ENCAMPMENT PROGRAM
Medical Information
PLEASE PRINT
Please read and complete this form.
Date of participation ___/___/___
Pack number __________________









     /
/

Participant's name






Birthday
Address









(          )
Parent/s, guardian/s or alternate contact’s name


  Phone
One other phone number where this person might be reached  __(          )______________








(          )
Name of physician





  Phone
Does the participant have any physical or medical conditions or restrictions  ___ YES    ___ NO
If so, please describe:  _____________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Signature of parent, guardian (if participant is under 18 years of age) or participant  

Date
San Francisco Maritime National Park Association 2001 


