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Youth Health Form/Permission Slip 

Student Name:      
 FORMCHECKBOX 
Male  FORMCHECKBOX 
Female 
Age:      
Height:       ft.      inches
Hair color: 

Eye color 

Home Phone:      
Student Cell Phone:      
Parent(s)/Guardian(s) Name(s):      
Address:      
City/Zip:      
Father’s/guardian’s work phone:      
Mother’s/guardian’s work phone:      
Father’s/guardian’s cell phone:      
Mother’s/guardian’s cell phone:      
Farm Bureau Youth Health and Medical Information

List any physical conditions the staff should know about.

This information will be kept confidential and used only for the welfare of the participant.

Emergency Phone Numbers (please list two numbers and contact names of person at each number).
Contact Name#1:     
Phone:      
Relationship:      
Contact Name #2:     
Phone:      
Relationship:      
Insurance Company:      
Policy Number:      
Insurance Agent:      
Agent’s Phone:      
Family Doctor:      
Doctor’s Phone:       
Name(s) of medications currently taking and dosages (if any or indicate “none”):     
Known Allergies (if any or indicate “none”):      
Existing Medical Conditions (if any or indicate “none”):      
Latest Tetanus Immunization Date:      
Contact Lenses?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Special Medical Treatment Instructions (if any or indicate “none”):      
I understand that in the event medical intervention is needed every attempt will be made to contact immediately the persons listed on this form.  In the event I cannot be reached in an emergency during the activity dates shown on this form, I hereby give my permission to the medical professional selected by the activity leader to hospitalize, to secure medical treatment, and/or order and injection, anesthesia or surgery for my child as deemed necessary.  

I understand that my insurance coverage for my child will be used as primary coverage in the event medical intervention is needed.  Coverage by Farm Bureau Youth through its accident policy will be used as a backup for what my family’s insurance does not cover.  

I understand all reasonable safety precautions will be taken at all times by the Farm Bureau Youth organization and its agents during the events and activities.  I understand the possibility of unforeseen hazards and know the inherent possibility of risk.  I agree not to hold Farm Bureau, its leaders, employees, and volunteer staff and members of the State Youth Committee liable for damages, losses, diseases, or injuries incurred by the subject of this form.

Signature of Parent/Guardian 




   
           
Date: 





Signature of Student (if over 18 years old) 




 Date: 





If your child should require medical attention for injuries received or illness contracted prior to activity, please send us the necessary information to give him/her proper medical care during his/her time with us.  If possible please include a photocopy of your insurance card. This will be kept confidential and will only be used in the event of an emergency.

Parent Information and Release Form (Sample)

Name of Activity and Date(s):      
(Please Print or Type)

Name of Student:      
Date of Birth:      
Age:      
Sex:  FORMCHECKBOX 
Male    FORMCHECKBOX 
Female

Address:      
City:      
State:      

Zip:      
Phone Number:      

Cell Phone:


E-mail:      
Important Aspects of Activities Information:

The 
 (County) Farm Bureau Youth Council will be attending the     


  (name of event) at 





(location), city, state) on 



 (date).

We will be leaving on (Day & Date): 


 at (Time & A.M./P.M.)


. We will be meeting at (location) 





 and riding in volunteer vehicles driven by adult chaperones to (destination)






.

Description of event:       Each activity will be chaperoned by adult supervisors and volunteers. 

Contact information: The phone number at the event is (phone) 




. If you need to reach your son or daughter for any reason during this trip this is the number to call, or you can reach me on a cell phone number at 





.

We will return home at approximately (Day, Time & A.M./P.M.) 




.

Any additional questions about our trip should be directed to the county youth advisor 




 (name) or to the County Farm Bureau office at 


(County Farm Bureau Phone number). 

Please complete the activities permission form and the parent and student release statement enclosed, and return them to the youth advisor or to the County Farm Bureau Office by 



(deadline).

Activities Permission Sheet (Sample)

Listed below are the activities we plan to offer on the trip to 



(event).  Please place your initials next to the specific activities listed below to indicate your approval of your child’s participation.

Type of Activities (advisors write activities next to blanks)

____      
____      
____      
____      
____      
____      
Rules of Behavior Expected of Each Student

1. No alcohol or drugs permitted

2. Attendance at all sessions is mandatory.

3. Show courtesy and respect to all participants and adult chaperones.

4. No smoking.

5. No knives or weapons.

 Parent/Student Release Statement


As parent/legal guardian of 






, 

I have reviewed the information about the Farm Bureau Youth activity and give my permission for the subject of this release to be involved in the overall activities and in the specific activities that I have initialed in the activity information section above.  


I/We have reviewed the rules of the activity and agree that the subject of this release will abide by them.  I/We also acknowledge that if the subject of the release has to return home early for discipline violations, it will be at my/our expense.


