Community Service Initiative Health Form

_________________________________________________________________________Gender  M /  F

Name of Participant
_____________________________________________________________________________________
Street Address


   City                                         State 

            ZIP

Phone #:(____)____________________ E-mail:________________________________Birthday:__/__/_

Parent/Guardian #1

Name:_________________________________Home Phone:____________________________________
Business Phone:_________________________Cell Phone:_____________________________________
Parent Guardian #2

Name:________________________________Home Phone:_____________________________________
Business Phone:________________________Cell Phone:______________________________________






Emergency Contact:

Name:_______________________________Home Phone:______________________________________

Business Phone:_______________________Cell Phone________________________________________
MEDICAL INFORMATION

Specify any food or other allergies: ____________________________________________________________________________________________________________________________________________________________________________
Health insurance company________________________________________________________________
Policy number__________________________________________________________________________

Policy holder name______________________________________________________________________
Policy holder Social Security #_____________________________________________________________
(If you have any medical problem(s) that we should be aware of, attach a note to this form.)

______________________________________________________________________________________




                  Allergies to medicine (please list all)
Physician Name_________________________________________________________________________

Physician Phone________________________________________________________________________

MEDICAL POLICY:

In case of a medical and/or surgical emergency, I hereby give permission to the physician selected <<AGENCY NAME>>  to hospitalize, secure proper treatment for, and/or order injections, anesthesia, or surgery for my child. This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the performance of such surgery. 
PARENT/GUARDIAN SIGNATURE______________________________________________________

A signature on the health form and the Code of Conduct form are required to participate in <<PROJECT>>.
