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_YOUTH REGISTRATION & MEDICAL CONSENT FOR

ln accordance viith the Americen Camping Assodiation and the Laws of the State of Galifornla, we must have a Health History/Medica! Consent Form completed and sfgned by the parent oriegal
guardian for each cantper under age t8attending Foiest Home. M&M‘%,L n the program unfess ths formis completed and the lequlred signatures are provided. Please be sware
that Forest Rome does HOT provide medical or hospital Insurance coverage.

Student Name : Age D.OB. Sex_  Hi__ ‘Wt
Address__.__ __ S ity _ State Zip
Emall . - ____Dates of Camp . Name of Church Group _

- Status: . Campey A Counselor _____KP Grade (For summer camps, indicate grade in Fall)

- AreaofCamp: [ _IndianVillage ]~ Adventure Mountain _[ | Creekside [ | Lakeview [ 1 Forest Center ﬂﬂj&} Valley

Parent/Guardian Hame(s) . Day Time Phone {__ )
EveningPhone{ - ) Mobile Phone or Pager { ) .
Ernergency Contact (other than parent) _ Relationship to Camper, Phone ( )

Names of anyene othe; than parent/guardian authorized to pick up o sign camper out of camp
i unde;stend thatony chifd’s phato may be tskenatcampand authorize Forast Home 16 post these phatos on the Forest Homevieb site or usa them in other materials to promote Forest Hnme

Please send me ForestHome Promotional Matermi vig: D Email |:| Postal Mall D Both

REQU!RED Medical Information:

Forest Home REQUIRES this informeation in osder to provids appropiiate medical eare In the eﬁzntof injury and/or Blness while at camp, Forest Rome Is committed to protecting the conﬁdenﬁalﬁynfh‘m Informatiza,
Do you carry farmiy medicaffhospxtai Insurance? Y/ N

Insurance Carrier : _ Policy &

Name of Responsible Party, : , L _
- Address . - . Phone( ) . Relationship to Camper

Name of Farnily Physician_ s : N : Phone { )

Name of Family Dentist_ Phone { )

Has Camper been recently exposed (within fast 3 weeks} to any kind of Communacable Disease?

It your child has ANV dhronic condition including any of the following: Asthma, BIeedInglCio’ftmg Disorders, Card:ac Problems, Diabetes, Emotional Handicap, Epilepsy, Hervous
- Disorder, Physical Handicaps, Sefzure Disorder, or Requires Injections of any kind; a SPECIAL NEEDS PERMISSION SLIP MUST BE OBTAINED AND SUBMITIED AT LEAST 2 WEEKS PRIOR
TO CAMP DATES! If a chitd viith special néeds comes fo Forest Home without written authoﬁzatlon, the group or party may be asked to return the chifd to his/her home,

List all medical conditions: physical, emotional, behaviora! disorders and leaming disabllmes

'Pieaseusmum;ergies g ' insect/Plant
" Food ' Diet Restrictions

List Medications Camper will require while at camp and season for taging the medici_n'e. L

Géneral Hoalth ijisgam* Check "Yss or "No” for each statement. Explain “Yes" answers belfow.

Has/does the camper: _ _ _ :

1. Ever been hospltahzed‘? .............................. Ovyes O No 11 Hed falnting of GIZZINESST ... e ver s ns [T ves |:| No
2. Ever had SUIGery? .....cvcivvccics e L1 Yos [ No 12 Passed outthad clisst pain duting exercise? ..o iveiiannee [ ves |:| Mo
3. HaVs racurrenﬂchrbnic illnesses? .. v Yes |:| No  13.Had mononucieosls ("'mono”) during the past 12 months?., D Yes |:| No
4 Had arecant lnfectlous disease? .. D Yes [ Ne 4. If female, havs problems with periods/menstruation?.... ... |:| Yes |:| No
5 Had a recent [njury? ... L] Yes e 15 Have problems with falling aslesp/siespwalking? .....vvnvvovo. [ ves |:| No
6. Had asihmalwheszinglshortness of breath?...... D Yes |:| No  16. Ever had back/joint problems?..............cocmreveervesce o] Yes ] No
7. HAVE GIBBELEST v ircesoesresrsssenns oreece oo [ Yes [l o 17. Have & history of bscWetIng....ovvrvvrevvos o] Yos [ No
8. Had selzures? |:| Yes D No 18 Have problems with diarthealconstipation?..........o.co i ] ves [ o
9. Had HBRAACNEST 1.\\e e veei v crecnnmreenessinenns I___l Yas D No 19, Have any skin prob!ems?D Yes D No
10, Wear glasses, contacis, orprotecivoeyowears || Yes || No 20, Traveled outsids the country In ths past @ months?... D Yes D No

Flease explain "Yes” onawers in the space helow, noting the number of the questions. For travel outside the country, pleaﬂe nama countrigs visited
and dates of travel. )

