NET Ministries Discipleship Week 2010
              Official D-Week Teen Participant Health Form  (page 1 of 2)
 (Parents/Guardians: This Form must accompany Registration Form and payment
for your son/daughter to be officially registered for D-Week.)
Name:_______________________________________BirthDate:________________Sex:______Age:______

                       Last                                                                First                                             M.I.
Parent(s)/Guardians:______________________________________________________________________

Home Address:___________________________________________________________________________

                                                                                                                                                                     City                                                                                               State                           Zip code
Home Phone: (____)___ __________________  Work Phone:(_____)____________________________

Emergency Contact (Designated person to make decisions if parent/guardian is unavailable):
Name:___________________________________Relationship:____________________________________

Home Phone: (_____)_______________________Work Phone:(_____)_____________________________
Health History:  Check and explain below.  If there has been a serious medical occurrence within the last two years, include any recommendations or restrictions suggested by the attending physician.


Explanation:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________               

Name of Family Physician: ____________________________________________Phone:(____)______________  

Name of Family Dentist/Orthodontist: __________________________________ Phone:(____)______________

Insurance Company: _________________________________________________Policy #___________________

Address: ____________________________________________________________Phone:(____)______________
                                                                                                                                                 City                                                 State              Zip code
MEDICATIONS:  If your son/daughter is currently taking prescribed or over-the-counter medication, those medications must be up-to-date and labeled clearly in the original containers with your child's name, the name of the medication, dosage, and administration time(s).  Please inform the D-Week Director or staff upon your arrival of these medications.  All medications will be kept with the D-Week Director (or a designated adult) and made available at the designated dosage times.

D-Week Health Form

              D-Week Staff Incident Report  (page 2 of 2)               

 (To Be Filled Out by Official NET D-Week Staff Only)
Illness/Diagnosis:  
Signs and symptoms of illness or injury:_________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________

Action taken/prescriptions:

____________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Doctor:_______________________________________ Location:_____________________________________

Reported By (Staff Name):________________________________________________________

Parent Contact:
Date:_____ Who was contacted:________________________________________________________Initials:_____

Note:______________________________________________________________________________________________________________________________________________________________________________________

Date:_____ Who was contacted:________________________________________________________Initials:_____

Note:______________________________________________________________________________________________________________________________________________________________________________________

Date:_____ Who was contacted:________________________________________________________Initials:_____

Note:______________________________________________________________________________________________________________________________________________________________________________________

Date:_____ Who was contacted:________________________________________________________Initials:_____

Note:______________________________________________________________________________________________________________________________________________________________________________________

IMMUNIZATIONS:


(include year administered)


____ Haemophilus influenza B (hib)


____ MMR


____ DPT


____ Tetanus booster


____ Polio


____ Hepatitis B 





( Asthma		                           ( Hearing Impairment            ( Diet restrictions


( Chicken Pox                   ( Heart defect / disease           ( Other restrictions


			     Month____                    ( Menstrual problems            ( Special concerns


	     Year_____                     ( Mononucleosis                    ( Drug allergy (what)


( Diabetes                          ( Orthodontic device              ( Food allergy (what)


( Ear Infections                 ( Strep Throat                         ( Insect sting allergy


( Epilepsy/Seizures           ( Visual Impairment               ( Poison Ivy allergy


     							                                                                                                ( Other allergy





IMPORTANT – PARENT/GUARDIAN MUST SIGN THIS FORM BELOW FOR ATTENDANCE





This health history is correct so far as I know. The D-Week Host will receive any changes in writing before my son/daughter arrives at D-Week. The person herein described has permission to engage in all prescribed camp activities except as noted.





Authorization for treatment:  I hereby give permission to the medical personnel selected by the D-Week Director to order X-rays, routine tests, treatment, and necessary transportation for my son/daughter. In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the D-Week Host or designated NET Staff to secure and administer treatment, including hospitalization, for my son/daughter as named above.





Please check (()  if you give permission for the D-Week Host or designated D-Week Staff to give over the counter medication to your son/daughter (Aspirin, Ibuprofen, Cough Syrup):  ___YES   ___NO 





Signature of Parent/Guardian:____________________________________ Date:____________________








