
 G
roup/S

chool/C
am

p N
am

e ___________________________________________________________T
oday’s D

ate_________ 
 N

am
e ___________________________________________________________________________A

ge _____D
O

B
 _______ 

 A
ddress__________________________________________C

ity__________________________S
tate_______ Z

ip_________ 
  P

arent/G
uardian's N

am
es_______________________________________________________________________________ 

 H
om

e # ____________________________W
ork #____________________________ C

ell # ___________________________  
    
E

m
ail A

ddress _________________________________________________________________________________________                      
 I understand that at the H

ow
ell C

onference and N
ature C

enter, I am
 expected to follow

 all the rules as presented by the C
hallenge P

rogram
 

facilitator, R
opes staff, &

 E
E

 staff including, but not lim
ited to:  listening and follow

ing safety instructions, running is not allow
ed, no negative 

com
m

ents to other participants, respect for adults in charge and other participants, and positive encouragem
ent given to othe

r participants.   
I fully realize that participation in the high ropes, low

 ropes, initiatives, obstacle, tow
er, zip line, w

all clim
bing course

s ("C
ourses"),G

lobal  
V

illage, and all E
nvironm

ental E
ducation classes involves psycholo

gically and physically challenging situations and that m
y p

articipation in 
the sam

e could result in injuries including but not lim
ited to: sprains, cuts, rope burns and/or abrasions or m

ore serious in
jury. I ackno

w
ledge 

that the H
ow

ell N
ature C

enter ("H
N

C
 ") has/w

ill inform
ed m

e of all required safety regulations and th
at m

y failure to follow
 the regulations and  

instructions m
ay result in serious injury. 

 /s______________________________________________________________________________________________________________
 

P
A

R
T

IC
IP

A
N

T
'S

 S
IG

N
A

T
U

R
E

 
 

 
 

 
 

 
 

 
 

D
A

T
E

 
 I understand that a physician sho

uld be consulted before participation in these courses if m
y child ha

s one of the follow
ing conditions: is  

pregnant, has a back condition, high blood pressure or a heart condition. I understand that an inhaler for exercised induced asthm
a, an  

E
pi-pen for severe insect allergies or any other m

edication needed for a chronic m
edical condition should be brought w

ith m
y child to the  

challenge courses.   I ackno
w

ledge that m
y child's participation in the C

ourses m
eans I accept the d

angers that are open, obvious and  
necessary to these activities.  
I agree to hold the H

o
w

ell C
o

n
feren

ce an
d

 N
atu

re C
en

ter an
d

 th
e P

resb
ytery o

f D
etro

it, In
c., its sp

o
n

so
rs, ag

en
ts, rep

resen
tatives, 

b
o

ard
 m

em
b

ers, em
p

lo
yees, co

n
tracto

rs an
d

 su
p

p
liers h

arm
less fo

r an
y an

d
 all d

am
ag

es w
h

ich
 m

y ch
ild

 m
ig

h
t su

stain
 an

d
 su

ffer 
in

 co
n

n
ectio

n
 w

ith
 m

y ch
ild

's p
articip

atio
n

 in
 th

e C
o

u
rses, p

ro
g

ram
s, an

d
 activities at H

N
C

. 
T

he H
N

C
 has m

y perm
ission to

 secure em
ergency care for m

y child if necessary.  I accept full respo
nsibility for the cost of a

ny treatm
ent for 

any injury suffered w
hile participating in the C

ourses.  I understand that any photographs taken of m
y child participating in

 the C
ourses or 

program
s m

ay be used for publicity. 
M

E
D

IC
A

L
 S

T
A

T
E

M
E

N
T

 
I recognize that clim

bing can be a
 strenuous endeavor requiring m

y child to be in good physical condition. 
I am

 listing below
 those condition

s m
y child has that could restrict m

y child's participation in the C
ha

llenge C
ourses, and a

ctivities w
hile at 

cam
p at the H

N
C

. 
________________________________________________________________________________________________________________ 
 M

edications currently taking: _________________________________________________________________________________________
 

