Medical Release Form 
Camper Name____________________________________________________

Birth date_______________ Sex ______ 

Address _________________________________________________________ 

City____________________ Zip _______ 
Parent/Guardian Name __________________________________________ 

Daytime Phone # __________________ 
Address (If different than camper _________________________________ 

City ___________________ Zip _______ 
Alternate Contact Person: Name ______________________________________________________________________ 
Relationship to Camper ___________________________________________ 

Daytime Phone # _________________ 
Do you have health insurance?   Yes ____      No ____       
If yes, please complete the following: 
Name of Insurance Company_______________________________________________________________ 
Address ________________________________________________ 

City/ST___________________ Zip_______ 
Phone # _____________________________________ Policy # ____________________ 

Group # ___________ 
Insurance carrier’s name ____________________________________ 

Relationship to camper __________ 
Carrier’s ID # or Social Security # ______________________________________________ 
Primary Physician’s name ___________________________________________________________ 
Address _____________________________________________________

Phone # ________________________ 
Please list medications being taken and any specific instructions: ______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
All immunizations are current and up-to-date? (Must include Tetanus shot (DPT/DT-Td) Yes ____      No ____          
Please list any and all allergies (medication, environmental, insect, food, etc.) and type of reaction: 
______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 
As Parent/legal guardian of registrant on this form, I/we have determined the registrant to be in good health and able to participate in all camp activities.  In addition, I/we understand that in the event medical intervention is needed, every attempt will be made to contact immediately the persons listed on this form.  If unable to reach me/us, I/we do hereby:  
1) Authorize the medical staff at Talbott Squash Academy to: (a) provide emergency treatment for my/our child should the staff believe it necessary or appropriate to do so without first obtaining my/our permission, (b) secure reasonable medical treatment from the local hospital, clinic or EMS service in Newport or Palo Alto (if at the Stanford Camp Location) for my/our child should the staff believe it necessary or appropriate to do so without my/our permission.  

2) Release all persons in charge of or attending the sponsored activity as well as employees, officers, leaders and members of TSA Inc. from (a) any liability for securing or failure to secure such medical treatment and (b) any liability arising from any injury/sickness to my/our child occurring while going to or from such activity or while participating therein.   

Parent/Guardian Signature ________________________________________________________

Date ____________ 
Talbott Squash Academy

P.O. Box 60742

Palo Alto CA 94306
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