
 

Y Camp Allergy and Medical Emergency Care Plan 2020 

Directions: Please complete this form if your camper has allergies or medical condition such that 
emergency care may be required. Please read sections in the Camp Parent Manual on allergies and 
health & wellness. It is the responsibility of the parent/guardian to provide all medications and 
medication order forms for any medications listed on this form. 

 

Camper Information 

 
 

Camper’s Name Date of Birth 

 
 

Camper’s Address Phone 

 
 

Grade - Fall 2020               Group Name (Buccaneer, Pioneer, Ranger, Explorers, Adventurer, Navigators, Specialty)       Camp Location(s) 

 
 

Insurance policy/Doctor’s name (if available, write N/A if no insurance) Policy Number Emergency Number 
 

Parent/Guardian Information 

 
 

Name (Parent/Guardian) Daytime Phone #1 Daytime Phone #2 

 
 

Name (Parent/Guardian) Daytime Phone #1 Daytime Phone #2 

 

Allergy and Medical Information 

Type of Allergy or Medical Condition:     

Triggers of allergic reaction or medical condition:   

Possible signs or symptoms:     

Other considerations:    

Medication(s) required to treat allergic reaction or medical condition:   

Have these medications been provided to Y Camp:       Yes        No       If No, I understand that medications are not 

provided and will not be readily available for my camper. Parent Signature   

A Medication Administration Form with doctor’s signature must be on file for each 
medication in order for Y Camp to administer it. All forms can be found at ymaryland.org 

  ACTION STEPS to provide assistance to camper experiencing an emergency:   

1. Stay Calm. Stay with camper. 

2. Alert other staff for assistance and to contact Emergency Medical Services (911) and/or parent. 

3. Give medication in following order* (All medications listed below must be provided to Y Camp and accompanied by a Medication 
Administration form signed by a physician): 

 

PLEASE LIST IN THE ORDER THE 
MEDICATIONS SHOULD BE GIVEN Name of Medication How to give Amount When to give/repeat 

1. Medication given 1st     

2. Medication given 2nd     

3. Medication given 3rd     

4. Monitor Camper for 
 Swelling of tongue, eyes, or lips 

 Swelling/tightness in throat 

 Loss of consciousness and/or collapse 

 Become pale and floppy 

 Vomiting, stomach cramps, or diarrhea 

 Difficulty breathing or noisy breathing 

 Difficulty talking and/or hoarse voice 

 Tightness of chest 

 A wheeze or persistent cough 

 Blue discoloration of lips and fingernails 

5. Administer CPR if breathing stops. Continue until paramedics arrive. 

6. Document event using a Y incident report form. 
  

Allergy and Medical Emergency Care Plan Permission 

I give consent for Y of Central Maryland authorities to take appropriate action for the safety and welfare of my child. I give my 
consent for Y of Central Maryland authorities to communicate with the authorized health care provider when necessary. 

 

  
  

Parent/Guardian Signature Date 

 
*It is the responsibility of the parent/guardian to provide any and all medications listed. If the parent/guardian is choosing not to provide medication, please state 

intention above. 



Arundel County Baltimore City Baltimore County Carroll County Harford County Howard County 

The Y in Pasadena               

26 Magothy Beach Rd., 

Pasadena, MD 

The Weinberg Y in 

Waverly                             

900 E. 33rd St.,                     

Baltimore, MD  

The Orokawa Y in 

Towson                               

600 W. Chesapeake Ave., 

Towson, MD 

The Hill Y in 

Westminster                                         

1719 Sykesville Rd., 

Westminster, MD  

The Ward Y in Abingdon                                    

101 Walter Ward Blvd., 

Abingdon, MD  

The Dancel Y in Ellicott 

City                                   

4331 Montgomery Rd, 

Ellicott City, MD  

The Y in Arnold                     

1209 Ritchie Hwy,        

Arnold, MD 

The Y in Druid Hill                             

1609 Druid Hill Ave, 

Baltimore, MD

The Y in Parkville               

8910 Waltham Woods Rd, 

Parkville, MD 

Camp Hashawha                  

300 John Owings Rd., 

Westminster, MD  

Highlands School                  

2904 Creswell Rd.,                    

Bel Air, MD 

St. John's PDS                                   

9130 Frederick Rd.,  

Ellicott City, MD 

Camp Whippoorwill         

520 Lake Shore Dr.,  

Pasadena, MD  

The Y in Catonsville          

850 S. Rolling Rd.,  

Catonsville, MD 

Camp Spencer                

3373 Peach Orchard Rd., 

Street, MD 

Camp Ilchester                 

5042 Ilchester Rd., 

Ellicott City, MD 

        Pharmacy label must include directions, dosage, child's name and expiration date.

           Yes       No - cannot be accepted

     Is medication in original packaging with directions and dosage?

        Original packaging must include directions, dosage, and expiration date.

            Yes       No - cannot be accepted

PARENT/GUARDIAN SIGNATURE DATE

2. Put medication and form in labeled, zipped bag 

4. Update Medical Alert Chart

STAFF NAME DATE

Medication has been:

      Returned to Parent  Date: ____________

      Destroyed  Date: ____________

      Depositon Form Complete   Date: ____________

Directions: Complete one form for each medication administered at camp. Return this parent's authorization form with medication 

and Medication Authorization Form to camp on or before your camper’s first day. 

     Is medication in original container or box with intact pharmacy label? 

For prescription medications only

For non-prescriptions only

PACKAGING INFORMATION

Updated January 2020

CAMPER INFORMATION

Y CAMP LOCATIONS (please select all that apply)

Camper Name Birth Date

PARENT/GUARDIAN SIGNATURE 

CAMP USE ONLY

I grant the Y in Central Maryland permission to administer the medications as outlined on the Maryland Department of 

Health's Medication Authorization Form. I understand this form must accompany a completed Medication Authorization 

Form, complete with prescriber's signature.

Date of Last                 

Dose Given                                                                                                        

1. Verify above information - complete and correct 

3. Put zipped bag in Med Box 

CAMP USE ONLY: Check-In

CAMP USE ONLY: Check-Out

Y CAMP MEDICATION FORM - PARENT'S AUTHORIZATION
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