Louisiana 4-H Overnight Event Permission/Health Form [ATTACH

(To be completed and signed prior to event. PHOTO
Participant MAY NOT register without a health form.) HERE]

**Pplease note that you will need a social security number for admittance

to Rapides General Hospital in Alexandria.**

Event or Activity

Name of Participant Date of Birth

First Middle Last
Address

Street or PO Box
City State Zip Code Parish

Parent/Guardian (for youth) Name:

Phone: Home Work Cell

Family Physician Phone: Office Alternate

Health Insurance Company Name & Address:

Group No. Policy No. Name of Insured:

Emergency Contacts:
1) Name:

Phone: Home Work Cell

2) Name:

Phone: Home Work Cell

Health History:

List all known drug allergies/allergies:
Is there past or present history of the following? Check all that apply.

Yes No Yes No
Appendicitis ______Joint/back or limb pain .
Allergies/sinus problems _______Arthritis or other conditions .
Asthma/persistent cough ___Kidney or liver disease L
Bedwetting ______ Menstrual problems L

Bleeding disorder
Convulsions/fainting
Diabetes/hypoglycemia
Epilepsy/convulsion/fainting
Eye/ear problems

Nervous condition/depression__
Nose problems

Physical Disability

Poison ivy/oak/sumac rash
Recent surgery/injury

Frequent ear infections ______ Serious illness L
Gall bladder problems _______ Serious injury L
Heart defect/disease _______ Skin/gland problems L
Hernia ______ Sleepwalking L
Hypertension ______ Stomach/bowel problems L
Hyperactivity/ ADD/ADHD __ Tuberculosis L
Infectious disease _____ Ulcers (stomach/intestines) L
Insect stings* Urinary problems

*Localized redness/swelling do not constitute insect allergy. Body-wide raﬁswemg, and
difficulty breathing do constitute insect allergy (anaphylaxis).

Health Form Revised 04/12/2011



Explain any “Yes” items and list any other problems, including the diagnosis, date of injury or illness,
hospital, length of hospitalization, name of doctor, etc. List any exposure to infectious disease in the two
weeks prior to event.

(Attach a page if extra space is needed for explanation)

Immunizations (latest date): Tetanus Hepatitis

Special or Prescription Medications:

Please list any special medication being taken including the name and phone number of the prescribing
physician, dosage, consumption rate and interval.

Name of Medication Dosage Freqguency Prescribing Physician & Number

Special Restrictions:
Chronic or recurring illness and treatment which may be needed

Dietary modifications require physician’s written instructions be given to 4-H staff two (2) weeks prior
to the event.

Statement of Health:
To my knowledge, | have no health problems, unless stated earlier, and can SAFELY PARTICIPATE in
this event. | would rate my health as: (please circle one)
POOR FAIR GOOD EXCELLENT.
| have no contagious or communicable disease and have had no illness within 30 days that would preclude
me from participating in this event. If I do have any health problems or illnesses, they are explained in
the space provided on page one.

Insurance Information:

LSU AgCenter insures all participants while they attend 4-H sponsored events. This insurance is
limited to $3,000 and does not cover crutches. Remaining medical bills are the responsibility of
the participant and his/her parent or guardian.

It is the policy of the Louisiana Cooperative Extension Service that no person shall be
subjected to discrimination on the grounds of race, color, national origin, gender,
religion, age, or disability.
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