PLEASE TURN OVER >>>




ngMUNIZAﬂ{)Ns- : Please fill in the |mmunlzaﬁon ,nfomatwn Al presc;ipﬂon medications, over- the-counter medicatwns, vitamins, and herbal pmducts
ow or attach a recent copy of your child's imrunization record, ﬂlat ae provided to First Aid OR Tri Staff to administ ¥ to your child MUST ﬁ & ln OHI Gl AI -

1. Are a!l rmmunlzateons up to date: |:|Yes DNo containerswnh labglsand dispensing instructions in English Individuals requiﬂnginjectmns'

2. Polio (C_)PV or IPV)—Date; ‘_,‘ should provide medications, syrintges and written Instructions signed by the physician,
3. DTP/DTap/DT/TD {Diphtheria, Tetanus and Acelfular Pertuisis o}

Tetanus and Diptheria onﬁf —Da te£ . By signing this form | give my infarmed consent ta the First Ald personnel assigned by Forest

4, MMR (Measfe 5, Mumps, Rubella)—Date: Home, inc. who are certified in a minimum of CPR and First Ald by a nationally recognized

) ) provider to provida bastc First Aid and comifort mes ures th h
5. Hepatitis B—Dates ‘ sures through standardized carap treatment

. - procedures which includes the use of over-the-counter rnedlcaﬂons. t understand that it is my
6. Varicella (Chicken Pox)-—Date:

responsibifity go rmake arrangemeants for a camper with greater héalth care needs than the First -

PERSONAL BELIEES AFF]D A! nr Ald persorinel can provide within thelr individual certifications, licenses and scopes of practice, }

i hereby request exemption of this child fmm the immunization | authorize Forest Home, inc. tearrange for or provide any necessary related transportation to the
requirements for camp entry bécause all or some immunizations
are contrary to my beliefs. i understand that in casé of an oytbreak
of any one of these diseases, the child may be temporarily excluded | all respensibility for payment for such treatment, hereby give permission to the physician

nearest medical facllity for urgent oremergency medical treatment if indicated, and | do assume

from attending for his/her awn protection, setected by Forest Home, Inc. to secure and administer any and aft medical treatment deemed .
Signature: ‘ : y - - | necessary for my child, including hospitalization. This completed form may be photocopled for
Date: . . ' _ trips away fram Forest Home, Inc. properties, .

I authorize the use of the following generic, over-the-counter medications as directed by the

labels provided by the manufacturer for my child: ana!gesics, decongestants, antihlstamines, cough suppressant and/or expectorants, throat lozenges or spray, antl-nausea/

dlarrhea, epl-pen, antacid, antibiotic olntment hydrocorlisone cream, burn cream, petroleum fefly, chapped skin/iip treatment, antlseptic skin and wound cleansers, pecac, - -

glucose, laxatives, electrolyte replacement flulds, analgesc balms and gels, with the exception of - lunderstand that these are stocked and
dispensed by the First Ald pe_rsonnel free of charge as needed for the comfort of my child, .

| have reqﬁested Forest Home, Int. to allow f my child to participate in any and all activities that may include but are net limited to those outlined in the camp brochure, As a
condition of receiving this beneﬂr, I'do hereby agree to the following: f understand that my child's participation in these activities can expose him/her to dangers both from
known and unanticipated risks, Acknowledgtng that suich risks exlst I on behalf of myself, my child and any other party who may have the right to assert any rights for or
on behalf of my child, do hereby forever release and discharge, mdemmfy and hold harmiess Forest Home Inc, its affiliates, officers, directors, agents, employees, insurers, '
stccessors In interess, attomays, or any other person or persons associated with any or all of therm who might be llable {the “Released Parties”) fror and agalnst any and all
claims, causes of action, actions, suits, 'dema'nd's, losses, damages, expenses, costs or liability {collectively, "Losses") arising from or In connection with my child’s participation

In Forest Heme, Inc’s camp and its activities, Including Losses arising from the negligence of any of the Released Partles, whether such Losses arise in connection with bodily

injary (mcluding death), property damage or o;hen'tlse {collectively, the "Released Claims”). The Refeased Claims include Losses arlsing out of any condition of the premises o

at which the camp activities are held or the conduct of any person In connection with the preparation for, supervision of, or conduct of any actlvity, whether planned or
unplanned.

| further understand and acknowledge that | miake this releasa in full accord ‘and satisfaction of and in corpromise of any and all Released Claims. | represent and -
acknowledge that | have read and understand this form and the release granted above and warrant that all statements mads hereln are true to the best of my knowledge {
"ave read and understand this entiré form and by slgnlng below agree to the terms herein,

Signature of Parant or Legal Guardian.. Bate

. G00T/LL/ZL posiaey
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