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PARTICIPANT HEALTH FORM 

NACAA Sons & Daughters Program 
July 15 – 19, 2007 

 
Instructions: This form must be completed for each participant by the parents/guardians of minors.  This information will be kept confidential 
and used only for the welfare of the participant. Please bring this form with you when you register. 
 

Section I. Participant Information 
 
Name    

(Last)    (First)    (Middle)   
 
Address    

(Street)    (City)    (State)      (Zip) 
 
Please Circle:  Male  Female          Age  __________  Date of Birth    
 
Phone (home)   Phone (cell)    
 
Email Address    Conference Hotel    
 
Please list the name(s) and relationship of those responsible for the participant during NACAA AM/PIC    
 

Section II. In Case of Emergency, Contact: 
Parent/Guardian Name      Primary care physician’s name       
Phone         Phone           
Mobile Phone        Dentist’s name         
Pager        Phone           
Second Contact Person      Additional comments: 
Relationship to participant/Phone     
 
Section III. Health Insurance Information 
Policy holder’s name and relationship to participant  Employer’s name and address       
                  
Policy holder’s address     Business phone (_____)       
        Subscriber’s social security number       
        All policy numbers (please identify)       
                  
Insurance company’s name and address   Additional comments: 
        
 
        
Authorization phone number (_____)    
 
Section IV. Information needed about each participant 
Please check yes or no. If yes, explain below or on another sheet if you need more room. 
Yes No 

      Does the participant have any chronic health problem or illness?          
      Does he or she have any acute illness now?           
      Has the person been treated recently for some medical problem?         

                          
      Does the participant have any allergies to medication or local anesthetics?        

                          
      Does he or she have any allergies?                
      Date of his or her last tetanus shot:             
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Specify any restrictions in activities:              
                 
                 
 
Section V. Medical Treatment Authorization 
 
I give a medical facility permission to treat the participant for minor injuries or medical problems prior to contacting me or the emergency 
contact. In the event of serious injury or illness to the participant, an attempt will be made to contact the parent or emergency contact prior 
to the administration of medical treatment. However, I authorize medical treatment, including but not limited to, transportation to a local 
medical facility, hospitalization, injections, anesthesia and surgery, in the event of a serious injury or illness to the participant and you are 
unable to reach me or the emergency contact. 
 
Signature of Parent/Guardian of minor participant 
 
          
 
Section VI. Release for Audio, Video, Film and Photographs 
 
I authorize the National Association of County Agricultural Agents and Michigan State University to record and photograph the image 
and/or voice of my child for use by the National Association of County Agricultural Agents and Michigan State University and their assigns 
in research, educational and promotional programs without expectation of a fee, in perpetuity. I understand and agree that these audio, 
video, film and/or images may be edited, duplicated, distributed, reproduced, broadcast and/or reformatted in any form and manner. 
 
Participant’s name          
 
Signature     Date       
(Parent or guardian must sign here if subject is under age 18.) 
 
Section VII. Authorization/Release 
__________________________________ has my permission to participate in the NACAA AM/PIC Sons and Daughters program and 
activities (with the exception of those restricted activities listed on this form).  I understand participants will be supervised and will 
participate in the program and activities AT THEIR OWN RISK. I understand Michigan State University, the National Association of County 
Agricultural Agents and their respective officers, employees, agents, and volunteers are not responsible in the event of any loss, damage, 
death, injury or illness, or for the compounded injury or illness to the participant’s present medical conditions listed above.  
 
Signature of Parent/Guardian of minor participant 
 
          
 
Date          
 

 


