
Name/DOB: Age: Allergies: Parental Permission for OTC meds:
Yes                   No
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DAY                  RES
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Yes

No

With Camper                                                                           Health Lodge
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Yes

No
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No

With Camper                                                                           Health Lodge
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CAMP WIDJIWAGAN
MEDICATION ADMINISTRATION RECORD



Time Camper Name/Type of Camp Complaint Assessment/Intervention Reassess Initials

Session


