Health History Form

VD

Weekend Altending:

The Informuation oo tiis form 15 gaihaed 1o assist v in identifying appropriste care.

Name:

lasg (Mest)
Address:

(mi)

(etreet)

Date of Bnd:

(city) (stote) (xip)
Age:

Dy ease of an emergency senlact:

Name:

Ralationship:

Address:

(Rtrect) (eity)
Home Phone: Cell M'hone:

(state) [ip)
Work Phaone:

Insuranee Information:
Is the participamt covered by medicallospital insuranea?  YES

1€ yes, Insurance Name:

NO

Signature:

Permission to provide cmiergency treatment or necessary care:

1 hereby give permission Lo the medieal personnel selected by the camp saff 10 order X-Ruys,
routine tests, treatment; to relcase any records necessany for insurance purposes; and to
Provide or arrange necassary related transportation for me. I further, hereby give permission
10 the physician selected by We camp stafl to secure and administer treatiment, including
hospilalization, anesthesia, sergery, or any alher medical decision.

Printed Name:

Dute:

HOEALTH HISTORY
Food, Other Allergics

Desgeribe reaction atud 1nanapement of reaclion




