.

///
.

eoVRToL

ResolRce HEALTH INFORMATION FORM
First Name: Last Name:
Birth Date (DD/MM/YYYY): / / MCP #:
ADDRESS:
Street: City/Town: Postal Code:
Phone Number: E-mail:

PARENT/GUARDIAN:

ADDRESS(If different from above):
First Name:

Street:

Phone Number:

Home Phone #

Two additional names for contact in case of emergency:
#1.

#2.

Name of Family Doctor

Are you in good health? [ Fair [ Good [ Excellent
dYes [ No

Do you have any chronic conditions or recent illnesses? [ Yes [ No

Are you able to participate fully in physical exercises?

Last Name:
City/Town:
E-mail:

Work Phone #

Postal Code:

Phone #:
Phone #:

Phone #:

If not, What are your limitations?

If yes please describe

Please detail administration of any medication or treatment required for the above condition.
Who is responsible for administering this medication - the student or adult supervisor?

Are you on any other medication? [ Yes [ No

Do you have any allergies? [dYes [No

If Yes please explain

If yes will you need to take it during the day?

Please explain

You will be working in an environment with lots of dust and noise. Do you have any condition that might affect your ability to participate.

d ves [ No

If yes please explain

Do you have any ear/hearing problems? ~ [dYes  [INo

When was your last tetanus shot?

If yes please explain

Is there any other relevant health information we need to know?

[dYes [INo

If yes please explain

If you experience any health difficulties during the camp please inform the instructor. She will be able to discuss any problem with you and assist

you.
Student Signature Date
Parent/Guardian Signature Date

Please mail or fax form to:

Mary Clarke

Women in Resource Development (WRDC) - GETT
53 Bond Street, Suite 300

St. John’s, NL, A1C 1S9

Phone: (709) 738-1138

Fax: (709) 738 - 3743

www.girlsintrades.com



