
ARKANSAS TE,CH U]'{TVERSITY SIJMMER CAMP
HEALTH RECORD

Please Print

N*mc 'Parenl or Guardi

Parent's Address Phone

Street

City

Name and phone number of another party

. Qrote

whs roay be conhced in case of emergency:

zrp

Name Phone

Check below the diseases you have had:

Measles
Mumps
Chicken
pox

Previous Injuries. Nanrre of Inj

Pneumonia
Appendicitis
Mononucleosis

Asthma
Hay fever
Sinus headaches

Fr'equent colds

Kidney problems
Ear trouble

Date Injuries Occurred?

Other Medical Problems or Speeial Instructious

Are you AI-LBRGIC-Io any
I

medicine? If so, list:

Other Nler'gies:

Blood rype, if ]cnqwn

Contact lenses?

Posidve or Negative?

Taking daily medicine? Describe-

I authorize the Arkmsas Tech University Camp to obtain licensed

physicians of their choice for medieal treatrnent and diagnostic procedures deemed Decessary il the event of any iilnes or

accidenr. rn the evenr of an emergency, r $ve my permission for any procedure the physicians feel are imperative, undenlan-

ding that every auempr will be maaato notifo ,iJp"r"oa or legal g"^r$un hrst- (If religiousbeliefs are held by yourfgrily

thar would complicate medieal procedures, pte^s.^ attach a nole ro this form-) AIso, I hereby authorize the Student-IJealth

Service at Arkansas Tech Univ.ersiry m provide med.ication and/or treamert as authorized by the consulting physician and

'deemed 
appropriate by the Registered Nurse in charge'

Snrdent's Signatilre Date
Parent's Signanrre (This is mandatory)

Name of Family Doctor Town

I hereby

Arkansas

certify that the above named studenL is physically able to participate

Tech Universiry

Family PhYsician's Signanrre or
Copy ol CamPer's PhYsical Exam

@areci within 12 months of beginning
of Camp.)

Phone

in the

Camp.

Dite


