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Youth Program Medical Information and Release Form 

PROGRAM INFORMATION - High School Name: __________________________ 

Program Name: _Bruce Pearl High School Team Camp _ 
Date(s): __________ _ 

Times: 
-------------

Location: 

As the parent or legal guardian of the minor child named below ("Participant"), I understand that the information requested on this 
form is intended to help inform program staff of any pre-existing medical conditions. If Participant has a pre-existing medical 
condition, participation in any strenuous activities or recreational time may not be recommended. 
This information will be kept in strict confidence and will only be shared with your permission. Auburn University requests the 
information below so that, in case of emergency, we will have accurate information to provide and/or seek appropriate treatment 
for Participant. You are accountable for providing an accurate medical history. 
Final determination about whether to participate is the responsibility of you and your physician. 

GENERAL INFORMATION 

Participant Name: ____________ _ 
Date of Birth: ____________ _ 

Gender: ____________ _ 

Parent/Legal Guardian Name: ____________ _ 
Street Address: 

-------------

City: ____________ _ 
Zip: ____________ _ 

Email: 
-------------

Ce 11 Phone: _______ Home Phone: _______ Work Phone: ______ _ 

Emergency Contact #1 ____________ _ 
Relation: ____________ _ 

Cell Phone: Home Phone: Work Phone: 
------- ------- -------

Emergency Contact #2 ____________ _ 
Relation: 

-------------

Ce II Phone: _______ Home Phone: _______ Work Phone: ______ _ 

MEDICAL INFORMATION 

It is recommended that Participant consult with a physician prior to participating in this Program. If you are uncertain about any 
preexisting medical conditions, it is your responsibility to consult with your own physician prior to participating in this Program. 
Please answer all of the questions. If you answer yes to any of the following questions, please explain as indicated. If Participant has 
any medical issue that is not requested below, but which you think is important, please include that information. Use the back and/ 
or additional paper if needed. 

Physician's Name: ____________ _ 
Physician's Phone ____________ _ 

Although immunizations are not required for participation, we strongly encourage that program participants are appropriately 
immunized for, at minimum, the following diseases: tetanus, measles, mumps, rubella (MMR), meningococcal meningitis. 

Date of most recent tetanus toxoid immunization: ____________ _ 

□ I understand and acknowledge that because immunizations are not required, program participants may be exposed to
individuals who have not been immunized and/or individuals who may carry infectious diseases, which may result in
Participant contracting an infectious disease.

□ I understand and accept the risks to Participant that relate to and arise from potential exposure to and contraction of an
infectious disease.

Please Initial: ____________ _ 










