Medical Record Form

Kentucky-Tennessee Conference of Seventh-day Adventists


ADVENTURERS
Full Name:____________________________________________Called:_________________________

Birth Date:_____________________________________   

Home Address: ___________________________________________Phone______________________


City: __________________________   State: _____________  Zip: ______________

Father's Name _______________________________Day Time Phone________________________

                                                                                         Night Time Phone_______________________

Mother's Name ______________________________ Day Time Phone ________________________







       Night Time Phone________________________

Emergency Phone (friend or relative)______________________________
Physician's Name ______________________________________Phone # ________________________

Medical Insurance Company ___________________________ID Number ___________________________

Parent's Social Security #_________________________ Child's Social Security #________________________

Does your child have a history of any of the following: (circle)

Heart Disease


Immune Deficiency

Seizures/Convuls​ions

Asthma



Emotional Disorders

Cancer





Kidney Disease


Liver Disease


Hyperactivity

Diabetes


Hepatitis


Bleeding Disorders/

Anemia



Heart Murmur


Hemophilia

Nose Bleeds


Bed Wetting


Chicken pox

Measles



German Measles

Rheumatic fever

Does your child have Allergies and what is the reaction? (ie. food, medicine, insect bites, hay fever, or reactions to particular areas, etc)____________________________________________________________________________

_______________________________________________________________________________

Is your child taking any medications regularly? _______ for what?_____________________________

Name of medication & dosage________________________________________________________

Has your child ever been hospitalized? __________________________________________ If so, When?_______ 

Why?________________________________________________________________________________

​

When was your child's last physical exam? ________________________________________

Is there any reason to restrict full activity, including, but not limited to, swimming,

long hikes, or strenuous physical games? explain________________________________________

Date of Last Immunizations: 

DPT (Diptheria, Pertussis, Tetanus)________________    Polio______________

MMR (Measles, Mumps, Rubella) ______________   Hepatitis B______________ 

HIB (Hemophaeliz Influenza)_________________   Tetanus (last Booster)_______________

Does your child wear contact lenses?  yes  no            Removable dental appliances?  yes   no  

Does your child have any medical problems not covered above? ______________________

___________________________________________________________________________

Authorization to Treat a Minor


I (we) the undersigned parent, Parents or legal guardian of:  _______________________________

Name of Adventurer
In case of emergency, I understand that every reasonable effort will be made to contact me. In the event that I cannot be reached, I hereby give permission to the physician selected by the adult leader in charge to secure proper treatment, including hospitalization, injections of medications, anesthesia or surgery for my child. 

As a parent or legal guardian of the above named Pathfinder, I am in favor of him/her attending club functions and accept the conditions named.  The health history given by me on this form (front and back) is correct so far as I know, and the person herein described has permission to engage in all prescribed activities, except as noted.  In addition I have read and understand the emergency authorization statement and give my full consent to the terms found therein. Permission for photo copying of this health record is granted.

Signed ___________________________________________

Relationship to child ____________________________

Date:_________________________                                                 

This section is for the notary to sign if your state requires it.

