
 
 
 
 
 
Diet order changes: ____________________________ Last BM: _________Cabin # ___ 

Please note: if the camper requires thickened beverages, they must bring 
thickener.  

NAME: ________________________ 
 
Location:      Camp Wilton 

CODES 
H = HOSPITAL 
R = REFUSED      

ALLERGIES:   
 

 
MONTH/YEAR:                 
Dates      

Camp Staff Only Medication, Pills, Liquids, Drops, Powders, other TIME  M T W T F 
#Pills Bottle # 
    

Med: ____________________    
 
Dose: ___________ 
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