
B���������	D�������	S����	C������
D�������	A���������	-	A����	R�����������	F���

F��� N���: 

D��� �� B����:   R�������:   G����: 

N���-��-K��

In case of emergency, please contact:

N���:   T��.#: (H) (W)

A������: (C)

N���:   T��.#: (H) (W)

A������: (C)

M������	I����������

Do you have or are subject to: (Please circle Yes or No for each of the following medical conditions)

A��������:         Y��/N�  F���               Y��/N�  I����� B����               Y��/N�  M��������               Y��/N�  P�����

If Yes, Details:

Y��/N�  A����� Y��/N�  ADHD (A�������� D������ Y��/N�  B������� D��������
H������������ D�������) 

Y��/N�  B��������� Y��/N�  C����������� Y��/N�  C����������/S�������

Y��/N�  D������� Y��/N�  E������� Y��/N�  F������� S�����

Y��/N�  H��������/M������� Y��/N�  H���� T������ Y��/N�  H��� B���� P�������

Y��/N�  K����� D������ Y��/N�  M����� S������� Y��/N�  N������ C��������

Y��/N�  S����� C��� D������ Y��/N�  S����������� Y��/N�  O����

If Yes, Details:

Are you under medical care or taking medication? Details:

Date of last Tetanus Shot: Blood Group:

Are you covered by Medical Insurance? Details:

L�����’�	C������

I, , agree to attend the ,

at from to

In case of emergency and I am unable to communicate, I understand every effort will be made to contact my
Next-of-Kin. In the event neither can be reached, I hereby give my permission to the licensed Medical Practitioner
selected by the adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery,
and/or injections of medication for myself.

Leader Date


