Does participant have other special considerations?
Chronic problems_______________________________________________________________________________
Emotional or behavioral problems__________________________________________________________________
Activities limited________________________________________________________________________________
Special diet____________________________________________________________________________________
(For Female)
Has participant menstruated?_____________________ If not, has she been told about it?____________________
Is menstrual history normal?______________________ Special considerations______________________________
Date of last physical exam___________________________________
Immunization History – Give date of most recent immunization or booster:
Tetanus__________________ Tetanus Booster_____________________ Polio______________________________
Mumps__________________ Measles________________________ Rubella________________________________
DPT_____________________ Hepatitis B________________________ Hepatitis A___________________________
Tuberculin Test___________________________ Meningococcal Meningitis________________________________
Other_________________________________________________________________________________________
Over-the-Counter Medications – By checking the appropriate line, I give permission for the participant to receive the following over-the-counter medications according to the specific directions on the product label unless otherwise directed by a physician. Without specific parental authorization, no oral medications will be given. 
Symptom					Medication
Headache, Fever					Acetaminophen (Tylenol)____
Cramps, Muscle Pain, Inflammation		Ibuprofen____
Upset Stomach					Maalox____ Mylanta_____
Diarrhea						Donagel____Kaopectate____Imodium_____Pepto______
Localized Allergic Reactions			Benadryl____
Sore Throat					Sore Throat Lozenge____
Congestion					Decongestant Medication (Oral)____
Sneezing, Itching					Antihistamines (Oral)____
Itching (Rash)					Hydrocortisone Cream____ Calamine Lotion____
Insect Sting					Insect Bite Relief (Sting Kill) ointment____
Mosquito Protection				Lotion containing DEET____
Sun Burn Protection				Sunscreen Lotion____
List any over-the-counter oral or topical medications which your child should NOT receive:____________________
_____________________________________________________________________________________________
All medications brought to event, both prescription and non-prescription, must be in the original containers and clearly labeled with participant’s name. All prescription medications will be dispensed according to physician’s instructions. 
My child has my permission to take the medication that he/she brings to an event.
Signed________________________________________ Date____________________
Prescription and Routine Medications – Please list all medications brought by participant to be taken regularly throughout the event, listing exact dosage and dispensing orders prescribed by your doctor. Medications must be in original containers. 
Medication				Dosage					Times Taken
__________________________________    ___________________________________    _____________________
__________________________________   ____________________________________   _____________________
__________________________________   ____________________________________   _____________________
__________________________________   ____________________________________   _____________________
Parent/Guardian Signature verifying instructions______________________________________ Date_________

