ 

FAMILY PHYSICIAN:  _______________________________________    PHONE: _____________________________ 

ALLERGIES:  _______________________________________________________________________________________ 

ARE YOU ALLERGIC TO ANY MEDICATION?   _________________   SO, PLEASE LIST BELOW: ________________ 

_____________________________________________________________________________________________________ 

MEDICATION YOU ARE CURRENTLY TAKING:   
__________________________________________________________________________________ 

HAVE YOU EVER BEEN TOLD YOU HAD ANY OF THE FOLLOWING?: 

__DIABETES   __ EPILEPSY   __ASTHMA     __HEART TROUBLE    __THYROID TROUBLE      __RHEUMATIC FEVER 

IF THE ANSWER TO ANY OF THESE CONDITIONS IS YES, PLEASE EXPLAIN:  

______________________________________________________________________________________________________

____________________________________________________________________________________________________ 

INSURANCE COMPANY:  _____________________________________________    I.D. #:  ______________________________ 

ADDRESS:  ________________________________________________________________________________________________ 

ZIP CODE: ________________________   PHONE: _______________________________________________________________ 

I hereby authorize (student’s name) ___________________________________________ to obtain medical care and services as well as 
hospitalization, if necessary, and that he/she will be taken to a local hospital and will be attended by a physician on call there. (NEED 
COPY of Card) 
SIGNATURE:  _____________________________________________  PHONE:  _______________________________________ 

ADDRESS:_____________________________________________________________________________________________ 

PARENT OR GUARDIAN: _____________________________________________________________________________________ 

ADDRESS (IF DIFFERENT FROM ABOVE): ____________________________________________________________________________ 

E-MAIL ADDRESS: ______________________________________________________________________________________ 

HOME/CELL PHONE:   _____________________________________ WORK PHONE:    ___________________________ 

GRADE LEVEL:  ___________ SCHOOL: ____________________   AGE:  ___________    DATE OF BIRTH: _________ 

STATE LAW REQUIRES THE BELOW INFORMATION ON EVERYONE. 

FIRST BAPTIST CHURCH  lufkin, Tx 

Camp Winiwaca
MEDICAL Information FORM 

                                    Phone # (936) 634-3386    email: dan@fbclufkin.org

STUDENTS (full) NAME: ____________________________________  

STUDENTS PHONE #:  _____________________________________ 



NOTES:  PARENTS WILL BE CONTACTED IF THERE ARE MEDICAL PROBLEMS. 
 This form can be faxed to the Student Ministry at (936) 634-0524 or e-mailed to dan@fbclufkin.org.

I, ______________________, understand at camp my student will participate in activities that are not limited to 
lakefront blob, canoes, paddleboards, fishing, hiking, rock climbing, zip lines, ropes course, archery, contact sports, and camp fire 
activities. I do not hold First Baptist Church LUFKIN, Texas or Forest Glen Camps liable for injuries my student may incur.  

My student also agrees to follow the rules of conduct and direction given to me by any of the adult leaders of camp. He/she 
and myself understands that if he/she chooses not to follow any rules of conduct and/or directions given to him/her by any leader 
of camp that he/she will be sent home without a refund. If he/she brings or participates in any illegal activity (drugs/alcohol) he/
she and myself understands that the police will be called first and then parents will be notified. 

Student Signature:_________________________________________ 

Parent/ Guardian Signature:__________________________________ 
Date:______________ 

The following over-the-counter medications may be administered by the Camp Nurse in accordance with standard 
label directions:  

Tylenol, Ibuprofen, Antihistamine, Decongestant,  
Cough Medicine, Anti-Nausea, Anti-Diarrhea 

Please list any medications you request NOT be administered to your child: 
_________________________________________________________________________ 




