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Medical Information Form 

Please complete the following necessary information and MAIL BACK TO CFN BY July 1st. (camp) or  

November 1st (Fall Fest). This information remains confidential, between CFN staff, medical team and vol-

unteers as needed. Thank You. 

 

Family Name:  

Address:         City:          Zip:  

His Phone(s):                Her Phone(s): 

His Email:                 Her Email: 

 

Names of family members attending:   Birth Date    Age at      List allergies, medical conditions, and/or 

(Include your name and information)   (with year)    Camp       medications (use back if necessary). 

 

     

 

 

 

 

 

 

 

Health Insurance Company(ies) and policy/group numbers (to assist in case of emergency): 

 

 

 

 

 

Survivor Name:        Date Diagnosed: 

Diagnosis: 

Oncologist (name, practice, address, phone)  
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Emergency Contacts (name, address, phone):  

 Family Contact(s): 

 

 

  

 Other Medical Contact(s) (family physicians/pediatricians, etc.): 

 

 

 

Please list any special needs of family members (no stairs, dietary restrictions, oxygen, etc.): 

 

 

 

 

 

 

 

 

 

 

Please list additional needs/concerns our medical personnel/or staff should know about: 

 

 

 

 

 

 

 

 

 


