[image: image1.jpg]Diabetes Youth

Foundation
of lndiana




MEDICAL STAFF HISTORY, PERMISSION TO TREAT 

PERSONAL HEALTH & MEDICAL HISTORY 

Name ___________________________________________________Date of birth _______________________ Age _______Sex_______

Home address__________________________________________________City_____________________State______Zip________________

Business address_______________________________________________City__________________State______Zip________________

If person named above is not available in the event of an emergency, notify

Name________________________________________Relationship__________________________Telephone (_____)_______________

Name________________________________________Relationship__________________________Telephone (_____)_______________

Name of personal provider  __________________________________________________________Telephone (_____)_______________

Name and Policy # of Medical Insurance ________________________________________________Telephone (_____)_______________

Check all items that apply, past or present, to your health history. Explain any “Yes” answers.

ALLERGIES: Food, medicines, insects, plants (  ) Yes
(  ) No 

Explain: ____________________________________________________________________________________________________________

GENERAL INFORMATION: 
Yes 
No 


Yes 
No 



Yes 
No

Convulsions/seizures               ( ) 
( ) 
Hemophilia 
   ( )
( )

Heart Disease          ( ) 
( )
Asthma 


( ) 
( ) 
Diabetes 

   ( ) 
( ) 

High blood pressure ( ) 
( )

Cancer/leukemia 

( ) 
( ) 
Heart trouble 
   ( ) 
( ) 

Kidney Disease 
 ( ) 
( )

Other: ___________________________________________________________________________________________________________

Operations or Serious Injuries: _______________________________________________________________________________________

List any medications to be taken at camp: _______________________________________________________________________________
List any physical or behavioral conditions that may affect or limit full participation in swimming, backpacking, hiking long distances, or playing strenuous physical games:_____________________________________________________________________________________

Immunizations: (give date of last inoculation.)

Tetanus toxoid____________________ 
Measles__________________________ Polio______________________________

Diphtheria _______________________   Mumps _________________________ __________________________________

Pertussis ________________________  Rubella _________________________ __________________________________
AUTHORIZATION TO TREAT/ PHOTO USE

IN CASE OF EMERGENCY, I understand every effort will be made to contact emergency contact, spouse, or next of kin.

The undersigned does hereby authorize (the Director of the camping activity) as agent of the undersigned to consent to any X-ray examination, anesthetic, medical, dental or surgical diagnosis or treatment and hospital care which is deemed advisable by, and to be rendered under the general or special supervision or any physician or surgeon, licensed under the provision of the Medical Practice Act or any dentist licensed under the Dental Practice Act, whether such diagnosis or treatment is rendered at the office of said physician or dentist, at a hospital, DYF Camp, or elsewhere.  I hereby give permission to the physician or nurse selected by the Camp director to secure and administer treatment, including hospitalization for the person named above. If tetanus date is not listed, medical personnel will be allowed to administer a tetanus shot if deemed necessary. The Camp fee does not include medical or accident insurance. In consideration, above named participation in the activities of the DYF Summer Camp, I do hereby agree to hold free from any and all liability all respective officers, employees, and members. I hereby waive, release, and forever discharge any and all rights and claims for damages, which I may have or may not have, accrue arising out or connected with any of the activities of the DYF Summer Camp.

Further, that the above named may participate in other activities of the program, including but not limited to, swimming, boating, rock climbing/rappelling, high and low ropes course and science camp activities.

And I understand that promotional pictures may be taken during camp. I authorize the Diabetic Youth Foundation of Indiana, to use photographs of me for promotional materials. This authorization will remain in effect while the above is en route to and from, or involved or participating in any Diabetic Youth Foundation of Indiana program or activity, unless revoked in writing by the undersigned, and delivered to the aforesaid agent.

Or, I do not give the above named minor permission to participate in (be specific) _________________________________.
PRINT: ________________________ SIGN______________________________ Phone (______)_______________Date________________


Name:  _________________________________________________________________

Address:  _______________________________________________________________

Phone: _________________________________________________________________

Purpose of Volunteer Work:  Medical Staff Volunteer

Waiver and Release from Liability

I, the undersigned, hereby acknowledge and agree that use of the Diabetes Youth Foundation Camp facilities is strictly voluntary and that I understand and appreciate the risks and potential consequences of the use or misuse of the facility.

I hereby WAIVE AND RELEASE any and all rights and claims for Bodily Injury, Property Damage or Personal Injury I may have against Diabetes Foundation of Indiana Camp, its officers, directors, agents, employees, and members for any injury, loss or damage sustained while using Diabetes Youth Foundation Camp facilities.

In consideration for my volunteer work on the premises, I do hereby agree NOT TO SUE and agree to and do hereby RELEASE AND DISCHARGE the Diabetes Youth Foundation of Indiana, Inc., its agents, employees, officers, directors, members, volunteers, and all other persons or entities acting on its behalf (hereafter collectively referred to as the “DYFI”), from all claims, demands, rights and causes of action of any kind, including, but not limited to, those based on bodily injury or property damage, whether or not caused by the negligence or other fault of the DYFI.  Furthermore, I agree to indemnify the DYFI from, and hold the DYFI harmless for, all damages, losses, expenses and costs, including attorney fees, incurred by the DYFI in connection with any claim or legal proceeding brought by any person or entity arising out of or connected with my attendance at camp or participation in camp programs or activities.  Furthermore, I grant permission to the DYFI to use photographs/videos of me for promotional or fundraising purposes.  The DYFI also has my permission to transport me for field trips and other activities.  I also understand and agree to abide by any rules and regulations governing camp.

Volunteer Signature:___________________________________________________________________

Volunteer Name (printed clearly):_________________________________________________________

Date:__________

DYFI Representative Signature:___________________________________________________________

Date:___________
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Rules for acceptance and participation in the DYF program are the same for everyone 

without regard to race, color, national origin, age, sex or handicap.


