
	ENCAMPMENT MEDICAL INFORMATION


	NAME (Last, First, Middle Initial)
     
	CAP Rank

 FORMDROPDOWN 

	Social Security Number

     

	Current Address  

                                                                                               
	City

     
	State

  
	Zip Code

     
	Phone Number
     

	Age

   

	Date of Birth

     
	Member Category

 FORMCHECKBOX 
  Cadet     FORMCHECKBOX 
  Senior
	Gender

 FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female
	Religious Preference

     


	Insurance Information

	Medical Insurance Information:

Company Name:       
Policy Number:                                          


	Send copies of the following with application:

(  Parental Permission Form 

(  Copy of Medical Insurance Card

	Emergency Contact

	Parent, Guardian, or Closest Relative to be Notified in Case of Emergency:

	Name   

     
	Relationship  
     
	Telephone Numbers:

Home               
Cell                  
Business           


	Address:  

     

	

	City

     
	State
  
	Zip Code

     

	

	MEDICAL INFORMATION – (To Be Completed by All Applicants)

	This information is for Official Use Only and will not be released to unauthorized persons.  Answer all questions as accurately as possible so that special activity or encampment staff can make themselves aware of any pre-exiting medical problems or conditions and be alert to help you.



	HAVE YOU HAD OR DO YOU NOW HAVE ANY OF THE FOLLOWING?  (If YES, describe in remarks section.)


	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Are you taking prescription medication        

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Nose Bleeds            

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Any known allergies (include FOOD allergies)    

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Hay Fever/Sinus                                       

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Frequent or severe headaches

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Stomach trouble                             

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Motion sickness

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Ear infections       

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Dizziness or fainting spells

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Asthma       FORMCHECKBOX 
 Yes    Inhaler                                     

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Unconsciousness for any reason

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Eye trouble, excluding glasses          

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Any drug or narcotic habit

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Chronic or recurring injuries

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Back or Neck Problems
	 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Sugar or albumin in urine               

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Heart trouble                                   

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  High or low blood pressure            

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Chronic diseases like Diabetes or Bronchitis

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Severe Menstrual cramps (Females Only)

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Admission to hospital                   

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Attempted suicide               

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Rupture or groin injury

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Positive TB skin test

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Epilepsy or seizures

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Kidney stones or blood in urine

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Mental or Nervous Disorder

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Other illness, injury or accident 

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  Medical treatment within past 5 years 
                          (other than regular office visits or physicals)


	Is there any known physical disorder that might handicap the applicant while participating in the encampment?    FORMCHECKBOX 
 No   FORMCHECKBOX 
  Yes

	Remarks:       

	                   

	                   

	Is the applicant a military dependent?     FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes

	Physician’s Name

     
	Physician’s Telephone Number

     

	APPROVAL OF PARENT OR GUARDIAN FOR APPLICANTS UNDER AGE 18 YEARS OF AGE

	I hereby authorize and consent to any necessary medical treatment or care for my minor child in the event of an accident, injury, or sudden illness and release the medical, military, and Civil Air Patrol authorities from liability in providing such appropriate and required treatment.
__________________                                                   _________________________________________

            Date                                                                                                         Parent or Guardian’s Signature
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