I further certify that to the best of m
y know

ledge, I attest that I have disclosed all inform
ation that could restrict m

y child’s participation in this 
activity. 
IF

 P
A

R
T

IC
IP

A
N

T
 IS

 U
N

D
E

R
 E

IG
H

T
E

E
N

 (18) Y
E

A
R

S
 O

F
 A

G
E

, S
IG

N
A

T
U

R
E

 O
F

 B
O

T
H

 P
A

R
E

N
T

S
 IS

 R
E

Q
U

E
S

T
E

D
 IN

 A
D

D
IT

IO
N

 T
O

 
P

A
R

T
IC

IP
A

N
T

'S
 S

IG
N

A
T

U
R

E
. 

 /s______________________________________________________________________________________________________________
 

P
A

R
E

N
T

/G
U

A
R

D
IA

N
 S

IG
N

A
T

U
R

E
 IF

 M
IN

O
R

 IS
 U

N
D

E
R

 E
IG

H
T

E
E

N
 (18) Y

E
A

R
S

 O
F

 A
G

E
 

   
                  D

A
T

E
 

 /s______________________________________________________________________________________________________________
 

P
A

R
E

N
T

/G
U

A
R

D
IA

N
 S

IG
N

A
T

U
R

E
 IF

 M
IN

O
R

 IS
 U

N
D

E
R

 E
IG

H
T

E
E

N
 (18) Y

E
A

R
S

 O
F

 A
G

E
 

 
                  D

A
T

E
 

 

H
o

w
e
ll C

o
n

fe
re

n
c
e
 &

 N
a
tu

re
 C

e
n

te
r 

1005 T
riangle Lake R

d. H
ow

ell, M
I 48843     O

ffice # 517
-546-0249   F

ax # 517-546-1677      w
w

w
.how

ellnaturecenter.org 

A
g

r
e

e
m

e
n

t
 
t
o

 
P

a
r
t
i
c

i
p

a
t
e

 
f
o

r
 
M

I
N

O
R

S
 

R
evised 1/20/10 



R
evised 1/20/10 

T
o

 b
e co

m
p

leted
 b

y p
aren

t o
r g

u
ard

ian
 

D
ates and N

am
e of C

am
p A

ttending ____________________________________________________________________________ 
 C

am
p

er N
am

e_________________________________________________ D
O

B
 ___________A

ge _________ G
ender_________

 

 H
om

e address _____________________________________________________________________________________________ 
                             S

treet address                                                                                                                C
ity                                     S

tate                               Z
ip       

                        
 

C
u

sto
d

ial P
aren

t/G
u

ard
ian

 _______________________________________________ H
om

e # ____________________________ 
 E

m
ail A

ddress _____________________________________________________________________________________________ 
 P

lace of w
ork _________________________________ W

ork # _________________________  C
ell #________________________ 

  E
m

erg
en

cy co
n

tacts _______________________________________________________________________________________ 
                                                           N

am
e                                                                P

hone                                                                  R
elationship 

A
ddress __________________________________________________________________________________________________ 

                                   S
treet address                                                                C

ity                                                   S
tate                                      Z

ip 
 If n

o
t availab

le in
 an

 em
erg

en
cy, n

o
tify _______________________________________________________________________ 

                                                                                                     N
am

e                                          P
hone                                                 R

elationship  

A
ddress__________________________________________________________________________________________________ 

                           S
treet address                                                                      C

ity                                                       S
tate                                     Z

ip 
 In

su
ran

ce In
fo

rm
atio

n
    

Is the participant covered by fam
ily m

edical/hospital insurance?    ____ Y
es  ____ N

o     
 P

olicy H
older’s N

am
e _______________________________________________________________________________________ 

 C
arrier or P

lan N
am

e ____________________________________ P
olicy # ____________________________________________ 

  N
am

e of fam
ily physician ________________________________________ P

hone _____________________________________ 
 A

ddress _________________________________________________________________________________________________ 
                                  S

treet address                                                           C
ity                                                   S

tate                                  Z
ip 

                                   Im
p

o
rtan

t !! T
h

is b
o

x m
u

st b
e co

m
p

lete fo
r atten

d
an

ce! 
 

