Valley Youth Network

724-238-9441

Health Form 
Name___________________________________

Address_________________________________

City_____________________State_____Zip_____________

Date of Birth___________________________School Grade______________________

Parent or Guardian_______________________________Home Phone____________________________

Parent or Guardian_______________________________Work/Cell Phone_________________________

(If applicable fill in approximate dates)

_____Frequent Ear Infections

Operation or serious injuries (dates):______________________________

_____Hear Defect/Disease

___________________________________________________________

_____Convulsions


Chronic or recurring illness or medical condition:____________________

_____Diabetes



____________________________________________________________

_____Bleeding/Clotting Disorders
Wear eyeglasses or contacts?____________________________________

_____Hypertension


Any specific activities to be limited by physician?____________________

_____Mononucleosis


_______________________________________________________

Diseases



Dietary restrictions:_______________________________________

_____Chicken Pox


Current Medication(s) (Send with instructions):__________________

_____Measles



Medical condition for prescribed medication(s):__________________

_____German Measles


____________________________________________________________

_____Mumps



Other Diseases:______________________________________________

Allergies



Name of dentist/orthodontist:___________________________________

_____Hay Fever


Phone:______________________________________________________

_____Ivy Poisoning


Name of family physician:______________________________________

_____Insect Stings


Phone:______________________________________________________

_____Animals



Tetanus Vaccine (date of last):__________________________________

_____Asthma





_____Penicillin





_____Other Drugs ______________
Do you carry family medical insurance? Yes_______No________

_____Foods ___________________
If so, indicate: Name of Insured__________________________________

Other (specify)



Carrier:_______________________Policy of Group#_________________

RELEASE OF LIABILITY

I understand that parts of the Valley Youth Network program may be physically and emotionally demanding.  I affirm that my health is good, and that I am not under a physician’s care for any undisclosed condition that bears upon my fitness to participate in these activities.  I recognize the inherent risk of injury or disability in these activities.  I understand that each participant must assume the risk of injury that could result from any of these activities.  I release the Valley Youth Network, its staff member, and Board of Directors from all liability for any injury to me from participation in these activities.

Date___________Participant's Signature__________________________________________________________

Date___________Parent/Guardian Signature______________________________________________________

