C.A.S.S. Performing Arts Camp Medical Form

Medical History
Dear Parents: we need your prompt assistance. This form is to be completed by parents/guardians of
campers. Campers will not be permitted to attend camp unless this form is completed and retumed.

Today's Date Name Birth Date Sex Age
Last First Initial
Parent or Guardian (or Spouse) Phone
Home Address =
Number and Strest City State Zip Code
Business Address Phone
Mumber and Street City Siate Zip Code

Emergency Contact:

Home Address
Mumber and Sireet City State Zip Code

Phone Cell

Area Code/Number Arga Code/Number
If not available in an emergency, notify:
Name Phone
Address a2

Mumber and Strasl City Slate Zip Code
Health History: (Check -giving approximate dates) : Diseases
Frequent Ear Infections Psychiatric Treatment Chicken Pox
Heart Defect/Disease Mononucleosis Measles
Convulsions Asthma Gaman Measles
Diabetes Mumps
Bleeding/Clotting Discorders
Hypertension
Has this camper ever required any psychiatric counsgling or hospliaization? Sy P

Oparations or serous injuies (Dates);
Disability or chionic or reeurming diness
Any Specific activilies 1o be sncouraged or mibed by physician's adwvaoe:
Diietary

modificalions:
Current medications {sand wilth instructions]:

Orhar disaases or daiails of above:

Marma of denlisterihodonist: Phone
Marma of Family physiclan; Phana
Dake of ast phrysical examinatsn

Do wou cary Eamily medicabhospital insurance? Fm. ndicate
Carriar; Palizy or Graup Mo,
Sugogesiions or haalth reladed information for camp personnel;

{For fermale camper): Has [his campar menstruabed™ If nol, has sk been ioid about
7

i sa, Is har menstnual histery nefmal? Spacial consderalon
Important-A or B must be completed (o assisl you chidd in case of an emargency.

- an o prowide nocessary treatment or emergency care: | horoby ghne permission to the medica? personned selecied by the camp direcior to
ardes X-rays, routens lesls, ireaimaent: to releass any retords neteddan [or ngurance purposes: and (o provide or STANge Neaceseany rlh:rud_rr-nspm'tlﬂm
for mefor mey chil. In tha event | cannot be reached in an emengency. | hereby give my permission to the physician selected by the camp direcior bo sacure
and sdminmsiar leatman, incuding hoapializalion, for the person narmed abave. This eemplated form may ba phalocopiad for Inps off camp premises.

Slgnature of panent of quandizn : . Dale
B. | do not wish to gha the camp permisaion to ghe emenensy can il | cannal be remched.

EEElunE Diate




