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Volunteer Record:








(Please print)

Last Name __________________First Name_________________MI___   Gender:   ( Male   ( Female

Home Address ________________________________________   Phone  (_______)_______________

City/St/Zip ___________________________________________   E-mail ________________________

Are you 18 years of age or older? ___Yes   ___ No    

Birth Date ______/______/______

If under 18, please have parent or guardian sign below
Emergency Contact:

Parent/Guardian (if under 18) or Spouse_______________________________________________________

Address __________________________________
City/St/Zip ________________________________

Home Phone (_______) ______________________
Daytime Phone (_______) ____________________

Alternate Emergency Contact __________________________  Relationship ______________________

Address __________________________________
City/St/Zip ________________________________

Home Phone (_______) ______________________
Daytime Phone (_______) ____________________

Insurance Information:

Is the volunteer/staff member covered by family medical/hospital insurance?
( Yes

( No

If so, indicate carrier or plan name: _______________________________________________________

Carrier Address: ______________________________________________________________________

Name of Insured: ___________________________
Relationship to camper: ______________________

Social security number of policyholder or insurance ID number: _______________________________

Emergency Authorization, Liability, Publicity and Background Check Release:

I hereby give permission to the medical personnel selected by the camp director to order x-rays, routine tests, treatment; to release any records necessary for insurance purposes; and to provide or arrange necessary related transportation for the person named above.  In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp director to secure and administer treatment, including hospitalization, for the person named above.  This completed form may be photocopied as may be needed by the camp or medical personnel.
Publicity Release:  Permission is hereby granted to allow photographs, videotapes, and quotes to be taken for publishing and used to illustrate, promote, and advertise Lakeside Bible Camp and it’s programmed activities.

Background Check:  Permission is hereby granted to allow Lakeside Bible Camp to conduct a background check.  It is the policy of Lakeside Bible Camp to conduct background checks on all its volunteers and a background check must be completed before approval is granted to volunteer at this camp.  

Social Security Number of Volunteer:_________--_____--___________.

Signature of Volunteer/Staff __________________________________________
Date _____________

Parent/Guardian Signature ___________________________________________   Date _____________

(if under 18)  

Health History:

The information following must be completed by the individual or individual’s parent or guardian if under 18.  The intent of this information is provide camp health care personnel the background to provide appropriate care.  Any changes to this form should be provided to the camp health personnel upon individual’s arrival at camp.  Please provide complete information so the camp can be aware of your needs.

Allergies (List all known)

Describe reaction and management of the reaction

Medication Allergies

____________________________
______________________________________________________

____________________________
______________________________________________________

Food Allergies

____________________________
______________________________________________________

____________________________
______________________________________________________

Other Allergies – include insect stings, hay fever, asthma, etc.

____________________________
______________________________________________________

____________________________
______________________________________________________

Medications Being Taken:  Please list ALL medications – including over-the-counter or nonprescription drugs – taken routinely.  Bring enough medication to last the entire time at camp.  Keep it in the original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the frequency of administration.  Attach additional pages as necessary.

( This individual takes NO medications on a routine basis.

( This individual takes the following medications:

Med #1 _______________________
Dosage ___________
Specific times taken each day ___________

Reason for taking _____________________________________________________________________

Med #2 _______________________
Dosage ___________
Specific times taken each day ___________

Reason for taking _____________________________________________________________________

Med #3 _______________________
Dosage ___________
Specific times taken each day ___________

Reason for taking _____________________________________________________________________

Please identify medications taken during the school year that the individual does/may not take during the summer: ____________________________________________________________________________________

Restrictions:  Explain any restrictions to individual’s activity (e.g. what cannot be done, what adaptations or limitations are necessary): 

____________________________________________________________________________________

Which of the following illnesses has the individual had?
Indicate date of last Immunization for:
( Measles






_________ DTP (Diphtheria, Tetanus, Pertussis)

( Chicken Pox






_________ Polio

( German Measles





_________ Measles

( Mumps






_________ Rubella

( Hepatitis






_________ Haemophilus Influenza B









_________ Hepatitis A

Date of last TB Mantoux Test ______________


_________ Hepatitis B




Result ___________


_________ Chicken Pox
Family Doctor ____________________________________
Phone (_______) _______________

Family Dentist/Orthodontist ____________________________
Phone (_______) _______________

This health history is correct so far as I know, and the person described above has permission to engage in all camp activities except as noted.

Signature ____________________________ (Parent/Guardian if under 18)
Date _________________________

