The University of Findlay

Summer Honors Institute Health Information, Emergency Treatment, Authorization and Release-2009
Today’s Date_________
Student’s Name:________________________________ Age:__________ Birth date:_______________

Sex:  ____Male           _____Female

Parent/Guardian Name:_________________________________________________________________

Home Address:________________________________________________________________________

City: ___________________________________
State:_____________   Zip code:__________________

Home phone:(_____)_________________ Cell phone: (______)_________ ________________________

Business phone:(______)_________________________

Second Parent/Guardian or Emergency Contact:__________________________________________

Address:___________________________________________________________________________

Phone:(________)_________________________

If not available in an emergency, notify:____________________________________________________

Relationship:_______________________________________Phone:(_______)_____________________

Medical Insurance Company:___________________________ Policy #___________________________
General Medical History: Please check any of the following that apply to you either currently or in your past history.  For any checked item, please give details in the space below.

___ arthritis, rheumatoid
___ diabetes


___ muscle injury (last 6 mo)

___ asthma


___ heart disease

___ nervous system disorder

___ Bi-polar Disease

___ heart rhythm disorder
___ surgery (last 6 mo)

___ blood clotting disorder
___ heart valve disorder
___ seizures
___ cancer         


___ hypertension


___ chronic infection

___ joint injury (last 6 mo)


___ clinical depression

___ balance disorder


Allergies:
___hay fever

___ivy poisonings

___insect stings

___penicillin

___other drugs

Please list any medications or food supplements you are currently taking and why you are taking them (example; insulin for diabetes)____________________________________________________________
_____________________________________________________________________________________
Please supply us with instructions regarding your child’s medical history including allergies, medications being taken (inhalers, Epi-Pens) and special dietary requirements.
_____________________________________________________________________________________

I authorize the treatment of my child or ward in the event he or she becomes ill or, is injured while participating in the event.  Although every attempt will be made to contact the parent(s) or guardian, I authorize any necessary medical treatment, including hospitalization or surgery, in the event I cannot be reached.

I have read the above and agree on behalf of myself and/or child.

Signature of Parent/Guardian_________________________________________  Date______________

