STUDENT HEALTH RECORD
For School use only – please do not send to Camp Kulaqua
Students Name:   _________________________________________________________

History: (circle all that apply) Abscessed ears, Bronchitis, Fainting, Upset Stomach, Kidney Trouble, Convulsions, Sleepwalking, Athlete’s Foot, Bed Wetting, Asthma, Diabetes.

Allergies: (PLEASE BE SPECIFIC) Drugs________________ Plants _______________ 

Bee Stings _______________Animals_______________ Foods______________ Other_______________

Year of Immunizations: DTP_______ Tetanus_______ Polio_______ MMR_______

Routine Medications: ___________________________________________________________________

Suggestions from Parents: _______________________________________________________________

Activity restrictions: ____________________________________________________________________

Medical restrictions: ____________________________________________________________________
IMPORTANT: In case of serious illness or emergency, I ______________________________ do willingly give permission to the physician selected by the school to secure proper treatment including: Ordering injection, hospitalization, Anesthesia, or surgery for my child. 

Print Name: _____________________________________________
       Date: ____/____/____

Signature: ____________________________________  
Relation to student: __________________

Home Phone # _____-______-_______
Work # _____-______-_______
Cell#_____-______-_______
Parental Release Form
I am in favor of (child’s name) ___________________________________ attending the Outdoor Education program at camp Kulaqua, and participating in all activities unless otherwise specified on the Health Record. As parent or legal guardian, I accept the conditions named, including the release of Florida Conference and Camp Kulaqua from liability in case of accident or illness. [image: image1.emf]X

 Parent or Guardian


