Bulldog Soccer Academy
Health Form

Camper’s Name: ___________________________ SS # __________________________

Permanent Address: _______________________________________________________

City: ________________________________ State: ____________ Zip:______________

DOB: _________________________________ Phone: ___________________________

Does the Camper currently have any of the following? (If yes, please explain)

Drug Allergies: ___________________________________________________________

Food Allergies: ___________________________________________________________

Asthma: ________________________________________________________________

Allergies to insect bites: ____________________________________________________

Frequent Headaches: ______________________________________________________

Dizziness or Seizures: _____________________________________________________

Special Dietary Needs: _____________________________________________________

List Other Health Problems: ________________________________________________

Limitations of Activities: ___________________________________________________

Medications the Camper is currently taking: ____________________________________

(Please note: Our staff cannot administer any medications, prescription or non-prescription to campers. This includes over-the-counter medicines like Advil or Tylenol for minor headaches or pains. If the camper will need to take medications while attending our Academy, she must bring the medication to camp and assume responsibility for taking it  as needed or indicated.)

Will your daughter require specific treatment for a medical/emotional condition while participating in our Academy? If yes, please explain. Yes ___________ No ___________
Medical History (This page to be completed by a physician)

Immunization Dates
Measles: ___________________________

Mumps: ___________________________


Rubella: ___________________________

Or, MMR: _________________________

Last Tetanus: _______________________

(DPT, TT, or TD)

Polio Series Complete: _______________

Date of Last Medical Check-Up _____________________________________________

(must be after July 20th 2007)

Reasons for any hospitalizations in the past 5 years: ______________________________


Physician’s Information (Please Print)

Physician’s Name: ________________________________________________________

Address: ________________________________________________________________

City: ________________________________ State: ___________ Zip: ______________

Telephone: ______________________________________________________________

I have examined the above named camper and found her able to participate in all activities at the Bulldog Soccer Academy. 

Physician’s Signature



Print Name



Date

Completion of this form, including physician’s signature is required before participation in the Bulldog Soccer Academy
