Under 18 EMERGENCY HEALTH INFORMATION FORM
Group Name ___________________ Date of Arrival_____________________________ Male or Female   

Participant Name ___________________________ Birth Date ___________ Telephone _______________

Home Address _____________________City ________State/Prov._____  Country _________Zip __________ 

Medical Insurance Name and #________________________________Covers Trips Outside the US? _____

Emergency Contact (not parents)  _______________________________ Telephone ____________________

Parents' Name(s) ______________________ Home Address ________________________________________

City _______________________ Zip __________ Telephone _________________

Father's Employer _____________________________________________ Telephone ___________________

Mother's Employer ____________________________________________ Telephone ____________________

Participant’s Physician ________________________________________Telephone _____________________

Do you consider your child to be in good health generally?       Yes        No

Please check below if your child is or has suffered from the following health problems below.  List any other physical conditions or difficulties that your child has, and give specific instructions for care.  Include health conditions such as diabetes, epilepsy, kidney disease, any other continuing condition, bed-wetting, sleepwalking, carsickness, severe reactions to insect sting/bites, etc


Allergy
Ear Trouble
Tuberculosis


Asthma
Heart Disease
Child wears glasses or


Convulsions
Hernia (Rupture)

contact lenses?


Diabetes
Kidney Disease
Any other serious illness,


Eye Trouble
Rheumatic Fever

operation, accident (explain)?


Bronchitis
Menstrual Cramps
Child has been exposed to


Stomach Aches
(even minor)

someone with a communicable disease?

Please explain any items checked and or explain any other health issues not listed above. ____________________________________________________________________________________

_________________________________________________________________________________________

Do you (or your child) have any physical limitations?  If so, describe: __________________________________________________________________________________________

__________________________________________________________________________________________

Date of latest complete physical exam: _____________________________________________________

My child is vegetarian YES _____ NO _____ What type?   Vegan?   Ovo-lacto?
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