
CREW 370 
HEALTH FORM & PERMISSION SLIP 

 
 
Name_______________________________________________________________________________________ 
                  Last     First     Initial 
 
Birth Date___________________________ Sex_________ Age________________________________________ 
 
Parent or Guardian___________________________________________________________________________ 
 
Home Address________________________________________________________________________________ 
 
Phone No.____________________________________________________________________________________ 
 
Business Address_____________________________________________________________________________ 
 
Phone No.___________________________________________________________________________________ 
 
If not available in an emergency, notify___________________________________________________________ 
 
Address_____________________________________________________________________________________ 
 
Phone No.____________________________________________________________________________________ 
 
 
I also give the Crew Leaders permission to transport my child TO and FROM these activities which may 
include transporting my child across state lines.  
                                                                        
                                                                          Signature of Parent or Guardian: ___________________________ 
 
Health History (check and give approximate dates) 
 
Frequent Ear Infection________  Mononucleosis Diseases__________ Hay Fever___________ 
Heart Defect/Disease_________  Chicken Pox_____________  Ivy Poisoning________ 
Convulsions_______________  Measles_________________  Bee/Insect stings______ 
Diabetes__________________  German Measles_____________  Penicillin____________ 
Bleeding Clotting Disorder_________ Mumps________________  Other Drugs__________ 
Hypertension______________  Asthma________________  Allergies_____________ 
 
Date of last Tetanus shot________________ 
 
What treatment is required for Allergy?__________________________________________________________ 
 
____________________________________________________________________________________________ 
 
What treatment is required for Asthma?__________________________________________________________ 
 
____________________________________________________________________________________________ 
 
Operations or serious injuries (dates)_____________________________________________________________ 
 
____________________________________________________________________________________________ 
 



 
  

2

Dietary modifications__________________________________________________________________________ 
 
Current medications (list all with copy of instructions)  
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
Other diseases or details: _______________________________________________________________________ 
 
Name and address of family physician_____________________________________________________________ 
 
______________________________________________Phone No.______________________________________ 
 
May adults in charge administer:  Aspirin...... Yes________ No_______ 

Tylenol....... Yes________No_______ 
Advil.......... Yes________No_______ 
Dramamine......Yes________No_______   

Insurance Coverage: 
Insurance Name________________________________________________________________ 
 
Phone No.(   ) _________________________ Policy No.________________________________ 
 

I hereby give permission to the Physician selected by the adult in charge of Crew 370's 
activity to order X-rays, routine tests, and treatment for the health of my child, and in the event that I can not be 
reached in an emergency, I hereby give permission to the physician selected by the adult in charge to hospitalize, 
secure proper treatment for, and to order injections and or anesthesia and/or surgery for my child. 
 
___________________________________________ 
(Name) 
 
Social Security Number of Primary Insured________-________-__________ 
 
Print Name of Insured________________________________ 
 

#### TO BE SIGNED IN PRESENCE OF NOTARY #### 
 

Date______________________    ___________________________________________ 
Signature of Parent or Guardian 

STATE OF FLORIDA 
COUNTY OF BREVARD 
 
The foregoing instrument was acknowledge before me this ____________day of________________, 20___________ 
 
by____________________________________________, who is personally known to me or who has produced 
 
_____________________________________________ as identification and who did not take an oath. 

 
___________________________________________ 
Signature of Notary 

 
___________________________________________ 
Name of Notary printed or stamped  


