
Participant's LAST Name: FIRST Name:

Address:

City: State: Zip Code:

Age: Youth's Last GRADE Completed:Youth's Birthdate:  (Month) (Year)

Residence Phone #:

MIDDLE Name:

Secondary Phone #:Primary Phone #:

Name:

Address:

City: State: Zip Code:

Secondary Phone #:Primary Phone #:Name:

Mother / Guardian / Single Parent  (Youth Only) Father / Guardian  (Youth Only)

If different than Participant's

Address:

Secondary Phone #:Primary Phone #:

Name:

City: State: Zip Code:

If different than Participant's

Emergency Contact Information (For ALL Particpants.  For Youth:  MUST BE other than Parent(s) / Guardian)

Secondary Phone #:Primary Phone #:Name:

Health Information

Chicken Pox Measles German Measles Mumps Hay Fever Asthma Drug Allergies

Insect Allergies Plant Allergies Food Allergies Ear Infections Heart Disease Convulsions Diabetes

Behavior Problems Fainting Bed Wetting Constipation Sleep Disturbances Menstruation Other

1.  Has the Particpant had any of the following?    (Check all that apply)

2.  If you checked any of the above, explain 
and give specific examples of allergies.

3.  List any operations, serious injuries, or 
hospitalizations and dates occurred.

4.  Specific activities to be 
ENCOURAGED.

5.  Specific activities to be 
RESTRICTED.

6.  Specify special MEDICAL or 
DIETARY regimen to be continued.

This health history is correct and the named Participant has permission to engage in all prescribed activities, except as noted by me and/or an examining 

physician.  In case of illness, accident, or emergency,  authorization is granted to the Seminar Director, or assigned personnel to secure the services of a 

physician, and to notify guardian or emergency contact.  It is understood that in case of emergency, every effort will be made to make this contact.  In the 

event the contacts cannot be reached, permission is hereby given to the physician selected by the adult leader in charge to secure proper treatment, 

including, but not limited to, injections of medication, hospitalization, anesthesia, or surgery for the named particpant.

Permission is given for the Health Supervisor to administer the following over-the-counter medications if is deemed necessary.  Dosages will be administered 

according to directions on the package unless a Physician directs otherwise.  (Check all that apply)

Tylenol Pepto Bismol Ibuprophen Immodium AD Tums Allergy Elixir

INSTRUCTIONS: 
1.  This form can be completed electronically, or manually.  ALL 

information is required.  Print.  Sign.  

2.  Must be presented  to Seminar Director when you check-in at 

Seminar.

Parent / Guardian Signature (and Date):

For Items 2 -6, use Continuation Sheet, if necessary.



Participant's LAST Name:

FIRST Name:

MIDDLE Name:

Print Form