 

P
aren

t/G
u

ard
ian

 A
u

th
o

rizatio
n

s:  I give perm
ission for m

y child to attend the H
ow

ell N
ature C

enter cam
ps.  T

his health history 
is correct and com

plete as far as I know
, and the person herein described has perm

ission to engage in all cam
p activities except 

as noted.  I give perm
ission for the cam

p F
irst A

id personnel to provide routine health care, adm
inister prescribed m

edicatio
ns, 

and fist aid treatm
ent on site.  I agree to the release of any records necessary for treatm

ent, referral, billing, or insuran
ce  

purposes.  I give perm
ission to the cam

p to arrange necessary related transportation for m
y child, in the event I cannot be 

reached in an em
ergency.  I give perm

ission to the physician or the aforem
entioned cam

p F
irst A

id personnel to hospitalize  
secure proper and/or routine treatm

ent and to order injection, anesthesia, x rays, or surgery for m
y child in the event I can

not be 
reached in an em

ergency.  T
his com

pleted form
 m

ay be photocopied for trips out of cam
p. 

I give perm
ission for m

y child to be interview
ed and pictures taken to be used by the H

ow
ell N

ature C
enter or other new

s m
edia 

to help w
ith the prom

otion of the H
ow

ell N
ature C

enter cam
ps or related events. 

 ____________________________________________________                           D
ate ________________________________ 

(S
ignature of parent or guardian) 

 ___________________________________________________                            D
ate ________________________________ 

(S
ignature of parent or guardian) 

H
o

w
e
ll C

o
n

fe
re

n
c
e
 &

 N
a
tu

re
 C

e
n

te
r 

1005 T
riangle Lake R

d. H
ow

ell, M
I 48843     O

ffice # 517
-546-0249   F

ax # 517-546-1677      w
w

w
.how

ellnaturecenter.org 

P
e

r
m

i
s
s
i
o

n
 
S

l
i
p

 
a

n
d

 
H

e
a

l
t
h

 
H

i
s
t
o

r
y
 
F
o

r
m

 
 

P
age 1 of  2 



 R
estrictio

n
s: (T

he follow
ing restrictions apply to this individual.)   

D
o

es n
o

t eat:   _____R
ed M

eat  _____P
ork  _____D

airy P
roducts  _____P

oultry _____ S
eafood _____E

ggs ______________O
ther 

                   
H

ealth
 H

isto
ry: 

 A
llerg

ies:  List all know
. D

escribe reaction and m
anagem

ent of the reaction. 
 M

ed
icatio

n
 A

llerg
ies (list) ____________________________________________________________________________________ 

 F
o

o
d

_____________________________________________________________________________________________________  
 O

th
er (in

sect stin
g

s asth
m

a, an
im

al) ___________________________________________________________________________ 
 __________________________________________________________________________________________________________ 
  M

ed
icatio

n
s B

ein
g

 T
aken

:                                        
T

h
is P

erso
n

 takes N
O

 M
ed

icatio
n

s o
n

 a ro
u

tin
e b

asis. 
 P

lease list all m
edications (including over- the- counter of nonprescription drugs) taken routinely.  B

ring enough m
edication to

 last the 
entire tim

e at cam
p.  K

eep it in the original packaging/bottle that identifies the prescribing physician (If prescription dru
g), the nam

e of 

the m
edication, the dosage, and the frequency of adm

inistration. 

