Argyle Piper Camp Medical Form

Name of Student:  ______________________________________

Grade:  _____ 

M/F:  ____

Name of Parent/Guardian:  ________________________  
Parent E-Mail: _____________________________
Phone (H)  _____________________
(W)  ____________________
(Cell) ____________________

Please note any health problems, physical restrictions, emotional difficulty, behaviour problem, or other factors that may limit participation in the Argyle Piper Camps:
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Please note any serious injury or medical condition that would require special first aid treatment should another injury occur:
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

I certify that to the best of my knowledge, the information supplied on this form provides a full and accurate account of the required medical information about the above named student.  I certify that the state of health of the above named student is such that he/she can undertake all activities involved in the Piper Camps.  I will empower the chaperone (Mr. Bryan Lockless) to authorize any emergency treatment required to the above named student until such time as contact has been made with his/her parents or guardians.

Parent/Guardian Signature ___________________________________Date:   ____________________


