2011-2012 Participant’s Medical Form (please print)

First Name _______________________________ MI _________ Last Name __________________________

Address _______________________________________________________________________________________

City, State & Zip ______________________________________________________________________________

Home Phone # ___________________________ Work # _________________________ DOB ___________

Does your child have any medical, psychological or health conditions, which you believe, could affect their capacity to participate in this program?  Yes______ No_______

If “Yes”, please explain: 

Please check Yes or No for the following as they apply to your child:

Condition:





Yes
No
If “Yes”, please describe:

A physical disability




_____
_____
________________________

Had physical injury in last 3 mos.


_____
_____
________________________

Had surgery within last 6 months


_____
_____
________________________

Heart or circulatory problem


_____
_____
________________________

Seizures





_____
_____
________________________

Bleeding disorder




_____
_____
________________________

Vision problem




_____
_____
________________________

Hearing problem




_____
_____
________________________

Asthma or respiratory problem


_____
_____
________________________

Arthritis or problem w/joints


_____
_____
________________________

Allergies





_____
_____
________________________

Limited range of motion



_____
_____
________________________

Diabetes or Hypoglycemia



_____
_____
________________________

Headaches





_____
_____
________________________

She is currently taking medication(s)

_____
_____
________________________


Do you carry medical insurance: Yes______ No______ If yes, name insurance company or provider:

I have read and signed the Release Agreement and I attest that the above information is accurate, complete and true to the best of my knowledge.

Parent’s Signature ________________________________________ Date ___________________________

