
MEDICAL/PERMISSION RELEASE FORM


Seeker Springs Ministry Center

NAME__________________________ AGE_____ BIRTHDAY_____ GRADE COMPLETED____
ADDRESS_________________________________ CITY_______________ ZIP__________

IN CASE OF EMERGENCY NOTIFY
__________________________________________________
AT THESE NUMBERS: HOME______________________  
WORK__________________________

FAMILY PHYSICIAN_______________________________  
PHONE_______________________
FAMILY INSURANCE__________________________  
POLICY #_________________________
(attach copy of card)
IMMU:  ___TETNUS   ___POLIO BOOSTER   ___MEASLES   ___MUMPS   _____OTHER


PAST MEDICAL HISTORY
CHECK  APPROPRIATELY:

    ____ASTHMA      ____SINUSITIS    ____BRONCHITIS         ____KIDNEY TROUBLE

   
    ____DIABETES   ____DIZZINESS   ____STOMACH UPSET   ____HAYFEVER

ALLERGIES:  
FOOD____________________________________________________________

(LIST
          
PENICILLIN OR OTHER DRUG_________________________________________

 TYPE)


                       INSECTS STING/BITES_____________________________________________

                       POISON SUMAC, OAK, OR IVY_______________________________________

PREVIOUS OPERATIONS OR SERIOUS 
ILLNESSES____________________________________

ANY CURRENT MEDICATIONS: 
(LIST)_____________________________________________

SPECIAL DIET: 
(NAME)_________________________________________________________

CHILDHOOD DISEASES:   ____CHICKENPOX  ____MEASLES  ____MUMPS  ____WHOOPING COUGH 

Swimming Ability:    ____Not Allowed in Water    ____Beginner    ____Intermediate    ____Advanced

******************************************************

· My permission is granted for Seeker Springs Ministry staff or sponsor to obtain necessary medical attention in case of sickness or injury.
· My permission is granted for Seeker Springs Ministry to photograph and or video my child for promotional purposes.
Camper's Name_________________________________________________

Signature of 
Parent/Guardian _______________________________________

Witness_______________________________   
Date____________________
**Please attach a copy of your insurance card or signed waiver, thank you.