  
G

en
eral Q

u
estio

n
s     (E

xplain “yes” answ
ers below

) 
H

as/does the participant: 
 

 
 

 Y
es     N

o
                                                                                          Y

es    N
o

 
1.  H

ad any recent injury or illness or infectious disease?
…

...___    ___  
  9. E

ver been hospitalized?…
…

…
…

…
…

…
…

…
…

..…
 ___   ___

 
2.  H

ave a chronic or recurring illness/condition?…
…

…
…

…
..___   ___               10. E

ver had surgery?…
…

…
…

…
…

…
…

…
…

…
…

…
....___   ___ 

3.  H
ave frequent headaches?…

…
…

…
…

…
…

…
…

…
…

…
.…

.___   ___               11. E
ver had a head injury?…

…
…

…
…

…
…

…
…

…
...…

___   ___
 

4.  E
ver been knocked uncon

scious?…
…

…
…

…
…

…
…

…
.....___    ___               12. W

ear glasses, contacts or protective eye w
ear?…

.___   ___ 
5.  E

ver have frequent ear infections?…
…

…
…

…
…

…
…

…
.…

___   ___               13. E
ver have seizures?…

…
…

…
…

…
…

…
…

…
…

…
.…

___   ___
 

6.  E
ver been diagnosed w

ith
 a heart m

urm
ur?…

…
…

…
…

....___    ___               14. E
ver had back p

roblem
s?…

…
…

…
…

…
…

…
…

...…
___   _

__ 
7.  H

ave any skin problem
s? (itching, rash, acne)?…

…
…

.....___    ___               15. H
ave diabetes?

…
…

…
…

…
…

…
…

…
…

…
…

…
…

…
.___   __

_ 
8.  H

ave asthm
a?…

…
…

…
…

…
…

…
…

…
…

…
…

…
…

…
…

…
...___    ___               16. H

ave a history o
f bed

-w
etting?…

…
…

…
…

…
…

......___   ___ 

 P
lease exp

lain
 an

y yes an
sw

ers, n
o

tin
g

 th
e n

u
m

b
er o

f th
e q

u
estio

n
s. ______________________________________________ 

 _________________________________________________________________________________________________________ 
 W

h
ich

 o
f th

e fo
llo

w
in

g
 h

as th
e p

articip
an

t h
ad

?
   

_____M
easles  _____C

hicken P
ox  _____M

um
ps  _____ G

erm
an m

easles  _____H
epatitis A

 or B
 or C

 
 M

y C
h

ild
’s V

accin
atio

n
s are U

p
 T

o
 D

ate/C
u

rren
t:              Y

E
S

               N
O

         P
lease In

itial _____________D
ate___________

 

 T
h

is p
erso

n
 takes m

ed
icatio

n
s as fo

llo
w

s: 
 M

ed
icatio

n
 

 
 

  D
o

sag
e 

 
 

H
o

u
rs g

iven
 

 
               R

easo
n

 

_
_
_
_

_
_
_

_
_
_

_
_
_

_
_
_

_
_

_
_
_
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_
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_
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_
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_
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_
_
_

_
_
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_
_
_

_
_

_
_
_

_
_
_

_
_
_

_
_
_

_
_
_

_
_

_
_
_

_
_

 

I h
ereb

y g
ive p

erm
issio

n
 to

 ad
m

in
ister th

e o
ver-th

e-co
u

n
ter m

ed
icatio

n
s listed

 b
elo

w
, o

r th
eir g

en
eric eq

u
ivalen

ts E
X

C
E

P
T

 T
H

O
S

E
 I 

H
A

V
E

 C
R

O
S

S
E

D
 O

U
T

 if th
e C

a
m

p
 H

ealth
 o

fficers d
eem

 it n
ecessary.  D

o
sag

es w
ill b

e ad
m

in
istered

 acco
rd

in
g

 to
 d

irectio
n

s o
n

 th
e 

b
o

ttle u
n

less a p
h

ysician
 d

irects o
th

erw
ise. 

   T
ylenol 

 
B

enadryl                C
ough drops 

   T
um

s 
 

    P
epto B

ism
ol 

          R
obitussin

 
   M

otrin   
C

ontac                    E
ye drops 

   A
loe C

ream
 

    C
aladryl lotion

 
          H

ydrocortisone cream
 

C
A

M
P

E
R

 
N

A
M

E
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
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P
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H

e
a

l
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h

 
H

i
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t
o

r
y
 
F

o
r
m

 
 
 
 
 P

A
G

E
 
2

 


