4-H Member

Health Information and Consent for Emergency Treatment

(All information will be kept confidential)

First Name 


 Last Name 


 MI 
 Birth Date 


 Sex 


Street Address 



 City 



 State 

 Zip 



Social Security Number 



 Insurance Company 





Policy Number 




 Policy Holder 





Father's Name 




 Mother's Name 






In Case of Emergency Notify 



 Phone 

 Cell Phone 



Relationship to participant 
q Parent

q Guardian 

q Other

2nd Emergency Contact 




 Phone 

 Cell Phone 



Relationship to participant 
q Parent

q Guardian 

q Other

Family Physician or Clinic 




 Phone 





(Please answer the following questions, and give an explanation for each "Yes" response.)













YES
NO

1. Respiratory problems: (asthma, persistent cough, abnormal chest x-ray, T.B., etc. 
q 
q 


2. Heart Disease (high/low blood pressure, murmurs, chest pain, rheumatic fever, etc.)
q 
q 


3. Stomach or intestinal Problems (ulcers, jaudice, hernia, colitis, indigestion, etc.)
q 
q 


4. Kidney, Gall Bladder, or Liver Disease
q 
q 


5. Diabetes or Hypoglycemia (low blood sugar)
q 
q 


6. Muscular/Skeletal Problems (arthritis, hernia, recent fractures, etc.)
q 
q 


7. Eye, Ear, Nose, or Throat problems (hay fever, ear infection, impaired sight or hearing) 
q 
q 


8. Skin Diseases
q 
q 


9. Nervous Disorders (convulsions, epilepsy, dizziness, etc.)
q 
q 


10. Emotional or Mental Disorders (frequent anxiety, excessive fears, etc.)
q 
q 


11. Surgical Operations, Accidents or Injuries in the past 2 years that required hospitalization
q 
q 


12. Recent Exposure to a Contagious Disease
q 
q 


13. Allergies
q 
q 


14. Are you currently under a doctor's care?
q 
q 


15. Are you currently taking any medication?
q 
q 


16. Do you have any special dietary needs?
q 
q 


17. Do you have any limiting physical condition?
q 
q 


Emergency Medical Authorization

We hereby grant permission for the 4-H Leaders or adult chaperone, to refer our child 



For emergency medical treatment.

If we cannot be contacted, we give permission for medical treatment or surgery as recommended by an attending physician.

Please list any physical conditions or medication we should know about (this will be kept confidential).

Signature of parent/guardian 







 Date 



Over





Please Print








