	Emergency Contact and Medical Information for a Child

	

	
	
	
	M
	F

	Child’s Name
	
	Date of Birth
	Sex

	
	
	

	Parent’s/Guardian’s Name
	
	Parent’s/Guardian’s Name

	( MACROBUTTON  DoFieldClick [       ])
	
	( MACROBUTTON  DoFieldClick [       ])
	
	( MACROBUTTON  DoFieldClick [       ])
	
	( MACROBUTTON  DoFieldClick [       ])

	Home Phone
	
	Work Phone
	
	Home Phone
	
	Work Phone

	
	
	

	Address
	
	Address

	
	
	

	City, ST  ZIP Code
	
	City, ST  ZIP Code

	
	
	

	Alternative Emergency Contacts

	

	
	
	

	Primary Emergency Contact
	
	Secondary Emergency Contact

	(MACROBUTTON  DoFieldClick [       ])
	
	(MACROBUTTON  DoFieldClick [       ])
	
	(MACROBUTTON  DoFieldClick [       ])
	
	(MACROBUTTON  DoFieldClick [       ])

	Home Phone
	
	Work Phone
	
	Home Phone
	
	Work Phone

	
	
	

	Address
	
	Address

	
	
	

	City, ST  ZIP Code
	
	City, ST  ZIP Code

	
	
	

	Medical Information

	

	

	Hospital/Clinic Preference

	
	
	

	Physician’s Name
	
	Phone Number

	
	
	

	Insurance Company
	
	Policy Number

	

	Allergies/Special Health Considerations

	

	I authorize all medical treatment, X-ray, laboratory, anesthesia, and other medical and/or hospital procedures as may be performed or prescribed by the attending physician and/or paramedics for my child and waive my right to informed consent of treatment. This waiver applies only in the even that neither parent/guardian can be reached in the case of an emergency.

	
	
	

	Parent’s/Guardian’s Signature
	
	Date

	


	Groton Country Club Health & Medical Camp form

	Name
	
	DOB
	

	

	Allergies
	Please check
	Medication or Rxs Written

	Allergy to plant, food, plant animal or insect toxin.
	
	

	ADHD
	
	

	Any condition the may require special care or diet.
	
	

	Asthma
	
	

	Diabetes
	
	

	Bleeding disorders
	
	

	Convulsions or Fainting spells
	
	

	

	SECTION 2 FOR HEALTH CARE PROVIDER ONLY

	
	Licensed health care practitioner’s evaluation:

This applicant is approved for participation in:
	

	2.
	Exercise
	

	3.
	Water activities
	

	4.
	Competitive sports
	

	5.
	Walking and hiking
	

	

	Medication that may self administered

	1.
	Asthma inhaler
	

	2.
	Epi pen
	

	3.
	Other
	

	

	Date of child’s most recent physical exam________________________________
Please provide proof of the following immunizations.

	Immunizations

required
	MMR
1 dose = 12 mos. Or older
	Polio 3 doses IPV or OPV or 4 doses mix IPV/OPV
	Diptheria and Tetanus Toxoids and Pertussis* 4 doses DTaP/DTP/DT or 3 doses of Td**
	
	Hep. B 3 doses if born on or after 1/1/92
	Measles  2nd dose = grades K – 12 or age equiv.

	

	Recommendations 

	

	

	* Booster dose of Td: grades 7 – 10 need booster if >5yrs since last dose of DTaP/DTP/DT

	** person 7 years or older needing additional vaccines to comply with above Td is to be used.

	Signature of Licensed Health-Care Provider

	x
	
	Date
	


