[image: image1.png]Alorgary Bt T
'




Woodland Bible Church


2011 Youth Ministry Medical Information

Name: ____________________________________Age: _____________ Gender: ___________

Address: ____________________________________________State _______ZIP___________

Phone: ____________________________________ Email: _____________________________

Trip/Activity: ______________________________ Date: _________/_________/___________

It is important that ALL of the following questions are answered YES or NO.  This information is necessary in helping leaders to be aware of each participant’s medical history and to be available for doctor's or dentist's care, if necessary, while participating in the activity stated above. Selecting Yes, does not automatically disqualify a participant from attending any of the activities.   All information will be kept confidential.

	1. Respiratory problems? Asthma?

If yes, do you carry an inhaler?
	YES   NO

YES   NO
	2.  Neurological, epileptic, or seizure problems?
	YES   NO

	3.  Diabetes?

If yes, do you use insulin and how often?
	YES   NO

YES   NO


	4.  Cardiac problems? If yes, please list: 
	YES   NO

	5.  Knee, hip, ankle, shoulder, arm or back injuries/operations? If yes, circle body part and list date of injury.
	YES   NO


	6.  Physical disability?
	YES   NO

	7.  Allergic to insect bites or bee stings? List below on line 11.

If yes, do you carry an epinephrine pen.
	YES   NO

YES   NO
	8.   Emotional, mental, or nervous disorders?


	YES   NO



	9.  Allergic to any medications, food, or other stimuli?

If yes, please specify below.  
	YES   NO


	10.  Are you currently taking any medications?  If yes, please list below on line 12.
	YES   NO


11.  Please list any allergies to medication, food, or insects.  Write N/A if none are applicable.

______________________________________________________________________________

______________________________________________________________________________

12. Please list any medications that you are currently taking.

Medication

Dosage (amount/frequency)

Side Effects/Restrictions

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

13.  Swimming ability: _____ Non-swimmer      _____Recreational        _____Lifeguard

14.  Date of last tetanus inoculation: _______________________________________________

15.  Are you pregnant?   No      Yes        If yes, what trimester _____________

16.  Activity Restriction:  Please specify any medical or physical problems that are not covered in the above listed questions that may affect your participation.  Write N/A if not applicable.
____________________________________________________________________________________________________________________________________________________________

(See Reverse side)

EMERGENCY NOTIFICATION

Name: _________________________________Relationship: __________________________ Home Phone: ___________________________Work Phone: ___________________________

Physician’s Name: _______________________Physician’s Phone: _______________________

Alternate person to be notified in case of illness or injury:             

Name: _________________________________Relationship: __________________________ Home Phone: ___________________________Work Phone: ___________________________

Does the participant have insurance? _________

Insurance company: _________________________________

Policy or certificate #: _______________________________

Group #: __________________________________________

Address of insurer: _____________________________________________________________

Dental Insurance: _______________________________________________________________

Dental Policy #: ____________________________________

I______________________, being the parent or legal guardian of ________________________

      (Print Parent’s Name)





    (Print Minor’s Name)

do hereby consent to any x-ray examination, anesthetic, emergency dental treatment, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by, and is to be rendered under general or special supervision of any physician and surgeon licensed under provisions of the medicine practices act for the aforementioned minor.  It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but is given to consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his/her best judgement may deem advisable.

_________________________
___________

Signature of Minor 

   
Date

_________________________
___________

Signature of Parent/Guardian      
Date







All information will remain confidential

(See Front  Side)
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