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deep impact participant medical form 

Name___________________________________________________  Age_____  Date Of Birth___/___/_ __  

Parents Names ___________________________________________  Phone (     ) ________-______________

Mailing Address____________________________________________________________________________

In Case Of Emergency Notify: ______________________ Phone (     ) ____-_______ Relation_ ____________

Name Of Church__________________________________________ Phone (     ) ________-_ _____________

Medical Profile

General Health (Check One)      ______excellent   ______ good   ______ fair    _______ poor

If Fair Or Poor Please Explain Condition ________________________________________________________

List Any Medical Difficulties For Which You Are Currently Being Treated ______________________________ 	

________________________________________________________________________________________ 	

List Any Medicines Or Substances To Which You Are Allergic _______________________________________ 	

________________________________________________________________________________________

List Any Medications You Are Currently Taking _ _________________________________________________

________________________________________________________________________________________

List Any Previous OperaTions Or Serious Illnesses ________________________________________________

________________________________________________________________________________________

List Any Special Diet (For Medical Purposes) _ ___________________________________________________

________________________________________________________________________________________

Check Childhood Diseases:

[   ] Chicken Pox   [   ] Measles   [   ] Mumps   [   ] Whooping Cough   [   ] Other_ _________________________

Date Of Tetanus Immunization:  ___/___/___

Family Physican _ __________________________________________________________________________

Insurance Information

Insurance Company_________________________________ Policy # _ _______________________________

Subscriber Name_________________________________ Dob Of Subscriber __________________________

Sub. #____________________________________________________________________________________

Place Of Employment________________________________ Occupation_____________________________

Work Phone Number (     ) ________-____________  Other Contact Number (     ) ________-______________

Permission To Treat And Photo/Video Notice
My permission is granted for the DEEP IMPACT STAFF, CHURCH OFFICIAL, or ADULT present or in charge to obtain necessary medical 
attention in case of sickness or injury to my camper.  I also understand that as a participant, my child may be photographed or 
videotaped during the normal DEEP IMPACT camp activities and these photos/videos may be used in promotional materials.
I, the undersigned, do hereby verify that the above information is correct and I do hereby release and forever discharge all sponsors, 
the Baptist State Convention of North Carolina and their employees and North Carolina Baptist Men from any and all claims, 
demands, actions or cause of action, past, present, or future arising out of any damage or injury while employed by or participating 
in DEEP IMPACT.

-Please complete and sign below (students under 18 years of age requires parent/custodial signature)

PARTICIPANT SIGNATURE___________________________________ DATE___/___/___

PARENT/CUSTODIAL SIGNATURE______________________________ DATE___/___/___

PARENT/CUSTODIAL NAME (print)______________________________________


