REGISTRATION AND HEALTH FORM

   
Belmont Religious Council Youth Mission
NAME:___________________________________SEX___AGE____ BIRTH DATE___/___/___

LEGAL NAME (consistent with ID used for airline): ____________________________________

ADDRESS: _____________________________________ PHONE________________________

EMAIL: _______________________________________________________________________



PARENT NAME(S): ______________________________________________________________

PARENT(S) ADDRESS: ____________________________ PHONE _______________________

PARENT(S) EMAIL: _____________________________________________________________

EMERGENCY CONTACT:____________________________ RELATIONSHIP ____________

ADDRESS_______________________________________ PHONE_______________________

HEALTH HISTORY (check)





LIFE-THREATENING ALLERGIES:

Chickenpox ___

Measles___
Hay Fever___

Epi pen provided___

German measles___

Mumps___
Asthma___

insect sting ___

Whooping cough___

Other___
Ivy, Oak, Etc.___
food ______________________

DETAILS OF ABOVE HISTORY ________________________________________________________

CHRONIC/RECURRING ILLNESS:

Earaches
_____


Diabetes
_____


Rheumatic fever
_____

Sinus

_____


Throat

_____


Epilepsy

_____

Heart

_____


Infections
_____


Stomach problems
_____

MEDICATIONS BEING TAKEN DURING TRIP:

________________________________________________________________________________________________________________________________________________

OPERATIONS, INJURIES, SPECIAL DIET OR RESTRICTIONS:

________________________________________________________________________________________________________________________________________________

IMMUNIZATION HISTORY:  Please attach (or mail) physician record of immunizations including date of most recent tetanus shot or TD. 
My child has_____has not_______ received a flu shot.

My child has_____has not _______received the H1N1 vaccine.
MEDICAL RELEASE

I, ________________________, parent or guardian of ________________agree

and consent to having the advisors, under whose auspices the Belmont Religious Council Youth Mission Trip is conducted, approve as parent to secure any emergency medical care and treatment which may be necessary for my child during the entire trip. I further assume all responsibility for the decisions made, and the emergency care or treatment so secured for my child. I also authorize adult advisors of the BRC Youth Mission Trip as agent(s) for the undersigned, to consent to any examination, X-ray, anesthetic, medical or surgical diagnosis or treatment and hospital care which is rendered under supervision of any physician licensed under the provisions of the Medical Practice Act on the medical staff of a licensed hospital, whether such diagnosis or treatment is rendered at the office of said physician or at said hospital.

Parent/Guardian’s signature _________________________ Date______________________

Phone Number where you may be reached during the February vacation ________________

Insurance Company ______________________ Policy Number ____________________

Name of policy holder ____________________________________

(If a parent/guardian will not be in Belmont during this week, it is important that you give us the name of someone else in Belmont who could take responsibility for your child should he/she need to return from the trip early.)    
Name____________________________ Relationship____________________

Phone numbers________________________  _________________________

OTHER MEDICAL INFORMATION.  If you would like us to be aware of other medical information about your child, please discuss it with one of our nurses and/or provide this information here:
