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Asian American Christian Fellowship

MEDICAL FORM AND LIABILITY RELEASE

Rwv. 0442008

Guest Group Name: Event Dates: 6/17/2018 to 6/22/2018
Participant Information weae prnt ineig
Name: Age: Genderr CM / CF
Fust Midde Last
Address: Height: _ Weight
City: State: Zip: Date of Birth: / I
E-mail Address: Phone: (
Check here if you do not wish to receive updates from The Oaks: [
Emergency Contacts paen o Loga Guardan Parscpartis une 12)
Name: Relationship: Work phone: ( ) Home phane: { )
Altemate Contact Work phone: ( } Home phone: ( )
Primary Care Physidan: Medical Office Phone: ( )
Insurance Carrier: Policy Number:
Present Health
ALLERGIES

Bee or Insect Sting Allergies: = Yes  Treatment for Past Stings: = B¢™Y  pryg Allergies: (st
I No U Epi-pen

Food Allergies: (ist) Other Allergies: (list)

MEDICATIONS:

Important! All Medications MUST be brought in the original container with doctor's instructions.

Activity Restrictions: Physical Handicaps:

Date of Last Known Tetanus Shat: (DPT)____/ Date of Last Physical Exam: | All Immunizations up to Date: = o>
Mardh [ Yo I Yew L’ m
Limiting fears? Dietary Restrictions?
Health History

We request that you volumteer any conditions below so we may best serve you and comply with siate regulations. Please complete all items and st the year for any that apphy.

____ ADDJADHD ____ Fainting or Dizziness Details on all current conditions noted on the left:

_____Anemia ____ Fractures (broken bones)

____Appendicitis ____ Frequent Ear Infections

___Asthma ____ Gall Bladder Disorder

_____Back Pain or Injury _____Hay Fever

_____Bedwetting ____ Heat Stroke or Exhaustion )

___ Bleeding/Clotting Disorder ____ Heart Disease or Defect List any other recent injunes, dinesses or disabilities with date of occurrence:
____Biood Pressure (highflow) ____ Hepatitis A, B, or C / /
____ Bronchitis ____Hemias [ /
___ Cditis _____Joint or Muscle Pain

. Concussion/Head Injury _____Knee Injury or Trouble / /
— Corrective Lenses (eyes) ~ ____ Migraine Headaches Recent hospitalization or surgeries:

_____ Cramps, severe —__Motion Sickness (list the duge, resson, hosplld name and location)

___ Cystitis —__ Pneumonia

____ Dental Appliances _____ Skin Conditions or Rashes

____Diabetes ___ Sleepwalking

____ Diarrhea/Constipation _____Sprains or Strains OFFICE l:,SE OI:ILY
_____Dislocations ____Tuberculosis Meds.

— Eating Disorder —_ Tumaor or Growth HIl/inj.

____ Emotional/Behavioral Issue __ Ulcer Elu.
____Epilepsy orConvulsions ~ ____ Urinary Difficulties HS Check
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