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Participant Information

Name:
	 Last	 	 	 	 First	 	 	 MI

Home Address:
	 Street address

	 City	 	 	 ST	 	 	 ZIP

Home Phone:

Cell/Other Phone:

Social Security Number:

Date of Birth:	 	 	 	  Male	  Female

Height:	 	 	 	 	 Weight:		 lbs.

Contact Information

Parent/Guardian name:
	 	 Last	 	 	 First	 	 Relationship

Address (check if same as student ):
	 Street address

	 City	 	 	 ST	 	 	 ZIP

Home Phone:

Cell Phone:

Work phone:

In case of emergency, if I am unable to be contacted, please contact:

Last Name	 	 	 First Name	 	 	 Relationship

1st phone	 	 	 	 2nd phone

Medical information

Name of physician:						      medical facility:						ph      one:
Immunization record:
	 MMR (measles, mumps, rubella): 	 Dose 1: immunization at 12 months	 	 	 	 	 Dose 2:
	 Tetanus/Diphtheria: 		 	 date of initial series	 	 	 	 	 	 	 date of last booster
Has the participant ever had a major surgery or been hospitalized?	  yes	  no	 Please explain any significant operations, accidents, illnesses, etc:

Does the participant have any physical condition(s) requiring special consideration?	  yes	  no	 	 	 if yes, identify:

Does the participant regularly take medicine or utilize emergency medications?	 	  yes	  no	 	 	 if yes, identify:

Check any allergies the participant may have:						     special medical conditions
 participant has no known allergies	 	 	 	 	 	 	  asthma	 	 	  emotional/behavioral disorder	 	
 penicillin	 	 	 	 	 	 	 	 	 	  high blood pressure	 	  bleeding disorder	
 other antibiotics	 	 	 	 	 	 	 	 	  kidney disease	 	  cancer	 	
 other medicines	 	 	 	 	 	 	 	 	  epilepsy/seizure disorder	  neck/back pain
 insect bites/stings	 	 	 	 	 	 	 	 	  cerebral palsy	 	  gastrointestinal disorder	
 food	 	 	 	 	 	 	 	 	 	 	  rheumatic fever	 	  colitis
 other	 	 	 	 	 	 	 	 	 	  heart disease		 	  tuberculosis
	 	 	 	 	 	 	 	 	 	 	  diabetes	 	 	  hernia
	 	 	 	 	 	 	 	 	 	 	  ulcer		 	 	  other
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Consent for Medical Treatment

Participant name - please print
•	 If your son, daughter, or ward will be under the age of 18 years while participating in an activity with Upward Bound, Educational Talent Search or a camp, it is our 	
	 policy to secure your consent in the event that medical treatment is warranted.

•	 By signing below, you are giving your consent in advance for medical treatment at an appropriate medical facility in case of illness or injury.

•	 By signing below, you are stating that you are aware of, and accept, the risk inherent in program activities.

•	 By signing below, you agree to hold harmless and indemnify the State of Wisconsin, the Board of Regents of the University of Wisconsin System, and the University 	
	 of Wisconsin –Whitewater, their officers, agents and employees, from any and all liability, loss, damages, costs or expenses which are sustained, incurred, or 		
	 required arising out of the actions of your dependent in the course of the event/camp.

Name of Parent or Guardian (Please Print)	 	 	 	 	 	 Signature of Parent or Guardian

Date

(Continuing participants only) (Continuing participants only)Recertification
By signing below, you are verifying that the participant, contact, and medical information on the other side of this form is accurate and current; and, that 
your consent for medical treatment is still valid.  If any information has changed, we ask that you complete a new Health History Questionnaire.  New 
forms can be obtained by contacting our office at 1-800-991-5570 or 1-800-991-5562.

Signature of Parent/Guardian	 	 Date	 	 	 	 	 Signature of Parent/Guardian	 	 Date

Signature of Parent/Guardian	 	 Date	 	 	 	 	 Signature of Parent/Guardian	 	 Date

Signature of Parent/Guardian	 	 Date	 	 	 	 	 Signature of Parent/Guardian	 	 Date


