
Joy Lutheran Church Health Form and Medical Release 
PLEASE PRINT CLEARLY.  THIS FORM WILL BE USED IN CASE OF EMERGENCY AND IT 

WILL BE IMPERATIVE THAT ALL INFORMATION IS LEGIBLE.  THANK YOU. 

Youth Information  

 

Youth Name:____________________________     Birth Date:________ Age:_____Grade:____ Gender: M or F 

 

Parent Information 

 

Parent/Guardian name:__________________________     Relationship to child: ______________________ 

Home Phone:______________Work Phone:__________  Cell Phone:_________________ 

 

In Case of Emergency Notify 

 

Name:_________________________Home#___________________Work#______________ Cell#__________ 

Relationship to child: ________________________________________________________________________ 

Name:_________________________Home#___________________Work#______________ Cell#__________ 

Relationship to child: ______________________________________________________________________ 

 

Health History 

Please check any that apply.  Please also write approximate date of the last observed symptoms or episode.  If 

any box is checked, please provide a brief explanation of current treatment at the bottom of the page
 

Physical Health History: 

� Asthma 

� Bleeding Disorders 

� Convulsions 

� Diabetes  

� Drug allergies 

� Ear Infections 

� Epilepsy 

� Hay Fever 

� Heart problem 

� Heart Disease/Deficit 

� Hypertension  

� Insect allergy  

� Mononucleosis 

� Plant allergies 
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__________

__________

__________ 

__________ 

Mental and Emotional Health History: 

� Attention Deficit Disorder 

� Attention Deficit  

Hyperactivity Disorder 

� Anxiety Disorder 

� Anorexia Nervosa 

� Asperger’s Syndrome 

� Binge Eating Disorder 

� Bulimia Nervosa 

� Bipolar Disorder 

� Depression 

� Insomnia 

� Obsessive Compulsive Disorder 

� Post Traumatic Stress 

� Panic Disorder 

� Schizophrenia 

� Seasonal Affective Disorder 

� Sleep Disorder 

� Sleep Terror 

� Sleep Walking 

� Social Anxiety 

� Substance Abuse 

 

� Please check this box if there is any history of the youth 

being suicidal, homicidal or a self injurer, or has had 

thoughts of being suicidal, homicidal or self injury. 

___________ 
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___________

___________

___________

___________ 

 

 

Explanation of current treatment including 

counseling, medication, physical therapy etc. 

Condition_________Treatment____________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_ 



Health History Continued 

*Please list any other health concerns, issues or details on a separate sheet and attach it. 

 

Diet restrictions/special needs:____________________ Operations or serious injuries: (dates)______________ 

 

List specific allergies:________________________________________________________________________ 

 

Doctor Contact Information 

 

Name of dentist/orthodontist_______________________________Phone__________________________ 

 

Name of family physician _________________________________Phone__________________________ 

 

Name of counselor/therapist _______________________________Phone__________________________ 

 

Name of psychiatrist _____________________________________Phone__________________________ 

 

Current Medications: 

*Please list additional medications on a separate piece of paper.  Be sure to include all details.  Please note 

that youth will be responsible for taking their meds at the right day and time on trips and retreats. 

 

Insurance Information 

 

Insurance Company_______________________Policy #______________________Group 

#________________ 

 

Permission for Medical Treatment 

This health history is correct so far as I know.  I hereby give permission to the medical personnel selected by Joy 

Lutheran staff or appointed volunteers to supply all necessary treatment to above listed participant.  I further agree to 

assume responsibility for the cost of any means of transportation related to medical care, and any medical care and 

acknowledge that these costs are the financial responsibility of the undersigned.  

 

Signature of parent/legal guardian____________________________________________ Date__________ 
(Or signature of participant if over the age of 18) 

Name of medication:___________________________   Generic for:_________________________ 

 

Dosage:________mg x _____ times per day   Special dosage instructions: ________________________ 

  

Condition med is taken for: __________________________________________________________________ 

 

Name of medication:___________________________   Generic for:_________________________ 

 

Dosage:________mg x _____ times per day   Special dosage instructions: ________________________ 

  

Condition med is taken for: __________________________________________________________________ 

 


