
            
Please complete this form and return it to the Deerfield Park District prior to the first day of camp.  Thank you for your 
cooperation.  Please print neatly.  Please complete both sides of this form. 
 
Name of Camp ___________________________________________  Location of Camp ____________________________  
 
Last Name _____________________________________ First Name _______________________________ Male / Female ____ 
 
Birth date _____________________________________ Grade as of Fall 2008 _______________________________________ 
 
Address _______________________________________ City _______________________________ Zip Code _____________ 
 
Home Phone ___________________________________ 
 
Mother’s Name _________________________________ Father’s Name _____________________________________________ 
 
Mother’s Work Phone ___________________________ Father’s Work Phone _______________________________________ 
 
Mother’s Cell Phone ____________________________ Father’s Cell Phone ________________________________________ 
 
Caregiver’s Name (if applicable) __________________________ Caregiver’s Cell Phone ______________________________ 
____________________________________________________________________________________________________________ 
Part I:  Emergency Contact Information (You must list a contact) 
 
Name of LOCAL person (within a 20-minute drive) to be called in event neither parent can be reached in an emergency: 
 
Name __________________________________________________________ Relationship _________________________________ 
 
Home Phone __________________________________ Cell Phone _______________________________________________ 
 
Person (s) you would permit to pick up your child: ___________________________________________________________________ 
 
__________________________________________________  __________________________________________________ 
 
____________________________________________________________________________________________________________ 
Part II:  Physician’s Information 
 
Physician’s Name ____________________________________________ Phone #__________________________________________ 
 
Date of last health exam: _______________________________________ Date of last tetanus shot: ___________________________ 
____________________________________________________________________________________________________________ 
Part III: Allergies (Please list all allergies and reactions) 
 
Allergy to: __________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Reaction:  ___________________________________________________________________________________________________ 
 
Child requires:      Epi-Pen:    ______Yes       ______No  Benadryl: _______ Yes _______ No 
 
Asthmatic:   _______ Yes     _______ No     Child requires:      Inhaler:  _____ Yes      _____ No  
           
FOR OFFICE USE ONLY 
Medication Distribution Form on File:  _______ Yes    _______ No 

(Must have a completed Medicine Distribution Form on file in order to dispense any medication) 
____________________________________________________________________________________________________________ 

-OVER- 
 

DEERFIELD PARK DISTRICT 
HEALTH HISTORY AND 
EMERGENCY FORM 



____________________________________________________________________________________________________________ 
Part IV:  Illnesses and Injuries (check any chronic or recurring illness) 
 
o Asthma ○  Hypertension  ○  Heart Defect/Disease    
o Diabetes ○  Ear Infection ○  Musculoskeletal Disorders   
o Seizures ○  Bleeding / Clotting ○  Other (Specify) _____________________ 
 
Any activities to be restricted? __________________________________________________________________________________ 
 
I know of no reason (s) why my child should not participate in activities except as noted above. 
 
Signature of Parent / Guardian ____________________________________________ Date _______________________________ 
____________________________________________________________________________________________________________ 
Part V:  Other Health Conditions (check any that apply) 
 
o Hearing Impairment ○  Motion Sickness  ○  Nosebleeds 
o Emotional Disturbances ○  Fainting  ○  Wears Glasses / Contacts 
o Special Diet Regimen ○  Other (please specify) __________________________________ 
 
Please list below specifics of any items checked: 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
Part VI: Release for Emergency Medical Treatment 
 
 If I cannot be contacted, I give my permission for my child to receive emergency medical treatment. 
 
Signature of Parent / Guardian ____________________________________________ Date _______________________________ 
____________________________________________________________________________________________________________ 
Part VII:  Photo Permission:  If permission is not granted for photos to be taken of you/your child, please call 847-945-0650. 
____________________________________________________________________________________________________________ 
Part VIII:  Other important information we may need to know about your child. (i.e. fears, etc.) 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
  


