
Child’s name:  _____________________________________________  Age _______ Date of Birth ___________

Address:  __________________________________________________________________________________

Parent/Guardian:  ___________________________________________________________________________

Day phone:  ________________________________	 Evening phone:  _______________________________

Parent/Guardian:  __________________________________________________________________________

Day phone:  ________________________________	 Evening phone:  _______________________________

Email address:_______________________________

Emergency Information

Additional emergency contacts: (other than parent/guardian)

_________________________________________________________________________________________________
Name	 Phone No.	 Relationship

_________________________________________________________________________________________________
Name	 Phone No.	 Relationship

Personal Physician:  ___________________________________________  Phone: _______________________

Address:  _________________________________________________________________________________

Health Insurance Co. __________________________________________  Policy No.____________________

Parental Authorization 
In the event that I cannot be reached in an emergency, I hereby authorize the Seacoast Science Center staff or 
medical personnel to take emergency measures as needed.

_________________________________________________________________________________________________
Signature of parent or guardian	 Date

We require health information forms for all children attending camp at the Center. Both the healh information 
sheets (1 to be complete by parent/guardian, 1 by child's physician) must be returned to us no later than 2 
weeks prior to the start of your child's first session. All information will be held in confidence and will be 
released only to appropriate individuals.
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Seaside Safari	 Environmental Day Camp

HEALTH INFORMATION	 SUMMER 2010
To be completed by parent or guardian

Mail  to:	 Seacoast Science Center, 570 Ocean Blvd., Rye, NH 03870  or  
Fax  to:	 (603) 433-2235	 Thank you!



Child’s Name:  ___________________________________________   Date of Birth:____________________

Date of last tetanus booster:__________________________________________________________________

Dietary restrictions:  _______________________________________________________________________

Allergic reaction to medications: ______________________________________________________________

Allergic reaction to bee stings/does this child carry a bee sting kit? __________________________________

______________________________________________________________________________   Kit:   Y   N

Other allergies: ____________________________________________________________________________

Heart/respiratory problems: ___________________________________________________  Asthma:  Y   N

Epileptic or other seizures: ___________________________________________________________________

Other medical conditions: (recent surgery, major illness, psychiatric treatment, etc. ) ____________________

________________________________________________________________________________________

________________________________________________________________________________________

Is child taking medication?	

Medication: ___________________________________	  Dosage: __________________________________

Medication: ___________________________________	  Dosage: __________________________________

Inhaler:  Y   N      Medication must be provided in original, labeled prescription bottle.

Other pertinent information Seacoast Science Center staff should know about child: _____________________

________________________________________________________________________________________

Physician’s  Statement 

I have examined _______________________________________________________ within the past 2 years.  

In my opinion, his/her condition does not preclude participation in an active camp program.

Physician:  ______________________________________________  Phone: _______________________

Address:  _________________________________________________________________________________

__________________________________________________________	 __________________________
Signature of physician	 Date form signed	 Date last examined child

Seacoast Science Center 	  fax: 603-433-2235
570 Ocean Boulevard, Rye, NH 03870-2104    603-436-8043   www.seacoastsciencecenter.org

Mail or fax to:
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