Name: Last First Program Name

Dear Parent/Guardian,
It is essential that we have the medical and emeygafarmation requested below. Our goal is that every
participant experience a safe and healthy time. Thankoyawr time and attention in helping us achieve thid.goa

Participant’s Name

Last irde Miedl|

Address

Street City State Zip

Phone Child’s date of birth

Parent or Guardian’s Name

Address or phone if other than above

If not available in Emergency, please notify:

Name Phone

Street City State Zip

In case there is a need for medical attention, Weaweike every effort to contact the persons listedrabo
for permission to treat. Your family policy is thempsary health and accident coverage; provides only
secondary health and accident coverage. We theraferkthe following information in order to care for yahild.
Please be sure tomplete both sides of thisform and sign the consent statement on the rever se side.

Health Insurance Carrier Name of Insured

Policy No Group No DOB of Insured SSN of Insured

Has your child received all immunizations required forostlentrance? Yes ( ) No ( )

Has your child received a tetanus shot in the las{ii@pyears? Yes( ) No( ) Ifyes, give date:

If No, please make sure your child gets tetanus shonteébefming to camp.
Has your child been sick in the last two weeks priattending this program? Yes( ) No( )
Has your child been in contact with anyone with atagious disease within the last two week? Yes ( 0)( N)

If yes, what?

OVER
Does your child have any skin irritation or infectiatshe present time? Yes ( ) No( )

If yes, what?

Please list any allergies your child has to medicioed finsects etc: (If you have specific dietary needsga also
contact




Is your child taking any medication now? Yes ( ) (N9Q

If yes, please list:please not, all medication brought to must arrive in itsoriginal container, with the
name of the child and the medication listed on the container. All medication will be stored and administered by the
Health Care Manager)

Please let any medical problems about which we should kine chronic or reoccurring illness, seizures,
behavioral, bed-wetting etc.):

Other comments or suggestions as we strive to provelbast possible care for your child:

Primary Care Physician Office Phone:

Address

Street City State Zip

Par ental/Guar dian Consent Statement:

This health history is correct as far as | know, Hreperson herein described has permission to engadie in a
prescribed activities except as noted. | give my perorigsi allow my child to participate in transportation f
church sponsored events off of church property. | valtitihe church harmless in any case of injury or dfnel

will notify the Youth Director of any medical problemsrestrictions prior to the programuthorization for
treatment: | hereby give permission to the medical personnel teelday the Youth Director to order X-rays, routine
tests, treatment and necessary transportation fahifd; In the event | cannot be reached in an emesgéhereby
give permission to the physician selected by the Youtacibr to secure and administer treatment, including
hospitalizations, for my child as named above. Phaittisis person may be used by the church.

Parent or Guardian Signature Date
Witness Signature Date
Church Use Only: Date:

Check In: Comments:




