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Stanford Rowing Center

Junior Crew Program

Health & Medical History Form
	NAME: 

     
	DATE

     

	EMERGENCY CONTACT:

     
	RELATIONSHIP TO ROWER:

     

	STREET ADDRESS:

            
	CITY

     
	ZIP CODE

     

	HOME PHONE:                                        
	CELL PHONE:      

	ALTERNATE EMERGENCY CONTACT:


	RELATIONSHIP TO ROWER:



	STREET ADDRESS:

            
	CITY

     
	ZIP CODE

     

	HOME PHONE:                                        
	CELL PHONE:      

	HEALTH AND MEDICAL HISTORY

	IMMUNZATIONS: (Provide last date given, if rower had the disease, put D and year)
Tetanus               Mumps             Diphtheria                  Measles                Rubella              

Pertussis             Polio                 Chicken Pox              Tetanus                Pneumonia     

	Rower is subject to the following conditions:

 FORMCHECKBOX 
 Asthma     FORMCHECKBOX 
 Diabetes     FORMCHECKBOX 
 Heart Trouble    FORMCHECKBOX 
 Fainting Spells    FORMCHECKBOX 
 Convulsions/Seizures    FORMCHECKBOX 
 High Blood Pressure

 FORMCHECKBOX 
 Kidney Disease      FORMCHECKBOX 
 Contact Lenses     FORMCHECKBOX 
 Braces     FORMCHECKBOX 
 Other:     _____________________________

	List any condition that may affect or limit full participation is rowing, running or other strenuous physical activity:

     

	Does rower take medicine regularly or have special care?           FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

If Yes, list all medications and special care:      

	ALLERGIES:         FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No   

If Yes, explain:       
	List all medications

     

	HEALTH INSURANCE

	CARRIER NAME:      
	POLICY No.:      

	POLICYHOLDER NAME:      
	POLICYHOLDER ID No.:      

	PHYSICIAN’S NAME:      
	PHYSICIAN’S PHONE No.:      

	AUTHORIZATION

	I, the parent (guardian) of named rower above, give permission for the named rower to receive emergency medical or surgical treatment and hospitalization if necessary. I understand that every attempt will be made to contact me, or the emergency contact named above, before taking this action. I will be financially responsible for any medical attention needed or resulting from an injury received during team activities. My medical insurance shall be the insurance coverage for any medical treatment.

I hereby certify that the rower named above is in good health and fully able to participate in all activities of the Stanford Rowing Center and that I know of no restrictions, physical impairments, or any other facts which in any manner limit his/her participation in such a program.

Signed by parent/guardian:___________________________________       Date:___________

Parent/Guardian Name:_____________________________________
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