INTER-VARSITY CHRISTIAN FELLOWSHIP OF THE UNITED STATES OF AMERICA® d/b/a Campus by the Sea

MEDICAL HISTORY

NAME ___________________________DATE OF BIRTH ___________ AGE____ SEX_____

ADDRESS ____________________________________________________________________




(street)


(city and state)



(zip)

ALLERGIES:  Check and specify any reactions to Penicillin __________________________

Other Drugs __________________ Insect Bites _____________________________________

EXPOSURE to contagious or infectious disease (including cold or flu) in past 3 weeks? 


IF YES, which one ______________________________________________________

Any reason for LIMITED ACTIVITY?  Please specify ________________________________

If UNDER CARE OF PHYSICIAN in the past 3 years for medical, surgical, or emotional reasons, please provide general information. _____________________________________ 

CURRENT MEDICATION REQUIRED?  Specify drug and dosage ____________________

PAST/PRESENT ILLNESS OR INJURY:  Check and give date

________allergies (asthma, hay fever, eczema, others)


________major accident

________sinus trouble


________mumps


________convulsion/seizures

________frequent colds, sore throat
________measles

________major surgery

________headaches


________chicken pox

________kidney/bladder trouble

________fainting


________bronchitis

________heart trouble

________abscessed ears


________tuberculosis

________stomach upsets

________night sweats


________mononucleosis

________joint injury/disease

________diabetes: controlled by diet? 
________oral medication 
________insulin 
IMMUNIZATION AND TESTS:  Check if current

________tetanus; date ___________
________diphtheria
________polio

________typhoid


________tuberculin
________others
IF OVER 18, PLEASE SIGN ______________________________ Date: __________________

------------------------------------------------------------------------------------------------------------------------------

PARENT'S CONSENT FOR EMERGENCY TREATMENT

The undersigned hereby authorizes Campus by the Sea's director or representative to obtain such medical aid or assistance as might be required for the immediate care of my son/daughter/other in the event of an emergency.  This permission will include the administration of medicines, surgical treatment, X-ray examination, or hospitalization such as might be ordered by a duly licensed medical doctor.  In no event will Campus by the Sea, its officers or representatives, be held liable for any first aid rendered or treatment performed pursuant to this consent.  
Signed _______________________________________ Date ___________________________



(father, mother, or legal guardian)
In case of emergency, please notify:

1.  Name _______________________ Home Phone ____________Work Phone __________

2.  Name _______________________ Home Phone ___________ Work Phone __________

IMPORTANT:  Please attach a copy of the front and back of the applicable insurance card to this form.  If treatment is required at the Avalon Municipal Hospital & Clinic, and a copy of the front and back of the applicable insurance card is not provided, the services will be billed as “self pay” until a copy of the insurance card is provided.
