Medical Authorization and Health History  ADULT

My name ____________________________________________  birth date ________________________


Any allergies	to medicines  __________________________ reaction:  _________________________
		to foods  ______________________________ reaction:  _________________________
		to insect stings _________________________ reaction:  _________________________
		to pollens, molds, etc. ___________________ reaction:  _________________________

Any recent injuries or illness  _____________________________________________________________

Date of last tetanus booster  _____________________  wears glasses or contact lenses  _____________

Special dietary regimen  ________________________________________________________________

I regularly take the following medications:  _______________________________________________________________

Medical conditions/concerns  __________________________________________________________________________


Family medical/hospital insurance carrier  ____________________________  #____________________


Emergency contact   _____________________________________  cell phone __________________

Address _____________________________________ home phone ______________ work phone ____________


Emergency contact   _____________________________________  cell phone __________________

Address _____________________________________ home phone ______________ work phone ____________



I hereby authorize representatives of White Rock Baptist Church to seek and/or administer emergency FIRST AID for me if such care becomes necessary.  It is understood that every effort will be made to reach my designated emergency contact person in the event of accident, injury or illness.  However, if I am unable to express my wishes, authorized representatives of WRBC for this event have my permission to seek necessary treatment for me, ____________________

Authorized representatives for this event: ______________________________________________________________

Signature:  _______________________________________________


