Camp Gan Israel 

Medical Form

Please print clearly

Name: (last)______________________________ (First) ____________________________

Home phone: __________________________     Mobile phone: ______________________

E-mail: _________________________________CPR Number: ______________________

Name of doctor ______________________________

List any serious illness your child has had in the last six months

Does your child have any allergies? Yes___ No____

If yes, please describe them and indicate special precautions or care needed.

Does your child have a history of health problems?

 Describe:___________________________________________________________________

Is your child taking any medication?:    Yes____  No____     
If yes, please describe:

Does your child have any restrictions to: 
__Swimming
__Hiking
__Sports      __Other

(Describe)

Emergency contact name (other than parents)_____________________________________ 

Home phone:________________________Mobile phone:___________________________

Work phone:_______________________Relationship to child:_______________________

Signature ___________________________Date ___________________________________

Please send this form with your child, along with a copy of the child’s insurance.

