
WESTERN NEBRASKA COMMUNITY COLLEGE - 1601 27th St. Scottsbluff, NE  69361 (308)641-6608 

Summer Camps at WNCC 
 

STUDENT MEDICAL INFORMATION 
(Summer Program 2009) 

 
 
Name:_________________________________________________________  Birth Date: __________________ 

 
1.  Rate your son/daughter's health:          (Excellent)          (Good)          (Fair)          (Poor) 
 
2.  Does your son/daughter have any  medical problems that would interfere with his/her activities of the camp or sports during the 

summer program?  (Include diseases, allergies, etc.) _____________________________________________________ 
 
3.  Does your son/daughter wear glasses or contact lenses?          Yes _____          No _____ 
 
4.  Does your son/daughter have any prescription medication that must be taken on a regular basis? 
      Yes _____  No _____   If yes, what is it for and for what reason:___________________________________________________ 
 
5.  Special Instructions/Comments: _______________________________________________________________________________ 
 
6.  Family Doctor: ____________________________________________________ Telephone Number: _______________________ 
 
YES     
____   ____ Has your activity been restricted during the past year? 

NO 

____   ____ Have you received treatment or counseling for a nervous condition, personality or character disorder, emotional 
problems? 

____   ____ Have you had any illness or injury or been hospitalized other than already noted? 
____   ____ Have you consulted or been treated by clinics, physicians, healers or other practitioners within the past two years  
  (other than checkups)? 
                 _
____   ____ Does your son/daughter have any chronic or recurring condition such as nosebleeds, fainting, anxiety attacks?   

 Are you allergic to bee stings? If Yes, do you have a bee sting kit?                                            

If yes, explain                                                                                                                                         
 
Have you had: 
YES     NO       YES     
____   ____ Scarlet Fever     ____   ____ Frequent Depression 

NO 

____   ____ Measles      ____   ____ Worry or Nervousness 
____   ____ German Measles     ____   ____ Recurrent Headache 
____   ____ Mumps      ____   ____ Hay Fever 
____   ____ Chicken Pox     ____   ____ Tuberculosis 
____   ____ Epilepsy      ____   ____ Shortness of Breath 
____   ____ Diabetes      ____   ____ Frequent Urination 
____   ____ Dental Problems     ____   ____ Recurrent Diarrhea 
____   ____          Sinusitis ____   ____ Rupture, Hernia 
____   ____ Eye Problems     ____   ____ Chronic Cough 
____   ____ Surgery      ____   ____ Pain/Pressure in Chest 
____   ____ Appendectomy     ____   ____ Dizziness, Fainting, Weakness 
____   ____ Tonsillectomy     ____   ____ Palpitations (Heart)   
____   ____ Hernia Repair     ____   ____ High/Low Blood Pr (If yes, please circle)        
____   ____ Gallbladder     ____   ____ Rheumatic Fever 
____   ____ Venereal Disease     ____   ____ Heart Murmur 
____   ____ Albumin/Sugar in Urine    ____   ____ Disease or Injury to Joints 
____   ____ Insomnia     ____   ____ Back Problems 
____   ____ Frequent Anxiety     ____   ____ Jaundice 
____   ____ Asthma      ____   ____ Stomach/Intestinal Problems 
 

(Continued…) 
  



INSURANCE INFORMATION 
 
 
Do you have health insurance, Medicaid, or school insurance that would cover your son/daughter?        Yes _____         No _____ 
Insurance Company: 
___________________________________________________________________________________________ 
Policy in name of: _____________________________________________ Policy Number___________________________________ 
What does the insurance cover? _________________________________________________________________________________ 
 

MEDICAL RELEASE 
 

I, (We) ________________________________________________________________________________, Parent/Legal Guardian of  
(Student's Name) ________________________________________________________________________, hereby give consent to 
the Summer Program at WNCC to seek emergency services for my son/daughter by an attending physician, dentist or optometrist. 
 
In the event of injury or illness to my son/daughter, I hereby grant authority to a qualified physician, dentist or optometrist to render 
such medical treatment as deemed necessary.  I also give permission to transport my son/daughter to and from locations where health 
services are provided. 
 
These services may include but are not limited to the following: 
 

1.  Physical examinations including routine laboratory and x-ray procedures. 
2.  Dental examinations, routine dental care, and necessary emergency dental care. 
3.  Emergency medical care for accidents or illness and any other medical services deemed necessary. 
4.  Eye examinations as deemed necessary. 

 
 

CERTIFICATION  
 

I certify that the information provided to all questions is accurate and complete, providing background information as a basis for 
providing medical treatment. 
 
This Medical and Liability Release shall be binding on the undersigned, any and all heirs, and personal representatives.  The 
undersigned as the parent/guardian of the above designated Western Nebraska Community Summer Camp participant, hereby 
executes this document and agrees to be bound by all the terms and conditions as stated above.  Also, the undersigned student's 
signature indicates compliance with both Medical and Liability Release as stated above. 
 
 
Signature of Student __________________________________________________________________________________________ 

 

Signature of Parent/Guardian ___________________________________________________________________________________  

 

Relationship to Student ________________________________________________________________________________________  

Home Number ______________________________________ Work Number _____________________________________ 

Alternate Number or Cell Number ___________________________________________  (in case parent/guardian cannot be reached) 

   

Home Address_______________________________   Work Address                                                                

                                                                                                                                                                   

                                                                                                                                                       
                                                                                          
Date_______________________ 
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