Health Information Form for 2025 Bethel Youth Fiddle Camp
Please provide the information requested. Use the back of form if needed. Type or print neatly. Thank you.
Camper's Full Name: ________________________________________
Date of Birth (MM/DD/YYYY): ________________________________
Age at Camp: ________________
Height: _____________________
Weight: _____________________
Gender: ☐ Male ☐ Female 

Parent/Guardian Information
Parent/Guardian Name: ________________________________________
Relationship to Camper: ________________________________________
Phone Number (Primary): ______________________________________
Phone Number (Secondary): ____________________________________
Email Address: ________________________________________________
Home Address: ________________________________________________
Emergency Contact (If different from above):
Name: ________________________________________
Phone Number: ______________________________________

Health Insurance Information
Insurance Provider: ____________________________________________
Policy Number: ________________________________________________
Group Number (if applicable): ____________________________________
Name of Primary Insured: ________________________________________

Medical History
Does the camper have any of the following conditions? (Check all that apply)
☐ Asthma
☐ Allergies (Specify): _____________________________
☐ Diabetes
☐ Seizures
☐ ADHD
☐ Heart Condition
☐ Other (Please describe): _____________________________
List any medications the camper is currently taking (name, dosage, frequency):


Does the camper have any dietary restrictions? (Explain):

Does the camper have any mobility, sensory, or communication needs?
☐ Yes ☐ No
If yes, please describe: ______________________________________________

Allergies
Please list any known allergies:
· Food Allergies: ________________________________________________
· Medication Allergies: __________________________________________
· Other Allergies: ________________________________________________
Are any of these allergies life-threatening?
☐ Yes ☐ No
If yes, please explain: ______________________________________________

Vaccinations
Is the camper up to date on all immunizations?
☐ Yes ☐ No
Date of last tetanus shot: _____________________________




Emergency Medical Care Authorization
In case of emergency, I understand that every effort will be made to contact the parent/guardian or emergency contact listed above. If they cannot be reached, I authorize the camp staff to secure medical treatment for my child as needed, including the administration of first aid, and, if necessary, hospitalization or emergency services.
Parent/Guardian Signature: __________________________________
Date: _____________________________

Additional Information
Please use this space to provide any other information about your child’s health or wellbeing that the camp staff should know:




