
 Muskingum County 4-H Participant/Member Health History 
 

This form must be completed for each participant.  Minors must have the form completed and signed by parents/guardians.  
This information will be kept confidential and used only for the welfare of the participant.   
 
Date: ______________________________________ Activity: ________________________________________ 
 
Please circle:  Male Female  Age: ______________  Date of Birth: _____________________________ 
 
Name: _______________________________________________________________________________________ 
  (last)     (first)    (middle) 
 
Address: ______________________________________________________________________________________ 
  (street)     (city)   (state)  (zip) 
 
Phone (home): ________________________________ Guardian’s Work Phone: ___________________________ 
 
In Case of Emergency Contact: 
 
Parent Name: ___________________________________________ Phone: ____________________________ 
 
Cell Phone: _____________________________________________ Pager: ____________________________ 
 
Other Person: ___________________________________________ Phone: ____________________________ 
 
Physician Name: _________________________________________ Phone: ____________________________ 
 
Dentist Name: ___________________________________________ Phone: ____________________________ 
 
Instructions for Medications:  

1. All prescription drugs MUST be carried in the container in which they were issued (with medical orders and physician’s 
name intact) and given to the nurse/health director.  Others will not be accepted. 

2. If you need over-the-counter medications not listed below, they must be in the original container and must be stored 
under lock and key by the nurse/health director. 

 
Check Medications below that participant may receive if necessary: 
Acetaminophen _____ Benadryl _____   Caladryl _____  Calamine _____  Chloraseptic  ____  Claritin _____ 
Epi-Pen _____  Ibuprofen _____  Immodium _____ Insect Repellant _____  Maalox _____ Milk of Magnesia _____ 
Neosporin Ointment _____ Robitussin DM _____  Silvadene Cream _____ Sudafed _____ Sunscreen _____ 
 
List approximate date if participant has had or been exposed to: 
Chicken pox ____________   Tuberculosis ___________  Measles ____________  Mumps ____________    

Whooping Cough ____________  Scarlet Fever ____________   Date of last menstrual period ____________ 

Operations or serious injuries requiring medical treatment (specify): ______________________________________ 

_____________________________________________________________________________________________ 

 
Check below if participant is subject to: 
Headaches _____ Fainting _____   Heart Trouble _____   Frequent Colds _____    Constipation _____ 

Frequent Sore Throats _____ Kidney Trouble _____ Athlete’s Foot _____ Sinusitis _____  

Bed Wetting _____  Diarrhea _____ Sleep Walking _____  Ear Infections _____ Epileptic Seizures _____ 

Home Sickness _____ Bronchitis _____  Cramps _____ Asthma Controlled (yes/no) _____ 

Other (please specify) ___________________________________________________________________________ 

(please see other side) 



Check if participant is allergic to: 
 
Foods (specify): __________________________________________________________________________________________ 
 
Medication – prescription or non-prescription drugs (specify): ______________________________________________________ 
 
Serious ivy, oak or sumac poisoning: __________________________________________________________________________ 
 
Bee or insect stings: _____________ Prescribed treatment: _______________________________________________________ 
 
List all present medical and allergic conditions (contact lenses, braces, diabetes, panic/anxiety disorder, eating disorder, physical or any 
other special needs that require medications, treatment, or special restrictions or considerations in participation).  
 
Conditions: ___________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
 
Medications: __________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
 
Specify and restrictions in activities: _______________________________________________________________________________________ 
____________________________________________________________________________________________________________________ 
 
Immunization Record: 
Please record the date (month & year) of basic immunizations and most recent booster doses 

Vaccines Year of Basic Immunization Year of Last Booster 
Diphtheria 
Pertussis (whopping cough)     or (DPT) 
Tetanus  

1 
2 
3 

1 
2 
 

Tetanus 
Diphtheria                             or   (TD)     

Tetanus      

Oral Polio (Sabin)                         (TOPV)     

Injectable Polio (Salk)     

Measles (hard measles, red measles, Rubeola)     

Mumps     

Rubella (German measles, 3-day measles)     

Other     

Tuberculin test given  (most recent)     

Hemophilus influenza b   (HIB)     

Hepatitis     
 
Parent/Guardian Medical Release: 
 
______________________________ has my permission to participate in the Ohio 4-H program and activities (with the exception of those 
restricted activities listed).  I understand participants will be supervised.  I understand the 4-H staff and volunteers, Ohio State University 
Extension and The Ohio State University are not responsible in the event of accidental injury or illness, nor for the compounded injury or illness 
to the participant’s present medical conditions listed.  I further understand in case of serious injury or illness I will be notified.  If I cannot be 
contacted, I give my permission to the attending physician to hospitalize, secure proper treatment, and to order injection, anesthesia, or surgery 
for the participant as named above.   
Signature: __________________________________________________ Date: _________________________________ 
 
Photo/Video Release: 
 
I give permission to The Ohio State University, OSU Extension, the Ohio 4-H program to use photographs, voice and video images of the 
participant named above and photographs, voice and video images of any activities in which the participant is involved in any and all public 
awareness programs of The Ohio State University, OSU Extension, the Ohio 4-H program. 
 
Signature: __________________________________________________ Date: _________________________________ 
 
All educational programs and activities conducted by Ohio State University Extension are available to all potential clientele on a 
nondiscriminatory basis without regard to race, color, creed, religion, sexual orientation, national origin, sex, age, handicap, or Vietnam-era 
veteran status. 


