[image: image1.png]G
<>



 


In Case Of Emergency Contact
 Health Insurance Information

Immunization Record

   


Hungarian Scout Association in Exteris


Külföldi    Magyar    Cserkészszövetség





Camp Health Form


Sándor Sík Scout Camp


5098 Robinson Road, Fillmore, N. Y., 14735  


  Telephone (716) 567-8594





Troop Number


Csapat Szám











Camp


Tábor





Personal Information   All information will be held in strictest confidence





Name:________________________________________________________ Date of Birth:____/____/_____ Age:_____


	       (Last)		(First)			(MI)				      YY/MM/DD





Sex: Male □  Female □		Height:_________	Weight:_________





Home Address:______________________________________________________________________Apt.________





City:_________________________ State/Province:________ Zip:__________ Home Phone: (___)_______________





:














Name:___________________________________________________ Relationship:___________________________





Home Phone: (______)_______________   Work Phone: (_____)______________    Cell/Pager: (____)___________


Address: ______________________________________________________________________________________ 


						


						OR


Name: ___________________________________________________ Relationship: __________________________





Home Phone: (_____)_______________    Work Phone: (_____)_______________    Cell/Pager: (____)___________


Address: _______________________________________________________________________________________





Insurance Company: ___________________________ Health Insurance Number:______________________________


 


Insurance Company Claims Address: __________________________________________________________________


				      


                                                            State/Province:______________________  Zip: ___________________________





Insurance Company Phone: (____)______________________Name of Policy Holder: ___________________________





Medical Information


Doctor’s Name: ____________________________________________ Phone: (_____)__________________________





Specialist’s Name:__________________________________________ Phone: (_____)__________________________


Are you currently being actively treated for anything?		Yes □		No □


If yes, describe the condition(s)  and any medications that you are taking and/or  any special instructions that we should 


know about to ensure your health during camp: _____________________________________________________________


____________________________________________________________________________________________________





Note: This section must be filled out completely to comply with state law! Failure to do so will result in not being


           allowed to stay in camp!





		YY/MM/DD


Tetanus _____/_____/____	Diphtheria _____/_____/_______		Polio _____/______/_______





Measles _____/_____/____	Mumps   _____/_____/_______		Rubella ____/_____/_______





Hepatitis B ______/_____/______





Immunization Record


Note:  State law requires that this information be accurate and complete with dates of vaccination.  Campers can


            not stay in camp if this information is incomplete!





		YY/MM/DD


Tetanus _____/_____/____	Diptheria ____/_____/____	Polio ____/_____/______  	Hepatitis B ___/____/___





Measles ____/_____/_____	Mumps _____/_____/____	Rubella ___/____/______ 	
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