Health Record - Confidential - for Nurse only.
A camp nurse is on duty 24 hours a day.  This record must be filled out in order for the applicant to attend camp.  Thank you for giving careful attention to this form.  Duplicate information is needed as this record is kept separately by nursing staff.

Camper Name:_________________________________________       Male       Female  
Birthdate:___________ Age:____ Address _______________________________________ 
				            _______________________________________
Home Church________________________ Denomination __________________________
Mother’s Name_______________________ Mother’s Work #________________________
Mother’s Cell # ______________________  Parent Email___________________________  
Father’s Name_______________________ Father’s Work #_________________________ 
Father’s Cell #________________________
Guardian Name________________________ Guardian Work #______________________ 
Guardian Cell # ______________________Emergency Contact Name_________________  
Emergency Contact Home #______________________  Cell #_______________________

GENERAL ACTIVITY WAIVER - As parent or legal guardian, I am in favor of the above person attending camp and participating in all activities unless otherwise specified.  Camp Mohaven may use pictures of my child taken during camp for promotional purposes.  I hereby release the Ohio Conference of SDA, Camp Management and its employees from liability in case of accident or illness.  I understand that my insurance is primary and that Camp Mohaven’s insurance is secondary.  In case of emergency, I herby give permission to the physician(s) selected by the camp directors to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for my child.  I realize that camp activities have inherent risks.  I knowingly accept and assume the risks, and agree to release Camp Mohaven and the Ohio Conference of SDA, and it’s parent organizations from any and all liability and responsibility.  Further, I agree to indemnify and hold harmless said organization from any and all claims, damages, injuries and expenses arising out of or resulting from my participation in camp activities.
Signature_____________________________________ Date______________
Relationship to Camper________________________________

EQUINE (HORSE) WAIVER (Please print)I, _____________________________ parent/guardian of________________________   (camper)agree to hold harmless, exonerate and indemnify Camp Mohaven, Ohio Conference of SDA, or Ohio Corp. of SDA, or any of its employees liable for injury or death due to the inherent risks of equine activity in which my child may be involved.  These risks include, but are not limited to (1)the propensity of an equine to behave in dangerous ways which may result in injury to the participant, (2)the inability to predict an equine’s reaction to sound, movement, objects, person, or animals and (3)hazards of surface or subsurface conditions.  I agree to allow my child to participate in equine activities by signing below.  

      I do want my child to ride a horse, if they so choose.
Signature______________________________________Date_________________
(If this is not signed your child will not be permitted to ride a horse at Camp Mohaven.)

      I do not want my child to ride a horse.   
Signature______________________________________Date_________________

Insurance Information--Name of Insured ___________________________________  
Medical Insurance Carrier______________________Policy #_________________________
(Your Medical insurance is primary.  The Ohio Conference has $10,000 of accident insurance that is secondary.)

(Check all that apply)
	Allergies
    Drugs________________________ 
    Foods________________________ 
    Plants________________________
    Bee Stings ____________________ 
    If severely allergic, an emergency kit 
    must accompany camper.
    Other __________________________
_________________________________


    Frequent Sore Throats	    Sinusitis
    Bronchitis		    Fainting
    Constipation		    Bedwetting
    Seizures		    Sleepwalking
    Menstrual Problems	    Heart Trouble
    Ear Infections	    Stomach Upsets
    Kidney Trouble		    Athletes Foot
    Headaches	    Asthma (If yes, an inhaler must 
	accompany the camper.)
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Immunizations
Tetanus/DT Booster  Date:________________

Activity Restrictions:_______________________________________________________

Additional medical comments/suggestions about the applicant: ____________________
________________________________________________________________________

If camper takes prescription medication…
Name of Medication ___________________________________________
Dispense Frequency  ___________________________________________
Name of Medication ___________________________________________
Dispense Frequency ___________________________________________
Name of Medication ___________________________________________
Dispense Frequency  ___________________________________________
Name of Medication ___________________________________________
Dispense Frequency ___________________________________________

