MEDICAL FORM
(Please print clearly all applicable information)

 (Sign and return with registration form)
Name of Camper:  Last:  ____________________________________________   First:  __________________________________
Home Address:     __________________________________________________________________________________________
                                           (Street)                                               (City)                                                         (Zip Code)

Date of Birth:  ____________________                                          Age __________                                     Weight _____________
Emergency Phone (answered 24 hours a day):  (​​​__    )_______________________ and/or (____)____________________________ 
Father:        Home:  (      )                                     Cell (       )                                                Work  (      )_____________________ __
Mother:       Home:  (​​​​       )                            _       Cell (       )                                                Work (        )                                        ___
Fax Number  (_____)________________________
Family Doctor:  _________________________ Doctor’s phone:  (_____)____________________(_____)____________________


                                                                                                                                      (After Hours Number)

Insurance Company: ________________________________________________________________________________________

Group Policy #: ____________________________________ Insurance Co. Phone #_____________________________________

                                                                                                                                                            (Area Code & #)
Describe medical conditions we need to be aware of (attach additional pages if necessary):  ________________________________
     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

Describe any restrictions or other information we should be aware of: (attach additional pages if necessary):___________________
     _______________________________________________________________________________________________________

MEDICAL AUTHORIZATION

I as parent/guardian of the above referenced camper understand that situations occur in which it becomes necessary for

immediate medical or surgical treatment to be provided.  Should I or my spouse not be available, I hereby give authorization to  

Mid-South Chess Camp director and any physician selected by same to provide medical treatment to include but not to be limited to

medication, hospitalization, anesthesia, and/or surgery for my child.  I further agree to be responsible for all medical,      physica              physician, prescription medication, and/or hospital charges incurred on behalf of and provided to my child  

_____________________________________________             

Parent/Guardian PRINTED Name                                                  

______________________________________________             

Parent/Guardian Signature                                                              

