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LFA HOCKEY CAMPS

HEALTH HISTORY & RELEASE FORM                                             
**You Must Bring This Form To Camp**

(You cannot be admitted to camp without this completed form)

CAMP LOCATION:____________________________________________________

Camper’s Name_____________________________________________Sex:_______Age:______Ht.______Wt:___________

Address:_________________________________________________________Phone#:_______________________________

Cell:#:_______________________________  Birthdate ___/____/_____
HEALTH HISTORY

THE CAMPER:

( May participate in all Camp activities

( Should be restricted from the following activities (attach an additional page if needed):

________________________________________________________________________________________________________

If the camper will be taking medication (prescribed or over the counter) during camp, please indicate name of drug and dosage.  Attach an additional page if needed. 

________________________________________________________________________________________________________

NOTE- 
 All medication will be checked and kept by the trainer. All prescription medications must be in their original case/box with the legible prescription label; including inhalers.
Describe any medical, psychological, emotional, or behavioral conditions the camp staff needs to know about in order to support and protect the welfare of your camper, to enable him/her to participate fully in the camp program, and to receive appropriate emergency care. (e.g., asthma, seizures, menstrual issues, ADD/ADHD, autism, diabetes, etc.)

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Describe preferred response if issues with these conditions arise. Attach an additional page if needed. 

________________________________________________________________________________________________________

________________________________________________________________________________________________________

If the camper has any special dietary needs please specify:
________________________________________________________________________________________________________

Please list any surgeries:

________________________________________________________________________________________________________

Physician’s Name_______________________________________________________________________________

________________________________________________________________________________________________

(Address)








(Telephone)

INSURANCE INFORMATION

Carrier Name:________________________________________ Policy Number_________________________________

Policy Holder Name:___________________________________ Policy Holder Date of Birth:______________________

Insurance Provider Contact Phone: __________________________________
 

Insurance Provider Mailing Address: __________________________________
 Please include a photocopy of your Health Insurance card for our records.
	IMMUNIZATIONS


	ALLERGIES and DRUG REACTIONS

	(include dates copy of immunization record preferred)
	Check if yes and describe the severity of allergic reactions and circumstances that may contribute to them:

	DPT _______ Booster________
	(Hay Fever (specify)__________________________

	DT________
	(Asthma (specify)__________________________

	Polio OPV (Sabin)_____ Booster_______
	(Eczema (specify)__________________________

	Measles/Mumps/Rubella (MMR) #1_________ #2_________
	(Insect Stings (specify)__________________________

	Hepatitis B #1_____ #2______ #3____
	(Food (specify)__________________________

	Chickenpox__________
	(Sulpha(specify)__________________________

	Tetanus_________
	(Penicillin(specify)__________________________

	Turberculin________
	(Antibiotics (specify)__________________________

	Pneumococcal Conjugate___________
	(Other(specify)__________________________

	Haemophilus Influenza b (HIB)__________
	


Note: Camp personnel will notify you or the emergency contact if you or your child displays the following symptoms:

· Any injury that causes severe prolonged pain, discoloration and/or swelling.

· Any condition that cannot be sufficiently treated by camp personnel.

· Any condition requiring transportation to other medical services.
I, the parent/ guardian of __________________________, give permission for my child to receive emergency medical or surgical treatment and hospitalization if necessary and authorize LFA Hockey Camps to provide medical health care, administer prescribed medications, and seek emergency medical treatment including ordering x-rays or routine tests.   I understand that every attempt will be made to contact me, or the emergency contact listed below, before taking this action. I agree to the release of any records necessary for treatment, referral, billing, or insurance purposes. I give permission to the camp to arrange necessary related transportation for me or my child. 
In the event of an emergency: (for child) if I cannot be reached, I hereby give permission to the physician selected by the camp to secure and administer treatment, including hospitalization, injection, surgery and anesthesia for the person named above; (for myself) and in which I am incapacitated and/or the emergency contact cannot be reached, I hereby give permission to the physician selected by the camp to secure and administer treatment, including hospitalization, injection, surgery and anesthesia for the person named above. This completed health form may be photocopied for trips out of camp.  I hereby waive and release the LFA Hockey Camps, staff, camp management and sponsors from any liability for any injury or illness incurred while at camp.  I UNDERSTAND THAT THERE IS AN INHERENT RISK OF INJURY TO MY CHILD AS A RESULT OF CAMP ACTIVITIES, AND KNOWINGLY AND VOLUNTARILY ASSUME ALL RISK OF SUCH INJURY INCLUDING RESULTING  THE ACTS OR OMISSIONS OF MY CHILD OR OTHER CAMPERS.  I will be financially responsible for any medical attention needed during camp. This health history is correct, and the person herein described has permission to participate in all activities (except as noted), and I agree that LFA Hockey Camps or camp personnel will not be held responsible for accidents arising therefrom.
(Sign) __________________________________________


Date_________________________________
Address  (if different from that of Camper):________________________________________________________

Home Phone Number: (____)____________________Work Number: (____)_________________________

Cell Number: (____)_________________________

My Phone Number while my child is at camp: (if different from above): (___)______________________

Emergency Contact (Person to contact in the event I cannot be reached):_______________________________________

Relation to Camper: ________________________  Home Phone Number: (____)____________________
Work Number: (____)_________________________Cell Number: (____)_________________________

I consent to the LFA Hockey Camp’s right to use images of the camper taken at camp or during camp activities for advertising and promotional purposes:
(Sign) __________________________________________


Date__________________________________

