Calvin Crest Outdoor School
45800 Calwm Crest Road Oékirst,CA 93644-9614
(559) 683-4450 FAX (559) 683-7118 Web page: @lvincreg.com E-mail:outdoored@calwicrestcom

OUTDOOR SCHOOL REGISTRATION & MEDICAL INFORMATION FORM Piease type or print in ink clearly.

Student Last Name First Name Sex~ Male ~ Female
Birth D ate / / Home Ptine ( ) Parent RisinessPhone ( )

Mailing Address City Zip

E-mail Addess Studat Socéal Seuity #

Parent§)/Guardan(s) Namg
THE FOLLOWING PERSON(S) ISARELEGALLY RESTRICTED FROM SEEING THISSTUDENT : Please type or print in ink clearly.

Last Name First Name Relabnsip
Last Name First Name Relabndip
Last Name First Name Relabnsip

THE FOLLOWING PERSON(S) ISARE THE ONLY ONES (BESIDES PARENTS) PERMITTED TO REMOVE THE STUDENT FROM
CALVIN CREST:

Last Name First Name Relabndip
Last Name First Name Relabnsip
Last Name First Name Relabngip

MEDICAL INFORMATION

All prescription and non-prescription meations, including vitamins, must be tudnan to the Calvin Crest first aid person onivat at Calvin Crest. This
information will be kept confidatial. (One inhaler for asthmatstudents may be kept by theif necessary

Please N ote the Following: Only medicaion properly prescribedfor the studenwill be given to him/her.No prescribed medications will be givanless it is sent
in the original prexription bottle or packae and clearly labeled with the studestname and dosage by the pharmdagtor. Non-prescription meditons and
vitamins in their original packaging, must be laliklgith the student’s name andcampanied by doctor’'s wréh orders.DO NOT SEND a week’ssupply of
medi@ation ina baggy omediation box. Medicatons broughwithou docta’s written orérsCANNOT be given to students at Calvin Crest.

We takethe health and safety of each student very srioudy. We cannot properly care for your son/daughter without this essential infor mation.
MEDICAL HISTORY

ASTHMA? Chronic? or Seasonal? If chionic, how fequent ar¢he episods? Date of last episode
Medications for ta@ment What factors trigger asthmatic epides? (i.e. pollen, exercise, etc.)

Does the studé have a nmulizer? ~ Yes ~ No If so, how often is itsed?

DIABETES? ~ Yes ~ No Ifys, when was it diagpsed? Who givesétstudenhis/her ifectiors?
Considezd: BRITTLE 1 2 3 4 5 STABI(Eircle number for degreefostability)

Medications for t@ment

Is the stud# able to calulate andhange dosa&gto compesate for gerciseetc. 2~ Yes ~ No
HEART DISEASE? ~ Yes ~ No If yes, pleasexplain
ALLERGIES? (Check all that apply)

~ Foods - please list ~ Milk ~ Insets/Bees ~ Dust ~ Other

~ Medications - please list ~ Plants - please list

Circle eachsymptomwith student’s last allergc attack:  Shortnes of Breah Hives Tightnes in Chest Sneedng, Runny No%, Rednes in Eyes

PLEASE NOTE: Student may take Benadlfgr allergicreaction onlywith Doctor’s written ordes.

Prefered meicatbn forminor abes, paininjuries May only be given with Doctor’s written orders ~ Ibuprofen ~ Tylenol ~ Aspirin
PHYSICAL HANDICAP? ~ Yes ~ No If yes, pleasexplain
SEIZURES? ~ Yes ~ No If yes, pleasexplain
OPERATION OR SERIOUS INJURY: (Please include datgs
CHRONIC OR RECURRING ILLN ESS ORMEDICAL CONDITION:

DIETARY RESTRICTIONS: (We are not egipped to povide speciddiets.)
ACTIVITY R ESTRICTIONS/LIMITAT IONS:

Please attach sparate sleet to more fully eplain any above condtions/concerns regarding student’s halth during time at Calvin Grest.

To help us deal tactfullwith students, please let us knowdfur child: ~ Wets the bed ~ Has had recent changes/trauma Wwhitay impact emotional,

physial, or matal wel-being  For gils ~ Has darted memstruating Exgain items checked

(PLEASE TURNPAPER OVER AND COMPLETE OTHER SIDE)



STUDENT’'S NAME

Last Tetanus Stt (Mo & Yr) / This musbe currentgivenaround the ageof 5 &14. Immunizationswrent?~ Yes ~ No
IS THE STUDENT QURRENTLY TAKING ANY M EDICATIONS? ~ Yes ~ No If yes, pleasesti all medications below
MEDICATON DOSAGHFREQJENCY TYPE OF ILLNESS BEING TREATED
1.
2,
3.
If more than 3 medications are being used, pleaselt separate sheet with the informatifor the other medications.
PARENT/GUARDIAN with primary custody. Relationship:
Phone numbers where yoan be reached dag the week o®utdoor School:
Daytime phonef ) Evening Phond: ) Pager{ ) Cell( )
PHYSICIAN(S): Phone{( )
Phone{ )
DENTIST/ORTHODONTIST: Phone( )

PARENTAL STATEMENTS AND PERMISSION

AS FAR AS | KNOW, the health history provided on this form is correct and the student herein described, has my permissigetm exig@utdoor
School ativities except asnoted alove.

| REALIZE that individuals at Outdoor School can injurentiiselves without fault othe part of Calvin Crest personnel. le@de Calvin Crest from
responsibility for injry to my aild.

| UNDERSTAND that Calvin Qrest is located in ameote mountain region and thahergencycare, even bgmbulance, can take as long as 90 minutes.
The stucent named hove ha no currem condition that wauld warrant closer emergency medi¢&are.

| GIVE PERMISSION on behalf of myhild for theuse of thedllowing by Calvin Crest for promotional purposes: (a) picdueken while at Calvin
Crest; (b) quotations from evaliationdletters rehting to the Outdor Schml experience.

| GIVE PERMISSION for my dild to engage in all presbed activities, e»apt as noted. | will make sure rolyild understands and agsee abide

by therestrectionsnoted a OutdoorSchool atvities.

If special medicatin is involved, | WILL INSTRUCT MY CHILD to take responsibility for dng to the Calvin Crest First Aid Person at scheduled
times for ths purpose.

AUTHORIZATION FOR TREATMENT: | HEREBY GIVE PERMISSION to the medical personnel s¢&ztby the Outdoor School Dater, to

provide medical treatmefor the above named gient as deemed ecessary. This may ihme transportation to a medicatiflity. In thke event ofin
emergency in which | cannot be reached, | hereby giwv@ermission to the physician selected by camp medical personnel to secure and administer

treatment, includig hospitalization for the above nameddisiut.

| WILL BE RESPONSBLE for notifying Calvin Crest of any new medicinformation regardig this student during thieme the student is at Calvin
Crest.

| UNDERSTAND that health and accident insurance pebta is my reponsibility. See information below.

PRINTNAME SIGNATUREOF PARENT/GWARDIAN
(Parent or Guardian)

DATE

INSURANCE INFORMATION: Please include Social Security Numbepdfmary holder: - -

Do you cary family medial insurance ~ Yes ~ No If yes, name dhe company:

Poligy # Address:

Pleasemake a copy dhe famly’s health nsurance ard - front and back eut out andattach beow wih glue or a&pe. Thankagu.

Front of Insurance Card Back of hsurance Card




