GIRL SCOUTS OF NORTHERN CALIFORNIA
Diamond Crest Day Camp

NOTES FROM THE NURSE

Dear Parents,

I will give your children the best health care possible while they attend Diamond Crest Day Camp.  However, I am not a doctor who may diagnose or treat illnesses.

If your child has hay fever or allergies, or is taking medication of any type (over-the-counter or prescription), please send the medication in its original container, along with written instructions, to camp with your child each day!  

If you choose to apply insect repellent or sunscreen with DEET, please do so at home.  Do not send this product to camp with your child.

If you would normally give your child Tylenol or Ibuprofen at home for something like headache, menstrual cramps, etc., please return the enclosed permission slip so that I may give your child Tylenol, or Ibuprofen, or another medication you recommend.

IF YOUR CAMPER IS NOT FEELING WELL, OR HAS BEEN EXPOSED TO CONTAGION, DO NOT SEND HIM/HER TO CAMP.  Also, for safety reasons, please make sure your camper wears long pants and shirts with sleeves (to prevent poison oak) and socks and shoes with laces.

One reminder: Day Camp emergencies do not include bites, burns, cuts, etc., that happened at home one or two days before.  I will be happy to help follow-up with clean band-aids, ointment or whatever is necessary, but please remember the main treatment should be given at home.

If you have any questions or if you need to discuss special medical problems (other than already noted on your child’s application form), please call your child’s unit leader.  Thank you for your cooperation.

Sincerely,

Diamond Crest Day Camp Nurse

--------------------------------------------------------------------------------------------------------------------------------

PERMISSION SLIP

The Camp Nurse at Diamond Crest Day Camp has my permission to give my daughter/son,

_________________________________________________, Tylenol or Ibuprofen in the




PRINT Full Name
event that it is necessary in the dosage appropriate to his/her age (____ yrs.) and/or 

weight (____ lbs.)

Physician’s name and phone #: ______________________________________________

__________________________________________
__________________________

Parent/Guardian Signature




Date

Unit Number: _____________
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