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Full Name_______________________________________________________	   Grade in the Fall _____________
Birthdate___________________________________________________	Gender	❑ Male	❑ Female
Address_______________________________________________________ Phone (_______)_____________________
City_________________________________________________ State______________ Zip_______________________

Please attach a copy of your insurance card or complete the following information:
Insurance Company_______________________________________________________________________________
Policy Number(s)___________________________________________________________________________________

Personal Physician’s Name___________________________________________ Phone (______)_________________
May we contact your physician regarding your physical condition?	❑ Yes	❑ No

Current Health Issues and History
List any allergies or dietary restrictions_________________________________________________________________

Do you have current infectious diseases?	❑ Yes	❑ No
If yes, please explain:


List any health problems and/or physical limitations (sensory, physical, or cognitive):


List anything else we should know about your health:


Date of most recent Tetanus Booster________________

List any medications that you take regularly:
medication	frequency	dosage
__________________________________________________________________________________________________
__________________________________________________________________________________________________
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Please name two (2) Emergency Contacts:
Name	Relationship	Phone (incl area code)
__________________________________________________________________________________________________
__________________________________________________________________________________________________

In signing this document, I hereby certify that the above information is accurate and give my permission for the release of medical
records in case of illness or injury.	I also give permission to the physician selected by Victory Life Church and/or Lake Ann Camp to
hospitalize, secure proper treatment for, and to order injection, anesthesia, or surgery for person named herein. I also give my
permission to the Victory Life Church and/or Springhill Health Officer to give routine, non-surgical treatment.

__________________________________________________________________________________________________
Signature (of parent/guardian if under 18)	Date
