Participant Health Form

_________________________________________________________________

Name of Church or Ministry
_________________________________________________________________

Name of Participant 




Date of Birth 
_________________________________________________________________

Age


 
Gender

Weight    
Height


 
________________________________________________________________
Address

________________________________________________________________
City




State



Zip Code
Emergency Contact Info

_________________________________________________________________

Emergency Contact




Relationship with Participant (should be someone authorized to make health decisions)
_________________________________________________________________

Primary Phone Number 




Alternate Phone Number

________________________________________________________________
Address (if different from Participant)

________________________________________________________________
City




State



Zip Code
_________________________________________________________________

Alternate Contact




Relationship with Participant
_________________________________________________________________

Primary Phone Number 




Alternate Phone Number

Medical Information

________________________________________________________________
Medical Insurance Co. 
        

   Name of Primary Insured Person
(Please attach a copy, front and back, of your insurance card)

________________________________________________________________
Policy Number



Group Number
______________________________________________________________

Insurance Co.’s Phone: 





_______________________________________________________________

Family Doctor’s Name


City/State




_______________________________________________________________

Family Doctor’s Phone




Health History
Pre-existing or present medical conditions

______________________________________________________________
______________________________________________________________

Will Participant be under any medication* while at Activity?   FORMCHECKBOX 
Yes       FORMCHECKBOX 

No 

If yes, please provide details, including the name of medications and dosage:

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________________________
____________________________________________________________

(*All medications are to be in original containers with prescription attached and given to a Servant)

List any medical or food allergies of Participant (please write “None” if applicable):

______________________________________________________________
______________________________________________________________

A Servant, volunteer, member, or a leader has my permission to provide Participant with non-prescription medicines as deemed necessary. 

 FORMCHECKBOX 
Yes       FORMCHECKBOX 
  No 

Please list any over-the-counter medicines that should not be given to Participant.

__________________________________________________________
____________________________________________________________

Does Participant have any physical condition or limitations that would restrict participation in any activities?       FORMCHECKBOX 
  Yes         FORMCHECKBOX 
  No 

If yes, please provide details:

__________________________________________________________

_____________________________________________________________

I represent and warrant that I, as the Participant, am of legal age, or that I am the parent or legal guardian of the Participant, named above and have the full power and authority to provide the consents above on behalf of the Participant. By signing below, I acknowledge that I have read and understand this document, and also represent that all information provided is accurate. 

________________________________________________________________
Name Printed 

________________________________________________________________
Signature 





Date Signed

________________________________________________________________
Phone

