ERC YOUTH EMERGENCY/HEALTH FORM
Camper Information
Last Name:_______________________________ First Name:___________________________
Address:______________________________________  City:___________________________
State:__________  Zip:______________  Date of Birth:_____________  Grade this fall:_______
Home Phone:____________  Cell:_____ ______  E-Mail:_______________________________
Staying on the Grounds:  Dorm_____  Cottage_____  Camping Area_____  Hotel_____  
Contact Information
1.   Parent/Guardian:_____________________________________________________
Address:__________________________________  City:________________________
State:______  Zip:_____________  Home Phone:______________________________  
Cell:_________________________  Work Phone:_______________________
Staying on the Grounds:  Cottage _____  Camping Area _____  Hotel _____
2.   Emergency Contact:__________________________________________________
Address:_________________________________  City:________________________
State:_______  Zip:____________  Home Phone:______________________________  
Cell:_________________________  Work Phone:_______________________
Staying on the Grounds:  Cottage _____  Camping Area _____  Hotel _____
All health information must be filled out if guardian is not staying on the grounds.
Health Insurance Information
Insurance Company Name:________________________________________________
Policyholder’s Name:______________________  Effective Date of Policy:___________
Policy Number:______________________  Group Number:______________________
Policy Holder’s Employer (if group policy):____________________________________
Health Information
Allergic to:_____________________________________________________________
Reactions:_____________________________________________________________
Camper is subject to: ear infections___ diabetes___ asthma___ other______________
Medications (all medications must be given by the nurse):________________________
______________________________________________________________________
Special Needs or Limitations:______________________________________________________
______________________________________________________________________________
I give consent for routine, non-surgical, emergency medical treatment of my child.  I am aware that I will be notified immediately in the event that my child needs to be seen by a doctor.

Parent/Guardian Signature                                                                                                       Date
Revised: 2013
