Longs Peak United Methodist Church

Health Form

(Over Night)

	Name (Last, First, Initial)          


	Parent or Guardian
	(Area Code) Phone

	Address (Street and City)


	State                    Zip Code
	Date of Birth      Age

	In Emergency, Notify:


	Address


	(Area Code) Phone

	Dr. Name.


	Address
	(Area Code) Phone




Health History: (Check those that apply)

       Diseases


Allergies

    Chronic/Recurring Illness
Immunization

     __ Chicken Pox

__ Animals

       __ Ear Infections


Please send a

      __ Measles


__ Food

       __ Heart Defect/ Disease

copy of current

      __ German measles  
__ Hay Fever

       __ Seizures


record.

      __ Mumps


__ Inset Stings

       __ Bleeding Disorders





__ Medicine/Drugs
       __ Asthma





__ Plants

       __ Hypertension





__ Pollen

       __ Diabetes





__ Other (Explain) 
       __ Musculoskeletal Disorders







      
       __ Other (Explain)

Please describe conditions and give dates

Operations/Serious Injuries 
________________________________________________________

Hospitalizations

________________________________________________________

Other diseases/disabilities
________________________________________________________

Other information for Dr. and/or Leaders _______________________________________________

Medical necessary dietary regimen to be followed (specify) ________________________________

List of Medications

Drug



Doses

Frequency

______________________
_________
_______

______________________
_________
_______

______________________
_________
_______

______________________
_________
_______

______________________
_________
_______

______________________
_________
_______

Insurance Name __________________________ 

Group number   __________________________

Please attach a copy of the Insurance card (both sides)

*If necessary use back and put “See Back”.

Parent’s Permission to medicate child

I, ___________________________________, give my permission to the adult leader to administer over the counter medication to, ____________________________________, for fever relief, etc. at their discretion, following the labels on the medication, with the following exceptions.

Parents signature

