Midwest Regional Archery Camp
HEALTH HISTORY AND EMERGENCY HOME CONTACT INFORMATION FORM

Dear Parent, Guardian, or Adult Participant:
 The Following information is requested so that the Leaders, participants, and parents can work together to meet the physical, intellectual, and emotional needs of our participants. Please fill out the information requested.       (Use additional sheets if more space is required.) 
Congregation or train: ________________________________________________________________________                
Participants Name: __________________________________________________________ Age: ____________ 
Date of Birth: _____/_______/_________ 
Home Address: ______________________________________________________________________________ 
Phone Number: (_____) _______-________

Fill in if participant is a minor:   
Name of Father/Legal Guardian: ____________________________
Phone Number: (_____) _______-________ 
Name of Mother/Legal Guardian: ___________________________ 
Phone Number: (_____) _______-________

Fill in if participant is an adult:
Who should be contacted in case of emergency? ___________________________________________________
Relationship: ____________________________________________ Phone Number: (_____) _______-________

Physician to be contacted if needed and responsible party can’t be reached:
MD:_________________________________________________ Phone Number:_________________________ 



If there is an emergency and we cannot reach the parents, legal guardian, or emergency contact by phone; do we have your permission to call the physician or the local emergency medical personnel?
 _________Yes _________No
Do we have permission to request emergency medical treatment for your minor child if you cannot be reached?  ____________Yes __________No 

 If you checked yes, please be sure to complete the “Parental Certification” section of this form. 

Please list any medical insurance information in the event of an emergency:
Company:_______________________________ Group:______________________________________________ 
Policy # ______________________ or other information needed: _____________________________________ ___________________________________________________________________________________________

Health History:
Check and explain all that apply:
· Recent Operations or injuries that may affect participants activities at camp:
__________________________________________________________________________________________________________________________________________________________________________
· Emotional or behavioral problems that camp leaders should be aware of:
__________________________________________________________________________________________________________________________________________________________________________
· Medications needed or may be used while at camp:
(Please List medication, Frequency, Dosage, reason taking to be given?)
__________________________________________________________________________________________________________________________________________________________________________
· Special conditions such as allergies, food allergies, bedwetting, fainting, sleep walking, heart conditions, etc. that may affect participant at camp:
__________________________________________________________________________________________________________________________________________________________________________
· Any disability or illness that may restrict activity at camp:
__________________________________________________________________________________________________________________________________________________________________________


PARENTAL CERTIFICATION (For participants under 18 years of age) this form must be signed by a parent or legal guardian. 
I ____________________, the parent or guardian of my minor child _________________________, living at _____________________________ declare that the information given above is correct and authorized to delegate leaders of Midwest Regional Archery Camp or Lutheran Pioneer Train ______, permission to act for me with full power to obtain medical treatment, including surgery, either by a physician or at a hospital for and to incur expenses for such treatment for which I agree to assume full financial liability. This consent shall remain in effect from _____________ to _____________. 
Signed ______________________________________ Relationship ___________________________________ 
Dated ____________

Participants Signature__________________________________________________Date____/____/____
