
Participant’s Name _____________________________ Sex _____ Birth Date __________ Age ________

Street Address ___________________________________City ___________________ Zip ___________

Home Telephone (______)______________________ Cell Telephone (______)_____________________
Health History
Family Doctor _____________________________________ Phone (______)______________________

Family Dentist _____________________________________ Phone (______)_______________________

Special information
Information will be shared on a “need to know” basis with appropriate staff/volunteers only
Condition(s) (please check all that apply and describe them below)

Allergies ______________

Asthma _______________

Blackouts ______________

Diabetes _______________

Heart Condition __________

Kidney Problems _________

Seizures ________________

Severe Headaches ________

Other __________________

Description______________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Medications _____________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Emergency Information
In case of an Emergency, we should contact:

Name _________________________________________ Phone (______)_____________________________

Name _________________________________________ Phone (______)_____________________________
Permission for Medical Treatment
In case of an Emergency, I hereby give permission to be transported to the nearest hospital/emergency center for medical or surgical treatment.

Signature ________________________________________________________ Date ___________________
ADULT HEALTH HISTORY AND MEDICAL RELEASE FORM 


FOR PARISH PROGRAM AND ACTIVITIES











