
NAME________________________________________________________  Phone (             ) _______________________________

STREET ADDRESS ____________________________________________  City ___________________________ Zip ___________

Birth date  ____________________________________________________  Age _____________________   ? MALE   ? FEMALE

In Emergency Notify: ____________________________________________ Phone (              ) _______________________________

Alternate Person: _______________________________________________ Phone (              ) _______________________________

Date of Last Tetnus Shot:  ______________________________________________________________________________________

Allergies: (Include Penicillin)  ______________________________________________________________________________________

Special Medication / Diet:(Attach Instructions of MD) ____________________________________________________________________

Limitations to Activities: ________________________________________________________________________________________

Medical Treatment within the Past Year: ___________________________________________________________________________
    q Bleeding / Clotting     q Hypertension    q Mononucleosis    q Heart Condition    q Eye, Ear, Nose, Throat    
    q Diabetes    q Asthma     q Convulsions / Seizures    q Tuberculosis     q Athletes Foot     q Chicken Pox

List Disabilities: ______________________________________________________________________________________________

Special Needs / Other:  ________________________________________________________________________________________

CHECK IF
CONDITION

EXISTS

P L E A S E  F I L L  O U T  B O T H  S I D E S  O F  T H I S  H E A LT H  C A R D

This  hea l th  h is tory  is  cor rect  so far  as  I  know,  and the person here in  descr ibed,

__________________________________________________________________________________
Has permiss ion to  engage in  a l l  perscr ibed camp act iv i t ies  except  as  noted in  wr i t ing.  Author izat ion 
for  Treatment :  I  hereby g ive permiss ion to  the medica l  personnel  se lec ted by the camp d i rec tor  o f  
Southern Cal i forn ia  B ib le  Conference,  to  order  X- rays,  rout ine tes ts ,  t reatment ;  to  re lease any 
records necessary  for  insurance purposes;  and to  prov ide or  ar range necessary  re la ted t ranspor ta -
t ion for  me/or  my ch i ld  in  the event  I  cannot  be reached in  an emergency.   I  hereby g ive permiss ion 
to  the phys ican se lected by the camp d i rec tor  to  secure and admin is ter  t reatment ,  inc lud ing hosp i ta l -
iza t ion for  the person named above.  The completed forms may be photocopied for  t r ips  out  o f  camp.  
I  a lso unders tand my ch i ld ’s  photo may be taken at  camp.  I  author ize Verdugo Pines B ib le  Camp to  
use these photos for  camper  en joyment  or  promot iona l  purposes.  Th is  author izat ion sha l l  remain 
e f fec t ive  un less revo lked in  wr i t ing.

S ignature o f  parent  or  guard ian:  _______________________________________ Date __________ 
I  a lso unders tand and agree to  ab ide wi th  the rest r ic t ions p laced on my camp act iv i t ies .

S ignature o f  minor  or  adu l t  camper  _____________________________________ Date __________ 


