Vaishnav Youth Retreat
Medical Clearance Form

Participant’s Name: _________________________________	Date of Birth: __________

Parent/Guardian Name: __________________________________________

TO BE COMPLETED BY MEDICAL PRACTITIONER ONLY

Date of Exam: __________________

____ May participate in all camp activities

____ May NOT participate in camp

____ May participate except for: ___________________________________________________


Medical Condition(s): ____________________________________________________________

If the individual takes any prescription medication, please indicate the name and dosage of the medication, else write “N/A”: 



______________________________________________________________________________

If the individual has any allergies, please describe them below, else write “N/A”:



______________________________________________________________________________

Is this individual up-to-date on their immunizations? ____ YES or ____ NO

Signature of Physician:					Date:


___________________________________________            _____________________________

Printed Name of Physician: ___________________________

Physician Contact Number: ___________________________
