CONFIDENTIAL

Health Form

ST. PAUL LUTHERAN CHURCH, MILFORD CENTER, OHIO

Name:

Birth date: / / Age: Grade:  Gender:
Address:

Phone:(H) (C)

Parents’/Guardians’ Names:

Phone:(H) (C)

IF NOT AVAILABLE IN AN EMERGENCY, NOTIFY

Name:

Relationship: Phone: (H) (Q)
Doctor: Phone:
Dentist: Phone:
Pharmacy: Phone:

NAME OF FAMILY MEDICAL/HOSPITAL INSURANCE

Insurance Carrier: Policy Number:
Primary Insured’s Name: Insurance Phone:
Activity restrictions by parent’s/physician’s advice:
Otherinformation we need to know:

ALLERGIES — Circle all thatapply

Hay Fever Poison Ivy Insectstings  Food:

Asthma Penicillin OtherDrugs:

Medications broughtto event:
Notesongiving:

The following medications may be administered to my child, as needed, by designated chaperones:
Acetaminophen Ibuprofen Antacids Anti-diarrhea medication

Special considerations:

AUTHORIZATIONS

This health historyis correct sofar as | know and the person herein described has permissionto engage in all prescribed
eventactivities exceptas noted above. | also give permissionto the event coordinatoror chaperone to orderx-rays,
routine tests and treatment. Inthe event | cannot be reachedinan emergency, | give permission to the physician
selected by the event coordinatorto transport, hospitalizeand secure propertreatment, orderinjection and/or
anesthesiaand/orsurgery.

Signature: Date: / /




