Consent and Medical History Form – YOUTH
2008 YOUTH AS PARTNERS IN CIVIC LEADERSHIP CONFERENCE
Friday, October 31 – Sunday, November 2, 2008
To be completed by parent or guardian (please print neatly): 

Name:                                                                _____ 
Birthdate:                Gender: F      M _ _
Address:  __________________________________________________________________

City/State:                                                                   
   Zip Code: ________________ 
Parent or Guardian Name:  






Home Address (be sure to include city, state, & zip code): 







(if different from participant)
Day Phone No: (           )                                     Night Phone No:   (           )





Health Insurance Company:










Policy Number(s):  











Youth’s Physician: 



Office Phone No:  (          )



Alternate contact in case of emergency:

Name   






Day Phone  (             )                                                   
Night Phone  (           )





If the answer is “yes” to any of the following, enter the details on the reverse side, indicating diagnosis, date of illness or injury, name of hospital, name of doctor, and phone number.

Answer Yes or No:


 1.
Nervous or mental: symptoms such as epilepsy, breakdown, convulsion, loss of consciousness, dizziness, paralysis


 2.
Lung disease: asthma, blood spitting, persistent cough, tuberculosis


 3.
Disease of heart or blood vessels, increased or abnormal blood pressure


 4.
Pain in chest or shortness of breath


 5.
Stomach or intestinal trouble:  ulcers, gall bladder or liver disorder, jaundice, hernia


 6.
Arthritis, rheumatic fever, goiter, diabetes, kidney or bladder disease


 7.
Hay fever or allergy

 8.
Impaired sight or hearing, chronic ear infections


 9.
Any surgical operations, accidents or injuries


10.
Been a patient in a hospital


11.
Any infectious disease or contact with infectious diseases


12.
Skin diseases


13.
Allergy to medicine (identify)

Date of Last Tetanus Shot 


Date of Last MMR (Measles, Mumps, Rubella) Shot


Was this a second immunization?    Yes               No



List any medications now being taken for treatment of any medical problem:


Is there any other health information you would like to share?
        Yes
        No   

I understand that my child will be supervised and that if a serious illness or injury develops, medical and/or hospital care will be given. However, the Wisconsin 4-H & Youth as Partners in Civic Leadership staff is not responsible in case of accidental injury or illness. I further understand that in case of serious injury or illness, I (or person named below) will be notified; but if it is impossible to contact me, I give permission for emergency treatment or surgery as recommended by an attending physician. 

My son/daughter has had a physical exam in the last three years and has my permission to participate in the above program.

(Parent/Guardian Signature)



(Date) 

Please return this form to Marcia Jesperson, 431 Lowell Hall, 610 Langdon St
Madison WI  53703.  Postmark by October 18, 2008, or Fax to 608-265-640.

