
 
 

Camp Waldorf - Emergency Medical Release 

30W160 Calumet Avenue W  Warrenville  Illinois  60555  (630) 836-9400 

 
Child’s Name ______________________________________ Birth Date________________________ 
 
Address__________________________________________________________________________________ 
       City,    State, Zip 
 
Mother’s Name ____________________________________ Home Phone (______) ______________ 
 
Address (if different than above) 
_________________________________________________________________________________________ 
      City,    State, Zip 
Work Phone (______)________________________________ Cell Phone (______)________________ 
 
Father’s Name _____________________________________ Home Phone (______)_______________ 
 
Address (if different than above)______________________________________________________________ 
        City, State, Zip 
Work Phone (______)________________________________ Cell Phone(______)_________________ 
 
Emergency Contacts if parents are not available.  Please list in the order you wish them to be called: 

1. Name__________________ Relationship to child_________________Day Cell  phone(____)___________ 

2. Name__________________ Relationship to child_________________Day Cell  phone(____)___________ 

3. Name__________________ Relationship to child_________________Day Cell  phone(____)___________ 

 

Medical Information: 

Child’s Blood Type_______  Allergies to Medication____________________________________________ 

Food Allergies/Sensitivities_________________________________________________________________ 

Action Plan filed with school: Asthma   date filed/updated:______________   

Allergy   date filed/updated:______________ 

Medical information you feel may be helpful to attending emergency physician:___________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

Insurance Information: 

Parent Insured___________________________________ Employer_______________________________ 

Employer Address__________________________________________________________________________ 

Insurance Company Name__________________________ Type (HMO, PPO, other)___________________ 

Insurance ID#____________________________________ Group #________________________________ 

 
(see other side) 



 

 

 
 
 
 
Consent for Treatment: 
 
I hereby give my consent for emergency medical treatment, and the performance of any emergency 
procedure determined to be necessary by Four Winds Waldorf School staff, paramedic or emergency 
physician for my child. I will be responsible for payment of all emergency medical charges. 
      
Parent/Guardian Signature_________________________ Relationship__________________ Date________ 
 
             

Other Medical Releases 
 
I give the faculty and staff at Four Winds Waldorf School permission to give our child these healing creams 
or homeopathic remedies as first aid treatment (check all that are permitted): 
 
 Arnica cream (homeopathic, for sprains, bumps, bruises) 
 Arnica drops, 30c (homeopathic, for sprains, bumps, bruises) 
 Arnica pellets, 30c (homeopathic, for sprains, bumps, bruises) 
 Calendula cream (homeopathic, for cuts, scrapes) 
 Rescue Remedy drops (homeopathic, for stress relief) 
 Rescue Remedy pastilles (homeopathic, for stress relief) 
 Nux Vomica pellets, 30c (homeopathic, for stomach ache, nausea) 
 Apis Mellifica pellets, 30c (homeopathic, for swelling from insect bites or allergies) 
 Umcka Cold Care blend drops (herbal, for colds, sore throat) 
 Neosporin (first aid antibiotic ointment) 
 
Parent/Guardian Signature ______________________________________ Date___________________ 
 
 
 
             


