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Headwaters Mission Center Gathering Ministries
Name: _______________________________________

Event Name: _______________________ Event Year: ____________
Youth Health Information Form
Name: _______________________________________

Event Name: _______________________ Event Year: ____________

Are the Participant’s immunizations current?  
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  Yes    No - If No, please explain: ___________________________________________________________________________________
You must attach the following:

 Photocopy of immunization record or exemption form

You must attach a photocopy of insurance card

Please explain any “yes” answers.
	Yes
	No
	Are you allergic to any foods, latex, medications, insects, etc.?

________________________________________________________________________

	Yes
	No
	Are you currently under a physician’s care for a medical condition? 

________________________________________________________________________
________________________________________________________________________

	Yes
	No
	Are you currently taking any medication? List or attach a photocopy.
________________________________________________________________________
________________________________________________________________________

 ____Blood thinners      ____ Nitro glycerin        ____ Insulin        ____ Epi pen

	Yes
	No
	Do you have any physical restrictions, emotional, medical or psychological conditions that we should be aware of?

________________________________________________________________________

	Yes
	No
	Have you recently been exposed to a contagious disease?

________________________________________________________________________

	Yes
	No
	Any dietary needs?  ___Diabetic    ___Vegetarian ____Gluten Free
Other ________________________________________________________________

	Family Physician: __________________________________
	Phone w/area code: _________________

	Medical Insurance Provider: __________________________
	Policy #: __________________________

	Dental Insurance Provider: ___________________________
	Policy #: __________________________


  Permission for Medical Treatment
I, the undersigned parent, legal guardian, or applicant, hereby authorize any necessary medical treatment for this participant/myself. I also guarantee payment of all charges incurred during this medical treatment.

Participant signature (if 18 or older)______________________________________________________ Date________________

Parent/Guardian Signature_____________________________________________________________ Date________________
Medication must be brought in original containers.  If attending a youth only event, medication will be given to the event medical staff.
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