
 
Outdoor Education 

Emergency Form 2010-11 

Failure to complete all portions of this form could result in an injury or compound the damage of an injury. 
Student Information 
Name (Last): _________________________  (First): ______________________  Grade: ___ Gender:  __  
Birthplace: ______________________________________________ Date of Birth: ________________  
Street Address: _________________________________________ City: _____________ZIP: _______  
Emergency Contact Information 
Parent 1: _______________________________  Home: ________________________ Work: _____________________  
Fax: _____________________________  Mobile Phone: ________________________ Pager: _____________________  
Parent 2:  _______________________________  Home: ________________________ Work: _____________________  
Fax: _____________________________  Mobile Phone: ________________________ Pager: _____________________  
Other emergency contact:  ______________________________________  Relationship: _________________________   
Home Phone:  ____________________________________  Daytime Phone: ____________________________________  
Physician/Insurance Information (Failure to complete could result in a delay in care) 
Is student covered by any hospital/medical care policy? Yes _______  No__________ 
Insurance Co.: _______________________________  Policy/Group No.: _______________________________________  
Name of Policy Holder: ______________________________  Social Security No. of Policy Holder: __________________  
Insurance Company Address: __________________________________________________ Phone: __________________  
Does insurance company require preauthorization?  Yes___  No __  If yes, preauthorization phone: ____________________  
Doctor : __________________________________________ Dr. Phone: ________________________________________  
Required Immunization 

Immunization Last date on file Requirement Date of latest Immunization 
Tetanus  Within 5 years of program start  

Brief Medical History (to be completed by parents annually)  
Allergies (including medicines, foods, bites and stings)                                                                                     NONE:  
Allergy Reaction Medication Required 
   
   
   
Medications (List any medications you are using, including psychiatric and over-the-counter medication.       NONE:  
Medication Condition Dosage (size & frequency) Current Side Effects 
    
    
    

Authorization to Treat a Minor  
I(We) the undersigned parents(s) or legal guardian of _________________________________________________, a minor, 
do herby authorize and consent to any x-ray examination, medical or surgical diagnosis and treatment and emergency hospital 
care which is deemed advisable by and is to be rendered under general or special supervision of any member of the medical 
staff and emergency room staff licensed under the provisions of the Medicine Practice Act and or the staff of any acute general 
hospital holding a current license to operate a hospital from the State of California department of Public Health. It is 
understood that this authorizes and empowers the aforementioned physician in the exercise of his best judgment to render 
care, which he may deem advisable. It is understood that effort shall be made to contact the undersigned prior to rendering 
treatment to the patient, but that any of the above treatment will not be withheld if the undersigned cannot be reached. 
List any restrictions:  __________________________________________________________________________________  

___________________________________________________________________________________________________  

Parent Signature:______________________________________________________  Date:  ________________ (OVER) 

CHECK ONE: 
___ New student 
___ Returning 

student 



 Outdoor Education Emergency Form 2010-11 
Hospitalizations/Emergencies 
Please list any hospital or emergency department visits in the last two years. 

Dates Reason Length of stay 
   
   
   
   

Swimming Ability — You must check one: 
Lifesaving certification: _______   Strong swimmer: _______   Weak swimmer: _________    Non-swimmer: _________ 
Participant History: Past and Present Medical Problems  
To be completed by applicant. Fill in every blank. Use additional pages if necessary. 
Conditions and symptoms: Do you have, or have you had, any of the following conditions or symptoms?
  Yes No 
1. High Blood Pressure   
2. Heart Disease   
3. Irregular Murmur   
4. Irregular Heartbeat   
5. Family History of Heart Attack     
6. Tuberculosis   
7. Recent exposure to active TB   
8. Positive TB test   
9. Active Hepatitis   
10. History of Hepatitis   
11. Seizure Disorder   
12. Bleeding Disorder   
13. Blood Disorder/anemia/ 

sickle cell trait   
14. Chronic Cough   
15. Recurrent lung infections   
16. Asthma   
17. Diabetes   
18. Hypoglycemia   
19. Anorexia Nervosa   
20. Bulimia   
21. Cancer   
22. Skin Problem   

  Yes No 
23. Frostbite   
24. Circulation Problems   
25. Active Bedwetting   
26. Headaches   
27. Head Injury w/ neurological 

impairment   
28. Stomach Ulcers   
29. Intestinal Problems   
30. Heatstroke   
31. Bladder Infection   
32. Difficulty Urinating   
33. Kidney Problems   
34. Thyroid Problems   
35. Endocrine Problems   
36. Hearing Impairment   
37. Vision Impairment   
38. Motion Sickness   
39. Sleepwalking   
40. Broken Bones   
41. Neck Problem   
42. Back Problem   
43. Arm Problem   
44. Shoulder Problem   
45. Knee Problem   

  Yes No 
46. Ankle Problem   
47. Leg Problem   
48. Foot Problem   
49. Currently Pregnant   
50. Special Diet   
51. Learning Disability   
52. Medical Equipment Devices   
53. Unexplained weight loss   
54. Other   
Do you currently or regularly have 
any of the following symptoms? 
55. Chest Pain/Pressure   
56. Heart Palpitations   
57. Unexplained Sweating   
58. Frequent Shortness of Breath   
59. Frequent Dizziness   
60. Frequent Fainting   
61. Heartburn   
62. Muscle Cramps   
63. Intolerance to warm 

 temperature   
64. Intolerance to cold 

 temperature   
65. PMS or menstrual problems   
66. Other: ______________________ 

If you have answered yes to any of the above items, please explain below. Include the following: 
• What specific symptoms are occurring • Duration and frequency of symptom/condition • Date of last occurrence 
• How you care for symptom/condition • How symptom/condition restricts your activity in any way, including your ability to 
run, lift, and climb 
 

Item No. Detailed description (including restrictions, if any.) Attach additional paper if necessary. 
  
  
  
  
  
  
  
  
  
  

 


