2012
Summer Tennis Camp

Medical and Emergency Contact Form

Camper’s Name: Date of birth: Sex:
(Last) (First) (Initial)

Emergency Contact and Authorization for Pick up Information:

Parent/Guardian Name:

Home Address:

City: State: Zip:
Home Phone: Cell Phone: Work Phone:

Parent/Guardian Name:

Home Address:

City: State: Zip:
Home Phone: Cell Phone: Work Phone:

If parent(s)/guardian(s) cannot be notified, please contact the following individual(s) who have my permission to pick up
my child and to act on my behalf:

Name:
Relationship to child:
Home Phone: Work Phone: Cell Phone:

Name:
Relationship to child:
Home Phone: Work Phone: Cell Phone:

Allergies: (Check all that apply)

Type of allergy: Reaction to allergen and management of the reaction:

Asthma

Medicines

Foods

Insect Stings

Animals

Other

Do any of the listed allergies require an epipen, inhaler, or other prescribed medications? [ ] Yes [ ] No**
Medicines:
Will your child need to take medication while at camp? [ ] Yes [ ] No**

Does your child take any medicines on a regular basis? [ ] Yes [ ] No
If yes, please list medicine, dosage and frequency:

*Note all medicine must be in original container / packaging with pharmacy label, prescribing physician and dispensing
detail clearly readable

General Medical Information:

Are there any physical limitations on your child’s participation at camp? [ ] Yes [ ] No
If yes, please detail:
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Are there any behavioral, emotional, or mental health issues we should be aware of?

Are there any additional medical issues we should be aware of?

Camper Identifying Information:

Eye color: Hair color: Height:
Weight: Identifying marks:

Physician Information:

Name of Physician:
Address:
Telephone:

Name of Dentist:
Telephone:

Name of Orthodontist:
Telephone:

This health history is correct to the best of my knowledge, and the camper described has permission to engage in all
camp activities except as noted.

Authorization for Emergency Treatment:

| understand that every effort will be made to contact me in the event of an emergency requiring medical attention for my
child.

| herby give permission and authorize All Seasons Tennis Club staff or their designee to administer prescribed
medicines, administer over the counter medicines, provide basic First Aid, and in the event of an emergency, and where
necessary, to seek emergency medical treatment for my child, including ordering of x-rays or routine tests. | agree to the
release of any records necessary to appropriate medical personnel and for health insurance purposes. | give permission
for the staff to arrange necessary transportation for my child to a hospital or treatment center. In addition, | hereby give
permission to the physician selected by the camp director, or his/her designee, to secure and administer treatment,
including hospitalization, for the above named camper.

| understand that if | do not have medical insurance, |, as the parent or guardian, will be responsible for any and all
medical expenses in the event of a sickness and/or injury. This form may be copied.

Signature of Parent/Guardian Date
Medical and Insurance Information:
Insurance Provider: Policy or Group #:

Name of Subscriber:
Insurance Phone Number:

Dental Insurance Provider: Policy or Group #:
Name of Subscriber:
Dental Insurance Phone Number:
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