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EMPLOYEE HEALTH HISTORY FORM

I. MEDICAL RELEASE (Please verify EACH item below and complete and/or correct for our school records, website and school directory.  Indicate an N/A if not applicable. Every field MUST have information OR N/A in order for us to accept as complete.).  Please also submit a summary of your immunization records along with this form.
Employee Name: 



Birth Date: 


M / F

Address:

City / State / Zip:

Home Phone: 




Cell Phone:

Spouse Name/Relative: 



Spouse Phone:

Primary Email Contact: 



Secondary Email Contact:

Children: 




School:

Children: 




School:

Children: 




School:

Children: 




School:

Physician’s Name: 



Physician’s Phone:

Hospital Preference: 



Insurance Company:

Policy #: 




Name Policy is Under:

Current School Attended (and grade level): 

Emergency Contacts (List two LOCAL emergency contacts, other than spouse/relative above, to be called in the event of an emergency. Please provide COMPLETE addresses):

Name: 





Relationship:

Address: 




Phone: (H) 


O/C

Name: 





Relationship:

Address: 




Phone: (H) 


O/C

Please indicate any ALLERGIES or intolerance to food, medication, etc., and action to take in an emergency.  I have provided AP/GKC with an EPI-PEN if necessary and have discussed the seriousness of my illness or allergies with my supervisor.

Please indicate any other physical, psychiatrical, or behavioral problems that may affect your work with children or in a summer camp environment.

In case of an accident or serious illness, I request that AP/GKC contact ____________________________.

If AP/GKC is unable to reach them, I hereby authorize AP/GKC to contact a physician or hospital for purposes of receiving medical treatment, which, in their judgment, may be deemed necessary for my care. It is understood that I assume responsibility for the payment of all medical fees unless accident is work related.  I warrant that I am insured adequately against accident and sickness expense under the Policy Name and Number listed above. I request that AP/GKC contact _________________________________at this number _________________________________ to facilitate care for my child after school in the event that I am hospitalized.

Employee Signature: ________________________________

Date: _______________________
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422 Main Street

758 Walker Road, Box 243

Gaithersburg, MD 20878

Great Falls, VA 22066


