MEDICAL HISTORY/PERMISSION FORM
Justin Sullivan, A Life Worth Following
Name ___________________________________________________    Age ____________ Completed Grade: ________

Address: __________________________________________ City ___________________  State ________ Zip _______

In Case of Emergency Notify _______________________________________________  Phone (____)_______________

Family Physician ________________________________________________________  Phone (____)_______________

Family Insurance Company ___________________________________________________  Policy # ________________

Immunizations: 
( Tetanus      ( Polio Booster      ( Measles      ( Mumps      ( Yellow Fever      ( Hepatitis A


( Hepatitis B      ( Typhoid      ( Malaria      Other: ______________________________________________________

MEDICAL HISTORY
(Check space to give appropriate information.)

( Asthma       ( Sinusitis      ( Bronchitis      ( Kidney Trouble      ( Diabetes      ( Heart Trouble      ( Dizziness        

( Stomach Upset      ( Hay Fever      ( Other: __________________________________________________________

(List Other) _______________________________________________________________________________________

Allergies:
Food ________________________________________________________________________________



Penicillin or other drug (name_______) ____________________________________________________



Insect stings/bites _____________________________________________________________________



Poison sumac, oak, or ivy _______________________________________________________________

Previous operations or serious illnesses _________________________________________________________________

_________________________________________________________________________________________________

Any current medications (list): ________________________________________________________________________

Special diet (name): _________________________________________________________________________________

Childhood diseases:
( Chickenpox      ( Measles      ( Mumps      ( Whooping Cough

Other (list): ________________________________________________________________________________________

PERMISSION FOR TREATMENT
My child has permission to go to Saltillo Mexico with The Ambassador Baseball team and the ministry Justin Sullivan A.L.W.F. as by my signature in the “Sign to Permit” column on the table below.  In addition, my permission is granted for the coaches and ministry leadership to obtain necessary medical attention in case of sickness or injury to my child.

	Activity
	When
	Sign to Permit
	Date

	Ambassador Baseball Mission Trip
	July 29, 2009 to August 2, 2009
	
	


I, the undersigned, do hereby verify that the above information is correct.

Dated this _____ day of ________________, 19___.

State of ________________________


County of _____________________________








Signature ______________________________________

