HighBridge Hills Northern Lights Educational Center & Camp

STAFF & CAMPER MEDICAL STATEMENT & Release Form
CAMPER'S STAFF NAME_____________________________________ 
BIRTH DATE________________ 
In case of an injury, I hereby give consent for my son to have initial first aid administered by qualified HHNLEC personnel in charge and to be transported to a doctor or hospital for further treatment if it deemed necessary. I also give my permission for my son to be treated by hospital personnel in the event he is injured at camp and in need of medical attention.
Home Phone:____________________ Work:__________________
Doctor:________________________ Doctor's Phone:_________________
Medical Insurance Plan:___________________________________
Policy Certificate Number:___________________________________ 

BRIEF MEDICAL HISTORY
Please answer the following questions about your son / ward:
1. Has had injuries requiring medical attention:      YES____ NO____
2. Has had an illness requiring Hospitalization:      YES____ NO____
3. Is under a Physician's care at this time:      YES____ NO____
4. Takes medication or uses an inhaler:      YES____ NO____
5. Is hearing impaired or wears glasses/contact lens:      YES____ NO____
6. Has fixed or removable appliances in mouth:      YES____ NO____
7. Reason for this individual to avoid contact:      YES____ NO____
8. Has fainted during exercise or lacrosse activities:      YES____ NO____
9. History of heart disease or diabetes in the family:      YES____ NO____ 

My Child is Allergic or has Sensitivity to the Following: 
(Bees, Medications, Milk, etc.)
__________________________________________________________________________ 

PLEASE EXPLAIN ANY "YES" RESPONSES:
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
List any medical conditions that a Doctor might need to know:
__________________________________________________________________________ __________________________________________________________________________ 

PRINT PARENT'S NAME:________________________________
PARENT'S/ADULT SIGNATURE:______________________________________ DATE:____________ 

