	PRIVATE
Health History and Emergency 
	Medical Form 

	Medical Information 
	Aslan Adventures Inc. 


	PRIVATE
Aslan Adventures Inc.
	Group Name __________________ 

	3217 River Road, Elkton, VA 22827
	Group Leader _________________ 

	540-298-0588
	


	PRIVATE
Sections A and B are to be filled out by the: parents/guardians/adult participant. 

	Section C is to be filled out by a licensed medical personnel if any question in Section B is answered with a "Yes". 


A) Contact Information:

	PRIVATE
Participants Name________________________________________Birth date_________________ 

	Social Security Number____________________________Sex_________ Age_______________ 

	Parents/Guardians_______________________________________________________________ 

	Home Address_________________________________________________________________

	City______________________________ State________ Zip____________________________

	Home Phone (_____)________________ Business Phone (_____)_________________________


Email __________________________________________________________________________

	PRIVATE
If not available in an emergency, notify________________________________________________ 

	Home Phone (____)_________________ Business Phone (_____)_________________________


B) General Health History: Has the participant ever been treated by a doctor for any of the following? (Every item must be checked) 

	PRIVATE

	Yes 
	No 
	
	Yes 
	No 
	Diseases 
	Yes 
	No 
	Severe Allergies
	Yes 
	No 

	Problem w/Teeth 
	
	
	Convulsions/Seizures 
	
	
	Parkinson’s Disease 
	
	
	Insect Stings 
	
	

	Skin Problems (not acne) 
	
	
	Heart Defect/Disease 
	
	
	AIDS/HIV 
	
	
	Foods 
	
	

	Hearing/eye problems 
	
	
	Bleeding/Clotting 
	
	
	Tuberculosis 
	
	
	Drugs 
	
	

	Kidney Problems 
	
	
	High/low blood pressure 
	
	
	Cancer 
	
	
	Poison Ivy etc.
	
	

	Cysts, tumors, growths 
	
	
	Hernia 
	
	
	Hepatitis 
	
	
	Pollens 
	
	

	Serious injuries 
	
	
	Diabetes/hypoglycemia 
	
	
	Other diseases 
	
	
	Other allergies 
	
	

	Bone/joint problems 
	
	
	Asthma/breathing Problems 
	
	
	Details:
	
	
	
	
	

	Back problems 
	
	
	Eating disorders 
	
	
	
	
	
	
	
	

	Emotional problems 
	
	
	Diarrhea/Constipation 
	
	
	
	
	
	
	
	

	Any disabilities 
	
	
	Dizzy Spells/Migraines 
	
	
	
	
	
	
	
	

	Frequent Ear Infections 
	
	
	
	
	
	
	
	
	
	
	


	PRIVATE
Operations/Serious Injuries (details): 

	Disability or Chronic/Recurring Illness: 

	Any dietary restrictions: 

	Any activity restrictions: 

	Current Medication (w/instructions): 

	Misc. Comments/Details/Treatments: 

	Date of last Tetanus immunization: _____/_____/_____ Height:________ Weight:_______ 

	Name of Family Physician______________________________Phone (_____)_______________ 

	Do you carry family medical/hospital insurance?______ If so, indicate:

	Carrier:_________________________ Policy or group #________________

	I empower the group leader and or the staff of Aslan Adventures to act for me in accordance with their best judgment in case of emergency. I hereby give permission to the physician selected by the "group leader" and or “Aslan Adventures staff” to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for my child as named above if unable to reach me by phone.



	Participant's Signature & Date: 

	Parent's Signature & Date: 


C) Health Care Recommendations By Licensed Medical Personnel: NOTE: If you checked "YES" to any of the questions in section B you are required to get a licensed medical practitioner to perform a physical and fill out section C before coming.
	PRIVATE
Blood Pressure:__________________ 

	The applicant is under the care of a physician for the following condition(s): 

	

	Current treatment (include medication) 

	Known allergies: 

	Dietary restrictions: 

	Activity restrictions: 

	Other comments: 


	PRIVATE
Medical Release/Approval 

	I have reviewed the patient’s medical history in part B of this sheet and I have performed a physical exam. In my opinion, I find him/her to be in suitable condition for participation in an active program which may include high-intensity activities (except for as noted above). 

	Medical Personnel’s Name________________________________________________________________



	Address_____________________City__________State______Zip________Phone (___)______________



	Licensed Medical Personnel signature:______________________________________Date_____________ 


