
HEALTH FORM – HOOPS & LEADERS CAMP 2009 
 

 
PART A – To be completed by a parent or guardian 
 
Student’s Name __________________________________________________________________ 
        Last         First             M.I. 
 
Sex ___________   Age__________   Date of Birth___________ 
 
 
Address_________________________________________________________________________ 
          Street     Apt.      City      State            Zip  
 
Phone (       ) _____________________ 
 

 
PARENT OR GUARDIAN AUTHORIZATION 
 
I, __________________________________________________________, hereby give permission for 
my child to participate in all Hoops and Leaders activities except as noted by me or the examining 
physician.I give my consent to have my child taken to St. Vincent’s Hospital in New York City, New 
York by a member of the Hoops and Leaders staff in the case of a medical emergency.  If an 
ambulance and an Emergency Medical Technician are necessary, a Hoops and Leaders staff member 
will accompany the student to St. Vincent’s Hospital.  I also give permission for such diagnostic, 
therapeutic, psychiatric, operative and anesthetic procedures as may be deemed necessary for 
my son or daughter.  I attest that all of the information given on this form is complete and correct so far 
as I know. 
 
I understand that, in the case of a medical emergency, every effort will be made by the staff of Hoops 
and Leaders to contact me, my family physician and/or the emergency contact listed below 
 
 
_____________________________________________________  __________________ 
Parent or Guardian Signature        Date 
 

 
 
CONTACT INFORMATION 
 
Father/Guardian’ Name: ____________________________________________ 
 
    Daytime Phone #________________________ 

    Evening Phone #________________________ 
 
 
Mother/Guardian’ Name:_____________________________________________ 
 
    Daytime Phone #_________________________ 

    Evening Phone #_________________________ 
 
 
Family Physician’s Name:_____________________________________________ 
 
    Phone #__________________________ 
 
 



Please complete other side 
IF THE PARENT OR GUARDIANS CANNOT BE REACHED AT THE TIME OF EMERGENCY, 

PLEASE CONTACT THE FOLLOWING PERSON(S): 
 

Name/Relationship to Child Daytime Phone # Evening Phone # 
1.   
2.   
3.   
 
 
INSURANCE INFORMATION 
 
Do you have health insurance?  _______ Yes   _______ No 
 If yes, please complete this section. 
 
HOSPITALIZATION 
 
1. Name of Insurance Company______________________________________________________ 
 
2. Subscriber’s Name______________________________________________________________ 
 
3. Identification No.________________________________________________________________ 
 
4. Group No. (if any)_______________________________________________________________ 
 
 
MEDICAL 
 
1. Name of Insurance Company______________________________________________________ 
 
2. Subscriber’s Name______________________________________________________________ 
 
3. Identification No.________________________________________________________________ 
 
4. Category (if any)_______________________ 
 
5. Group No. (if any)______________________ 

 
 
MEDICATIONS/ALLERGIES 
 
Is your child currently taking any medication?  Please specify. 
 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
Please note that all medications will be kept in the infirmary, and will be dispensed by our camp trainer 
 
To your knowledge, is your child allergic to any medications?  Please specify. 
 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
To your knowledge, does your child have any other allergies?  Please specify. 
 
___________________________________________________________________________________ 
___________________________________________________________________________________  
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