Health Summary Form

To be filled out by parent or guardian

Name of Student________________________________________________________________________

Date of Birth_____________________________ Age_________ Sex_________

Name of parent or guardian__________________________________Telephone_____________

Address________________________________________City_______State______Zip________

If person named above is not available in the event of an emergency, notify

Name______________________Relationship______________Telephone__________________

Name______________________Relationship______________Telephone__________________

Name of personal physician___________________________________________ Telephone__________________

Personal health/accident insurance carrier: _________________________________Policy No.__________________

In case of emergency, I understand every effort will be made to contact me. In the event I cannot be reached, I hereby give my permission to the physician selected by the adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medication for my son or daughter.

Date_________________ Signature of parent/guardian_________________________________

Please check medical information, past or present.

Asthma Yes No Heart disease Yes No Leukemia Yes No High blood Pressure Yes No 

Allergies Yes No  Cancer Yes No

Convulsions Yes No Diabetes Yes No Hemophilia Yes No

Explanations___________________________________________________________________

______________________________________________________________________________Allergies Food Yes No Plants Yes No

Medicines Yes No Insect Bites Yes No

Explanations___________________________________________________________________

______________________________________________________________________________

Is there any reason to restrict full activity including swimming or other strenuous activity? 

Yes No   List any conditions limiting full participation________________________________________________________

______________________________________________________________________________Does any prescription medication need to be taken by your child during the trip? Yes No

If so, please list and send ample supplies and directions for use._________________________
Any special equipment such as orthopedic or handicap devices, glasses or contacts, dentures? Yes No

If yes, describe_________________________________________________________

In case of cold, headache, or other common ailments, is an adult with the school or workshop allowed to offer over-the-counter drugs? Yes No

This form is to be turned in to your trip sponsor or adult chaperon prior to trip departure

Sample Medication Form

Directions:

Parent/Guardian should complete this form and sign it. Pack the medication in a zip lock bag, place this form in the bag, and use a marker to label the bag with your child’s name. Student or parent should give the medicine bag to his/her group leader at Trip Check-in.

Use this space for additional comments

Parent/Guardian Signature Date

Student: _________________________

Medication:

Dosage: _________________________

Time(s): _________________________

Student: _________________________

Medication:

Dosage: _________________________

Time(s): _________________________

Student: _________________________

Medication:

Dosage: _________________________

Time(s): _________________________

Students' Medical Schedule

NAME MEDICATION DOSAGE X's PER DAY DAY #1 DAY #2 DAY #3 DAY #4 DAY #5

1 AM

NOON

PM

2 AM

NOON

PM

3 AM

NOON

PM

4 AM

NOON

PM

5 AM

NOON

PM

6 AM

NOON

PM

7 AM

NOON

PM

8 AM

NOON

PM

