CGS 2003: If it Plays in Peoria, It'll Play Anywhere!

Cast/Crew Health Form

Name_____________________________________ Birth Date_____________ 


Emergency Contact __________________________ Phone (_____)__________

Address________________________________ Wk Phone (_____)__________

             Street  &  Number              City          State Zip Code

Cell phone & pager numbers _________________________________________                                

Second Emergency Contact____________________ Phone(_____)__________ 

Address_________________________________ Wk Phone(_____)__________

             Street  &  Number                City      State Zip Code                          

Cell phone & pager numbers _________________________________________                                

Health History: 
(check each item)
Yes
No





Yes
No


Sleepwalking

___
___     

Chicken Pox

___
___        

Convulsions       
___
___  

        
Measles

___
___ 

Diabetes        
___
___      

German Measles
___
___         

Bleeding/clotting 




Mumps

___
___

   disorders 

___
___            

Hay fever  
 
___
___          

Hypertension          
___
___    


Asthma 

___
___ 

Mononucleosis
___
___   


Allergic reaction 
___
___

Heart Disease
___
___


Epilepsy

___
___                                                                    

Details of Allergic Reaction/Allergies___________________________________

________________________________________________________________

Asthma: Last episode:_____________ How often?________________________

Triggers:_____________________ Symptoms:_____________________

Treatment:__________________________________________________
Operations or serious injuries (dates)___________________________________

________________________________________________________________

Disability, chronic or recurring illness___________________________________

________________________________________________________________

Dietary restrictions_________________________________________________

Current medications________________________________________________

Other diseases or details of above_____________________________________

Immunizations (are you current):

Tetanus (last 10 years)
Y   N
Diphtheria (last 10 years)
Y   N

Polio



Y   N
MMR (at age 5)

Y   N

Name of dentist\orthodontist___________________ Phone (____)___________

Name of physician___________________________ Phone (____)___________

Do you carry medical/hospital insurance? _______________________________

Policy\Group _____________________    Carrier_________________________

I give permission for a certified first aid person to secure such medical services as may be deemed necessary for my health and safety.

Signature____________________________________Date________________
