EMERGENCY MEDICAL TREATMENT PERMISSION

Should ______________________________________ become ill or injured while 




(name of participant)

traveling in the United States, France or another country while accompanied by Larry Calvin, Carrie Calvin, Dan Read, Lindsy Read or their authorized chaperones, I (we) authorize Larry Calvin, Carrie Calvin, Dan Read, Lindsy Read or an authorized chaperone, the hospital and/or doctor nearest the event to administer any medical or surgical treatment deemed necessary.

I (we) understand that I (we) am (are) responsible for any and all medical expenses resulting from participant illness or injury occurring during this trip. 

I (we) have completed the medical history and emergency contact information on the reverse side of this form.

For participant under age 18:

_________________________________

signature of Mother (or legal guardian)
Date
____________________________

signature of Father (or legal guardian)
Date

For independent participant over age 18:

______________________________

signature of participant


Date

MEDICAL HISTORY AND INFORMATION

Name of participant _____________________________________________________________

Date of birth: ______________________
Age: ___________

Sex: _____________

Date of last tetanus shot: _____________
(must be within 10 years)

Are there other participant immunizations significant to this trip (e.g. hepatitis)? 
___ NO     ___ YES – What/When? __________________________________________________________

Does participant have allergies or sensitivities to drugs, foods, or other substances?

___ NO     ___ YES – What? ______________________________________________________

Will participant need to take any prescribed medications during this trip?

___ NO     ___ YES – What/frequency? _____________________________________________

______________________________________________________________________________

Is participant subject to frequent headaches, sore throats, cramps, hay fever, etc?

___ NO     ___ YES – What? ______________________________________________________

What medications does participant usually take? ______________________________________

______________________________________________________________________________

Does participant have other medical problems or history that group leaders should be aware of?

___ NO     ___ YES – What? ______________________________________________________

If yes, parental recommendation should this problem occur during the trip: _________________

______________________________________________________________________________

Emergency contact information:

Mother ____________________________   Home Phone __________________  Work Phone _________________

Father  ____________________________   Home Phone __________________  Work Phone _________________

Other ______________________  Relationship ______   Home Phone _____________  Work Phone ___________

Medical Insurance of participant: ___________________________  Member ID #: __________________________

Physician of participant: ____________________________________   Telephone __________________________

Other information, if needed: _____________________________________________________________________