I/We consent to the use of any video images, photographs, audio recordings, or any other visual or audio reproduction that may be taken of the subject of this release during the activity/event to be used, distributed, or shown as the Ohio Farm Bureau Federation sees fit.  


I/We understand all reasonable safety precautions will be taken at all times by the Farm Bureau Youth and its agents during the events and activities.  I/We understand the possibility of unforeseen hazards and know the inherent possibility of risk.  I/We agree not to hold the Ohio Farm Bureau Federation, the County Farm Bureau Organization, the local or state Farm Bureau Youth program, its leaders, employees, and volunteer staff liable for damages, losses, diseases, or injuries incurred by the subject of this form.  

Parent/Guardian Signature_________________________________________________________

Student Signature________________________________________________________________

Date 





Medical Conditions Form
Chronic Problems or existing conditions:

 FORMCHECKBOX 
 No known existing medical conditions or problems

 FORMCHECKBOX 
 Ear Infections

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Headaches

 FORMCHECKBOX 
 Bedwetting

 FORMCHECKBOX 
 Sleepwalking

 FORMCHECKBOX 
 Learning Disability

 FORMCHECKBOX 
 Psychiatric Care

 FORMCHECKBOX 
 Seizures

 FORMCHECKBOX 
 Glasses

 FORMCHECKBOX 
 Contact Lenses

 FORMCHECKBOX 
 Retainer

 FORMCHECKBOX 
 Braces

List other conditions or more fully describe conditions marked above.

Allergies:

 FORMCHECKBOX 
 No known existing medical conditions or problems

 FORMCHECKBOX 
 None

 FORMCHECKBOX 
 Food

 FORMCHECKBOX 
 Medication

 FORMCHECKBOX 
 Penicillin

 FORMCHECKBOX 
 Insect Stings

 FORMCHECKBOX 
 Hay Fever

 FORMCHECKBOX 
 Other-Specify:

HEALTH HISTORY: (To be completed by Parent/Guardian)
Describe management of any chronic problems and/or allergies:

Describe any past medical treatment, surgeries, hospitalization, injuries, special restrictions, or considerations while at camp:

Describe treatment your child receives for emotional, learning, or psychological concerns.

Dietary restrictions:

Please use this space to provide any other information about your child’s health:

(over)
PARENT/GUARDIAN AUTHORIZATIONS

CAMP MEDICATIONS:

The following list includes over-the-counter medications recommended by our conference’s Director of Health Services. These are available to treat minor afflictions as listed below. The dosage is determined according to the size/age of child, and the specific directions listed on the medication. Please indicate whether or not these treatments may be given for each condition listed. *Reminder: The camp will contact you immediately if illness develops, or emergency treatment is required!*

YES 
NO 
MEDICATION 


CONDITION

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Acetaminophen (Tylenol) 
Relief of minor headache or fever

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Ibuprofen 


Inflammation and Pain

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Chloraseptic Spray 

Sore Throat

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Sore Throat Lozenges 

Sore Throat

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Sudafed 


Relieve Congestion, runny nose

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Antihistamine 


Relieve allergic reactions.

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Kaopectate 


Diarrhea

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Mylanta, Tums 


Nausea/Vomiting, Indigestion

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Hydrogen Peroxide 

Clean abrasions/cuts

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Neosporin/Antibiotic Ointment
Treat abrasions/cuts

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Noxema & Solarcaine 

Relief/Treatment minor burns.

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Caladryl/Calamine Lotion 
Poison Ivy

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Hydrocortisone Cream 

Poison Ivy

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
Nox-a-Sting, Cortaid 

Bee Sting

OTHER MEDICATIONS to be taken while at The Event:

(All medication MUST be sent in its original container. Dosage and schedule to be completed at registration.)

PERMISSION TO GIVE MEDICINE:

I hereby give permission for the camper previously named to receive the above over-the-counter medications as indicated at the direction and under the supervision of designated advisor.

Signature Parent/Guardian:




  Date: 





I hereby give permission for my child to participate in all camp activities except as previously noted. Further, I give permission for use of photos of my child to be used in camp promotion unless noted. My child will follow the rules of the event and the directions of the designated advisors.

Signature Parent/Guardian:




  Date: 





AUTHORIZATION FOR TREATMENT:

I hereby give permission to the medical personnel selected by the designated advisor to provide routine health care; to administer medication; to order X-rays, routine tests, treatment; to release any records necessary for insurance purposes; and to provide or arrange necessary related transportation for my child. In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp director to secure and administer treatment, including hopitalization, for the person named above. This completed form may be photocopied for trips out of camp.

Signature Parent/Guardian:




  Date: 





CAMPER CHECKOUT:

When the normal camp session is complete, the following adult(s) will be picking up my child:

Name:_____________________________________________________________Phone: 



Please call the Campus Center at 614-823-1216 if this name changes prior to the checkout time. Thank You!
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This sheet must be completed and returned even if old officers are re-elected or your council will not receive any information.  List all members on the other side of this form.
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