CCCS/CYO BLAIR LODGE

HEALTH FORM AND MEDICAL RELEASE
NAME __________________________________DATE OF BIRTH: _____________
ADDRESS _______________________________________________ FEMALE [  ]  MALE [   ]
PARISH__________________________________TOWN____________________
IS THIS PARTICIPANT IN GENERAL GOOD HEALTH AND ABLE TO PARTICIPATE IN ALL NORMAL ACTIVITIES?  YES [   ]  NO  [   ] 

IF NOT, PLEASE SUBMIT A STATEMENT INDICATING LIMITATIONS.
FAMILY PHYSICIAN OR CLINIC ___________________________________________
ADDRESS _______________________________________________________________
TELEPHONE NO. _________________________________________________________

MEDICAL INSURANCE COMPANY _________________________________________

INSURANCE ID # _________________________________________________________
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 
IMMUNIZATION HISTORY:  PLEASE GIVE DATE TETANUS BOOSTER: _____________________
IS THE PARTICIPANT ON MEDICATION? IF SO, PLEACE ATTACH INSTRUCTIONS INCLUDING NAME OF MEDICATION, DOSAGE, TIME MEDICATION IS TAKEN, AND IF THE PARTICIPANT NEEDS TO BE MONITORED.

ALLERGIES (PLEASE CHECK THOSE YOU HAVE)
HAY FEVER  (   )
    ASTHMA  (   ) 
 FAINTING  (   )
    POISON IVY  (   )
BEE STINGS  (   )      PENICILLIN  (   )      CONVULSIONS  (   )    
OTHER (PLEASE SPECIFY)  _______________________________________________
PLEASE NOTIFY THE CYO OFFICE IF THE PARTICIPANT HAS BEEN EXPOSED TO ANY COMMUNICABLE DISEASE DURING THE THREE WEEKS PRIOR TO THE YOUTH MINISTRY SESSION BEING HELD AT  BLAIR LODGE.
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 
IN SIGNING THIS APPLICATION, I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS CORRECT AND GIVE PERMISSION FOR MY CHILD TO BE TRANSPORTED IN PRIVATELY OWNED VEHICLES TO AND FROM THE MEDICAL FACILITIES; AND FOR THE RELEASE OF MEDICAL RECORDS TO AN ATTENDING PHYSICIAN IN CASE OF ILLNESS.
IN CONSIDERATION OF THE ACCEPTANCE OF THIS HEALTH FORM FOR THE ATTENDACE OF MY CHILD TO CCCS/CYO BLAIR LODGE, WHICH IS OPERATED UNDER THE AUSPICES OF CATHOLIC CHARITIES COMMUNITY SERVICES, ARCHDIOCESE OF NEW YORK (CCCS)/THE CYO OF THE ARCHDIOCESE OF NY, I AGREE NOT TO ASSERT ANY CLAIMS ON BEHALF OF MYSELF OR MY CHILD AGAINST THE ARCHDIOCESE OF NY, CATHOLIC CHARITIES COMMUNITY SERVICES, ARCHDIOCESE OF NEW YORK (CCCS), CYO OF THE ARCHDIOCESE OF NY , AND THEIR  OFFICERS, AGENTS, SERVANTS, OR EMPLOYEES ARISING OUT OF INJURY, ILLMESS OR OTHER DAMAGE MY CHILD MAY SUSTAIN WHILE AT BLAIR LODGE NOT RESULTING FROM THE GROSS NEGLIGENCE OF THE CYO, ITS OFFICERS, AGENTS, SERVANTS, OR EMPLOYEES.

IN CASE OF MEDICAL EMERGENCY, I UNDERSTAND THAT EVERY EFFORT WILL BE MADE TO CONTACT PARENT OR GUARDIAN OF THE PARTICIPANTS.  IN THE EVENT THAT I CANNOT BE REACHED, I HEREBY GIVE PERMISSION TO THE PHYSICIAN SELECTED BY THE CYO STAFF MEMBER TO HOSPITALIZE, SECURE PROPER TREATMENT FOR, AND TO ORDER INJECTIONS, ANESTHESIA OR SURGERY FOR MY CHILD, AS NAMED HEREIN.
SIGNATURE OF PARENT/GUARDIAN: __________________________________________________________
DATE:  _________________________________ HOME PHONE________________________________
OTHER CONTACT (IN CASE PARENT/ GUARDIAN CANNOT BE REACHED): __________________________________

OTHER CONTACT PHONE # ____________________________________________________________

This health form covers the following weekend programs (Please Specify the Program and Date):

_____________________________ __________________________________

PLEASE RETURN THIS HEALTH FORM TO: 
CCCS/CYO – Blair Lodge  PO Box 712  Putnam Valley, New York, NY 10579

Attn: Toni Kerins – Director 

