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EVENT
Personal Health & Medical Information /Authorization
This Agreement and Release is between _________________________________________________ (“Participant”) and The NAME regarding the participation of Participant in the EVENT (“Event”).

[bookmark: _GoBack]In the event of an accident or serious illness, I hereby authorize the NAME or an event staff member to obtain medical treatment for Participant. I hereby hold harmless and agree to indemnity NAME from any claims, causes of action, damages and/or liabilities, arising out of or resulting from said medical treatment. I further agree to accept full responsibility for any and all expenses including medical expenses that may derive from any injuries to Participant that may occur during his/her participation in the EVENT.

If I cannot be reached by phone, the NAME or one of the conference staff members has my permission to authorize medical treatment for Participant. This authorization includes the securing of medical, dental, emergency or hospital treatment, including surgery, x-rays, drugs and anesthesia. I hereby certify that I have read and fully understand the above authorization for medical treatment. I accept all financial responsibility for the same. I also certify that no guarantee or assurance has been made as to the results that may be obtained. 

Attachment A which covers administration of OTCs is attached hereto and incorporated by reference.
	
_______________________________________
Parent/Guardian Signature and Date
	
_______________________________________
Parent/Guardian Signature and Date

	
________________________________________
Cell/Home phone number
	
_______________________________________
Cell/Home phone number



Does Participant have health/accident insurance? (circle one)		YES		NO

If yes, please attach to this form a copy of the front and back of Participant’s insurance card.

Insurance carrier: ____________________________________________________________________

Policy holder: _______________________________________________________________________

Policy holder DOB: __________________________________________________________________

Identification Number: _______________________________________________________________ 

Group Number: _____________________________________________________________________




Attachment A

NAME or conference staff members have minor first aid supplies. If Participant becomes ill or suffers a minor injury, we must have parental authorization to dispense medications. Below is a list of common over-the-counter medication. By checking, I authorize that the following medications may be given to Participant if the need arises. I shall indemnify and hold harmless the staff and all officers, directors, employees, and agents against any claims that may arise relating to the administration of these over-the-counter medications.

The following over-the-counter medications may be administered (check all that apply):
  Sunscreen
  Bug repellent
  Ointments for minor wound care or first aid as directed, including antiseptic, anti-itch, anti-sting, antibiotic, sunburn.
  Tylenol/Acetaminophen as directed.
  Ibuprofen as directed.
  Throat lozenges and/or spray as directed for sore throat.
  Hydrocortisone ointment as directed for mild skin irritations, rashes, insect bites.
  Medicated powder for skin irritation as directed.
  Medicated lip ointment for dry, chapped lips, lip blisters or canker sores as directed.
  Kaopectate or Imodium for diarrhea as directed.
  Milk of Magnesia, Pepto-Bismol, or Mylanta for upset stomach or nausea as directed.
  Rolaids or Tums for acid reflux, heartburn, or indigestion as directed.
  Benadryl for swelling, hives, allergic reaction as directed.
  Actifed or Sudafed as directed for nasal congestion or allergy relief as directed.
  Visine or other eye drops for minor eye irritation.
  Robitussin or other cough syrup as directed.

	
Circle appropriate response:
	
Circle one
	
Please identify or explain:

	
Does Participant have medical conditions that staff should be aware of?
	
YES
	
NO
	


	
Does Participant have a history of allergies or reactions to medications, insect stings, or plants?
	
YES
	
NO
	



	
Does Participant have any dietary or special health requirements?
	
YES
	
NO
	







Please complete this section accurately and completely. List all medications and treatments prescribed to Participant, including: lotions, creams, inhalers, liquids, allergy medications, cold medications, injections, and temporarily prescribed medication, including all over the counter medications, vitamin/mineral supplements, herbs, homeopathic remedies, and other treatments. 

Prescription medications must be in original and current container.

If changes to medical condition and/or medication occur and are different from what is listed on this form, please notify us upon arrival at (EVENT). 

	

Name of Medication
	

Dosage
	

Times
	Comments or special instructions (eg., take with food or water, split tablet, etc.)

	




	
	
	

	




	
	
	

	




	
	
	

	




	
	
	

	




	
	
	

	




	
	
	






