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FLBC Medical Information Form (adult self-completed) 

Please complete this camper medical form for yourself and attest to it being accurately filled out by 
signing at the end. If you choose, please also sign the “Permission to Treat” at the end of the form.   
 
Name:  _________________________________  
Camp Session attending at Flathead Lutheran Bible Camp: __________________ 
Emergency Contact Name: ______________________ Best Phone #: __________________________ 
Clinic/Office Name:   ______________________________________ 
Doctor’s Name  ___________________________ 
Doctor’s Phone number ___________________________ 
Insurance Note:  Flathead Lutheran Bible Camp’s insurance is secondary to the camper’s own health and 
accident insurance.  In case of an accident or injury, the camper’s insurance will be the primary 
coverage. 

Do you have Health Insurance:      Yes _____   No _____ 

Insurance Provider (type N/A if not applicable) 
_______________________________________________________________________ 

Insurance Policy Number  (Type N/A if not applicable) 
_______________________________________________________________________ 

Insurance Group/ID (type N/A if not applicable) 
_______________________________________________________________________ 

 
Name of Insurance Policy Holder:  ___________________________________________ 

Policy Holder Birth Date: ___________________________________________________ 

Diet and Nutrition: 

__Regular  __Vegetarian  __Vegan  __Lactose Intolerante 

__ Other (please describe) _______________________________________________ 
   __________________________________________________ 

I am free from illness, injury, or surgery which would affect participation: 

___  Yes  ___ No 

If No, please describe:  _____________________________________________________ 
   _____________________________________________________ 
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Immunizations: 

Are you up to date with all immunizations required according to your home state? ___yes    ____No 

Please state the date (Month/Year) of your most recent tetanus shot? __________________ 

*If you are exempted for personal, medical, or religious reasons, you must include the completed legal 
exemption document from your home state. 

Medications: 
Are there any medications you take, that we would need to be aware of in an emergency?  
Please list here, with dosage and number of times take per day:  ________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Allergies: __ No Known Allergies   __ Drug 

  __ Food     __ Environmental 

Please list all allergies and reactions below:   (if none, please state N/A) 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 

What have we forgotten to ask?  Please provide in the space below any additional information about 
your health that you think important or that may affect the individual’s ability to fully participate in the 
camp program: 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 

ACKNOWLEDGEMENT OF CAMPER: 

I have reviewed the information in this medical form and attest to it being accurately filled out.  

 
______________________________________  _________________________ 
Signature       Date of Signature 
 
 
PERMISSION FOR HEALTH CARE PROVIDERS TO TREAT (optional) 
By my signature below, I agree that I give Camp personnel permission to transport and accompany me  
to health care providers if I am non-responsive and my Emergency Contact cannot be reached, and I 
further agree that I give health care providers permission to treat me when admitted in the care of 
Camp personnel, in the event that I am non-responsive and my Emergency Contact cannot be reached.   

 
______________________________________  __________________________ 
Signature      Date of Signature 
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