
SACANDAGA BIBLE CONFERENCE 

HEALTH & MEDICAL FORM 

This Form MUST be provided to Sacandaga Bible 

Conference prior to Participant s arrival at SBC. 

            Participant is: 

     Day Camper 

     Overnight Camper 

     SBC Staff 

Page 1:  To be Completed by Parent/Guardian or the Adult Participant 

Participant Details:     Age:  __________Weight:  __________Date of Birth:  __________Gender:  __________ 

Name:  ______________________________________________________________________________________ 

Address:  ____________________________________________________________________________________ 

Telephone Number:  _________________________________ Email:  __________________________________ 

Parent/Guardian Name:  _______________________________________________________________________ 

Parent/Guardian Address (if different):  __________________________________________________________ 

Parent/Guardian Telephone Number:  _______________________  Cell No.:  __________________________ 

Current or Recurring Medical Conditions:  List any current medical conditions (if none, please write None) 

     e.g.  Asthma, diabetes, heart defect/disease, convulsions, bleeding/clotting, hypertension, psychiatric treatment, ADD/ADHA 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Dietary Restrictions/Food Allergies: List any dietary restrictions/ food allergies (If none, please write None) 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Health History:  List any operations or serious injuries (If none, please write None) 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Allergies       Diseases (give approx. dates) 

Hay fever              Penicillin       Mumps                 German measles 

Ivy poisoning, ect.      Other drugs (specify)      Chicken pox         Mononucleosis 

Insect stings               Other (specify)      Measles                Other 

_____________________________________________________________________________________________ 

Family Medical Information:   

Name of Family Physician  ________________________________ Telephone No.:  ______________________ 

Whose name is the Participant under for medical/hospital insurance?  _______________________________ 

Carrier  __________________________  Policy #:  ___________________________  Group #:  _____________ 



Participant Name:  Page 2:  To be Completed by Parent/Guardian or the Adult Participant 

Meningococcal Meningitis Vaccination Response:    (Please Refer to Page 5) 

Check one statement regarding the Meningococcal Meningitis vaccine. 

  The Participant has had the meningococcal meningitis immunization within the past 10 years. 

  The Participant has NOT received the meningococcal meningitis immunization.  I, We, the Participant 

have received and read the information regarding the meningococcal meningitis disease and I, We, the  

Participant understand the risks of not receiving the vaccine. 

Parental Authorization for Drop-off &/or Pick-up of Participant: 

Authorization is hereby given for the following person (s) to Drop-off &/or Pick-up the Participant to &/or from Sacandaga Bible Conference.  This Authorization shall 

remain valid from July 2  - August 17, 2012 unless terminated by myself in writing. 

Parent/Guardian Signature:  ______________________________________________Date:  _____________________________ 

Immunization:  If Participant has been immu-

nized, please attach proof of immunization OR 

provide dates for the following> 

Note:  Please notify SBC if the Participant has been exposed or has contracted any potentially serious communi-

cable disease (e.g. chicken pox, hepatitis, meningitis, ect.) during the three (3) weeks prior to Participantõs 

arrival at Sacandaga Bible Conference.  

Vaccine Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr 

DTP       

TD (tetanus/

diphtheria) 

      

Polio       

MMR       

Or Measles       

Or Mumps       

Or Rubella       

Haemophilus  

Influenza B 

      

Hepatits B       

Varciella  

(chicken pox) 

      

BCG       

Person Authorized Relationship to Participant Contact No. (s) 

__________________________________________ __________________________________________ __________________________________________ 

__________________________________________ __________________________________________ __________________________________________ 

__________________________________________ __________________________________________ __________________________________________ 

Exemption for all vaccinations and/or immunizations as outlined above is made for reasons of ___________________________________________________.  I 

accept complete responsibility and hereby release and agree to hold harmless Sacandaga Bible Conference and any of its officers, agents and representatives 

from any liability that might arise during activities at SBC by virtue of said exemption.   

Name of Participant:  _________________________________________ ______________________                  Date:  __________________________________ 

Parent/Guardian or Adult Participant Signature:  ___________________________________________________________________________________________ 




