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PERSONAL HEALTH AND MEDICAL RECORD
PLEASE PRINT CLEARLY
www.LionsWrestling.com
Last Name _______________________ First Name______________________
High School____________________ Coach Name_______________________
DOB__________ Age_____ Sex_______					
Address________________________________________________________
City ________________________________ State _______ Zip____________
Camper Cell ________________Dad Cell ________________ Mom Cell _______________

In Emergency Notify

1. Name_____________________________________Relationship__________________
Home Phone (        ) ____________________ Other/Cell (        )____________________

2. Name_____________________________________Relationship___________________
Home Phone (        ) ____________________ Other/Cell (        )____________________
														EMERGENCY MEDICAL INFORMATION 						

Has or is subject to: (check and give details)							     			                                                           							
_____ asthma ______ convulsions ______ heart trouble _____ diabetes_____ fainting spells _____ high blood pressure _____contact lenses _____Allergy or reaction to any medicine, food, plant, animal or insect toxin 
_____any other condition that may require emergency or special care, medication, or knowledge.  
Explain:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

APPROVED FOR PARTICIPATION IN     

____Water Activities  ____Competitive Sports ____All Activities ____Hiking and Camping
Recommendations explain any restrictions or limitations: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


REQUIRED HEALTH INSURANCE INFORMATION

Insurance company name and address__________________________________________________________________

Policy Number________________________________________________________________ Continue to back page….
IMMUNIZATIONS:
		Month/Year Given	Check 	     Has Had	Vaccination	Disease	     Check
					if needed					    if needed
Tetanus		______________		____	     Measles	_________	_______	      ____
Diphtheria	______________		____	     Mumps	_________	_______	      ____
Polio		______________		____	     Rubella     	_________	_______	      ____
_________	______________		____	     Whooping Cough______	_______	      ____
_________	______________		____	     Chicken Pox 	_________	_______       ____

MEDICAL HISTORY:
LWC recommends a physical but does not mandate. List date of most recent physical examination 
(month and year)_________________________________20_____.
Do you have any current health problems? ________ no ________ yes
Are you now under medical care or taking any medications? ________ no _______yes
Have there been any surgeries, injuries, illnesses, allergies, or change in health status since last complete physical exam?
________ no _________yes
Explain any ‘yes’ answers in space below:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Is there disease of (or past or present history of) :
		NO	YES	YR	DETAILS			NO	YES	YR	DETAILS
Serious Illnesses	___	___	___	________	Stomach, bowels	___	___	___	________
Serious Injury	___	___	___	________	Appendicitis	___	___	___	________
Deformity	___	___	___	________	Kidneys/urine	___	___	___	________
Surgery		___	___	___	________	infection		___	___	___	________
Skin, glands	___	___	___	________	bed-wetting	___	___	___	________
Ears, Eyes	___	___	___	________	Hernia rupture	___	___	___	________
Nose, Sinus	___	___	___	________	Back, Limbs,	___	___	___	________
Teeth, Tonsils	___	___	___	________	    Joints		___	___	___	________
   Dentures	___	___	___	________	Sleepwalking	___	___	___	________
   Bridges	___	___	___	________	Heart Murmur	___	___	___	________
Chest, lungs	___	___	___	________	Rheumatic fever	___	___	___	________
							Menstrual problem__	___	___	________
						          Behavioral condition___	___	___	________
							          Other	___	___	___	________
PARENT’S AUTHORIZATION:
The undersigned parent or guardian of ___________________________________(student’s name) the applicant, for and in consideration of the Lions Wrestling Clinic accepting said applicant, hereby agrees to save and indemnify and keep harmless the said Lions Wrestling Clinic, its agents and sponsors, against all liability claims, judgment or demands for damages arising as a result of injuries sustained by the applicant traveling to and from The College Of New Jersey and during his/her stay at the school and on the school grounds, or while wrestling or taking instruction in wrestling.  Further, I hereby authorize treatment in an emergency to be referred to The College Of New Jersey health services and or local physicians at my expense.  

Parent or Guardian Signature ________________________________ Date_______________

I understand that I will be required to attend all sessions and I must comply with clinic rules.  Failure to do so may result in dismissal from camp. 
Applicants Signature ________________________________ 

2015 LIONS WRESTLING CLINIC
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