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World Hockey Group Tours
Health History Report

All information on this form is kept confidential and used only by tournament directors and health personnel. 
Team:




 
   
Directions:  Please type or print clearly in ink.  This form is to be completed by a parent or guardian.  EVERY section must be filled in completely.  Please write N/A if not applicable.  Do not leave blanks.
Section 1: Basic information

Participant’s Name:


  



   DOB: 
                              Sex: 
         .



Last


First

MI

  MM/DD/YYYY

Participant’s Social Security #: 




   Age during tour: 


Home Address: 











         .



Street




                          










         .



City



State


Zip

Home Phone #:
(
)



Primary Guardian:   ( Mother     ( Father     ( Both     ( Other

Father/Guardian’s Name:







 
Address (if different than above): 








         .
Home Phone #:
(       )

               Work #:(       )

               Mobile #:(       )
    
         . Mother/Guardian’s Name:








Address (if different than above): 








         .
Home Phone #:
(       )

               Work #:(       )

               Mobile #:(       )
    
         .          
Section 2: Emergency Notification

Specify an individual to be notified if above parents/guardians aren’t available. This person may NOT be an individual listed above or at the same residence.  Parent/guardian contacts will be attempted first.

Name:






   
            Relationship: 


         . 
Address: 











         . .


Street 


City


State


Zip
Home Phone #:
(       )

               Work #:(       )

               Mobile #:(       )
    
         . 
Participant’s Name:










Last


First

MI

Section 3: Health Insurance

Health insurance is required for ALL participants. Insurance claims are handled by the family and the respective insurance company. Please attach a copy of the insurance card and prescription card if applicable.

Insurance Company 



  
      ID #



   
                      .
Subscriber’s Name 


   
                   Group #



                      .
City of Company 


   
                .  Relationship of participant to subscriber
         . 
Section 4: Health History and Medications
Please answer each of the following questions (yes/no) and elaborate in the spaces provided. 

Does the participant have (or ever had) the following?
	Condition
	Y
	N
	Explain (what, how long, present condition, reaction, etc.)

	Allergies*
	
	
	

	Asthma
	
	
	

	ADHD
	
	
	

	Diabetes
	
	
	

	Dietary concerns/restrictions
	
	
	

	Epilepsy
	
	
	

	Physical disabilities
	
	
	

	Major illness/condition
	
	
	

	Mental/psychological illness
	
	
	

	Glasses/contact lenses
	
	
	

	Other pertinent medical history
	
	
	


Section 5: Parent/Guardian Authorization

This health history is correct to the best of my knowledge, and the individual listed on this form has permission to engage in all prescribed program activities, except as noted by me.  I agree to the release of any records necessary for treatment, referral, billing, or insurance purposes.  
Signature





          Date

Return this form via e-mail to:


szak@worldhockeygroup.com








-Or through the mail-


World Hockey Group


Dalhemsvägen 42a


Huddinge, 14146�Sweden




















