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2008
Medical Questionnaire and Treatment Authorization Form



Adult Form            


Accident and illness coverage is the responsibility of the parent/guardian or participant.  The following information is needed for participation of all persons attending Camp Cross or a Youth Event. 

This form effective for the year 2007. You are responsible for updating us with any changes throughout the year.  
PARTICIPANT INFORMATION

	Name
	Age
	Date of Birth
	Male
	Female

	
	
	
	
	

	Day / Business Phone
	Evening Phone

	
	

	Home Address
	City
	State
	Zip

	
	
	
	


EMERGENCY CONTACT: In an emergency please notify the following person.
	Name
	Relationship to Participant
	Phone

	
	
	

	Address
	City
	State
	Zip

	
	
	
	


MEDICAL INSURANCE INFORMATION

	Medical Insurance Carrier______________________________ Group No.____________________________________
Policy No.__________________________________________ Membership No.________________________________



MEDICAL HISTORY 

	Physician’s Name
	Phone

	
	

	Check if you have or have had any of the following conditions.

	Anemia
	
	Diabetes
	
	Heart Trouble
	
	Kidney Trouble
	

	Dyslexia
	
	Seizures
	
	Sleepwalking
	
	Fainting
	

	Allergies? 

(Please Specify) 


	
	Dietary Requirements?

(Please Specify)
	


IMMUNIZATIONS

	Date of Tetanus Toxoid
	

	List of Past Immunizations 

(Please Include the Dates)
	


Additional Comments: Please add additional instructions or information as you see fit.

MEDICAL AUTHORIZATION:  This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed activities, except as noted by me.  I give permission for the nurse to administer Tylenol, Ibuprofen or Benadryl as well as routine medical care as he/she sees fit.

In the event I cannot be reached in an EMERGENCY, I hereby give permission to the physician selected by the director to hospitalize, secure proper treatment for, and to order injection anesthesia or surgery for myself. Your emergency contact person will be notified in the event of any medical care given that is not noted on this form. 

This form effective one year to date.  

Signature






                                Date






The chart below is for STAFF use only.
YOUTH EVENT AND CAMP CROSS MEDICAL RECORD

Participant:













	Date / Time


	Event
	Condition or Complaint
	Signature

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


STAFF








ADULT Medical Form 

Revised January 2007
Page 1 of 2

