
HEALTH & EMERGENCY INFORMATION 
This form is not required by Camp Yolijwa, but it is given as a resource to rental groups only! 

 

 

FIRST & LAST NAME _______________________________________ BIRTHDATE ____/____/____ 

HOME ADDRESS ___________________________________________ BLOOD TYPE ____________ 

CITY, ST, ZIP _____________________________________________ SMOKER  (    ) YES   (    ) NO 

HOME PHONE __________________ CELL PHONE ________________ 

EMAIL ___________________________________________________ 

 

1. Are you currently taking any medication?    (     )  No      (     ) Yes 

 If so, Please list medications: 

 

 

 

 

2. Do you have any health conditions (ie. Allergies, chronic conditions) or special circumstances (ie. 

Religious convictions or legal arrangements) which may affect program participation or that we ought 

to know prior to emergency treatment? 

 (     ) No (     ) Yes – please explain below: 

 

 

 

 

3.  Whom should we notify in case of an accident or medical emergency? (Please list two) 

 

FIRST & LAST NAME _________________________________ RELATIONSHIP ________________ 

HOME PHONE __________________________        CELL PHONE ______________________________ 

 

FIRST & LAST NAME _________________________________ RELATIONSHIP ________________ 

HOME PHONE __________________________        CELL PHONE ______________________________ 

 

 

5. Please provide the name of your health insurance carrier and policy certification numbers.  

    (Please use the back for additional insurance carriers.) 

 

NAME OF CARRIER __________________________________________________________________ 

POLICY NUMBER ____________________________________________________________________ 

 

 

_________________________________________________________________________________ 

SIGNATURE OF PARTICIPANT        DATE 


