The Pennsylvania State University Youth Program Consent for Treatment

This form must be completed and returned before youth camp/program/event enrollment dates in order for youth to be permitted to participate in any
program activities.

Personal Information

Youth’sLastName FirstName Birthdate amar
Specify program your child will be attending Lift for Life Clinic =July 12, 2019

Address City State Zip

HomePhone E-mail Address

Parent/Guardian#1 Parent/Guardian #2

DaytimePhone Daytime Phone

Placeofemployment Place ofemployment

HealthInsurance Carrier Policy Number

PlanNumber Is physician authorization needed? O Yes O No
Name of Family Physician Phone

In case of emergency, please notify
If neither parent nor guardian is available in an emergency, please contact:
1. Phone

2. Phone

Health History [Please check and provide approximate dates that youth suffered from allergies and other conditions listed below]
Allergies
d HayFever 0 Bee/WaspStings O Insect Stings O Penicillin O Peanut Q Other Food/Drugs:

Other
a Asthma Q Diabetes O Convulsions Q Concussion O Behavioral/Emotional Q Other:

Date of most recent tetanus immunization:

Please list any major past ilinesses (contagious and non-contagious):
Pleaselistanymajoroperationsorseriousinjuries(include dates):
Hastheyouth everbeen hospitalized? O NO O Yes IfYES, explain:
Doestheyouth haveanychronicorrecurringillness? 0 NO O Yes IfYES, explain:

Isthere anything else in youth's health history that the program staffshould know?
Arethereanyactivitiesfromwhichtheyouthshouldberestricted? QNO QYes IfYES, explain:
Arethereany specificactivities that shouldbe encouraged? Q NO O Yes IfYES, explain:
Doestheyouth have any special dietaryrestrictions? O NO O Yes IfYES, explain:

Doestheyouthwearany medicalappliances (glasses, contactlenses, orthodonture, etc.)? D NO QYes IfYES, explain:

Will the youth need to take any medication during the program? 0 NO Q Yes
If YES, pleaselistthe specific prescription or over-the-counter medications below, reasons formedication,and daily dosage. Ifany medicationschange prior to arriving at the
program, please provide an updated list upon arrival.

Medication Reason(s) for Medication Daily Dosage/Time(s) Taken

1
2.
3

4.

If at all possible, medication should be administered at home. Medications will be allowed at the Youth Program only when failure to take such medicine would jeopardize
the health ofa childand he/shewould notbe ableto attend the Youth Programif the medicine were not made available.
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Youth’s Last Name FirstName Birthdate amAar

The parent(s)/legal guardian(s) of Youth Program participants are required to disclose their intention to bring medications to the Program, especially to treat
potentially life-threatening conditions (i.e. inhalers, EPI-pens, insulininjections). Upon arrival tothe Program, parent(s)/legal guardian(s) should plan tomeetwitha
memberoftheYouthProgramstaffatregistrationtoreviewmedicationissuesforaYouthProgramparticipantandcompleteadditional required paperworkifnot
completed priortoarrival. Foridentification purposes, acurrent picture of the childis to be provided uponregistration.

Allmedications(prescriptionandover-the-counter) mustbestoredintheoriginal product packagingandclearlylabeled withthe participant’sname.
Prescription medication(s) mustalsoincludealabel withthe medication’snameand dosage instructions, as well as the prescribing physician’snameand telephone
number.

All medications will be kept in a securely locked cabinet used exclusively for storage of medications. Medications that require refrigeration will be stored and locked ina
refrigerator designated for medications ONLY. Access to allmedications will be limited to approved personnel. The need for emergency medicationmayrequirethata
YouthProgramparticipantcarrythemedicationonhis/herpersonorthatitbeeasilyaccessed(i.e.inhalers,EPl-pens, insulininjections).PennStateYouthProgram
staffwillNOTpurchasemedicationsofanytype(prescriptionorover-the-counter)forYouthProgram participants of anyage.

Ifa Program has professional medical staff on-site, then the medical staff may administer over the counter medications (e.g., ibuprofen or Tylenol) supplied by the
parent(s)/guardian(s) per packageinstructions. Medical staff may monitor the self-administration of medications, if necessary, upon written consent of the
parent(s) and/or legal guardian(s) and/or physician orders.

If there are no medical staff on-site, Penn State Youth Program staff will not dispense medications, but may monitor the self-administration of certain medicationsiif
necessary, ONLY upon written consent of the parent(s)/legal guardian(s) and /or physician’s orders.

It is NOT permissible for a participant to share any medications with any other participants.

Itistheresponsibilityoftheparent(s)/legalguardian(s)tobesurethattheparticipant’smedicationsbroughttotheYouthProgramarenotleftbehindat theendof
theProgram.Failuretodosowillresultinthemedications beingdestroyedwithinthreeworkingdaysaftertheparticipant’slastdayatthe Program. Absolutely
no medications will be returned via mail regardless of circumstance.

| understand that all Youth Program participants are recommended to have a meningococcal vaccination prior to attending the program.

I hereby authorize the clinical staff at The Pennsylvania State University (“Penn State” or the “University”) (e.g., clinical staff at Penn State University Health Services)or
other licensed health care practitioners, acting within the scope of his or her practice under State law, to provide medical care that includes routine diagnostic
procedures (e.g., x-rays, blood and urine tests) and medical treatment as necessary to my minor daughter/ son/dependent. | understand that the consent and
authorizationhereingranteddoes notinclude majorsurgical proceduresandisvalidonly duringthe Youth Program/event.

Inthe eventthatanillness orinjury would require more extensive evaluation, lunderstand that every reasonable attempt will be made to contact me. However, in
the event of an emergency and if | cannot be reached, | give my consent for Penn State University Health Services staff or other licensed health care practitioners to
perform any necessary emergency treatment.

lagreetothereleaseofrecordsnecessaryfortreatment, referral, billing, orinsurance purposestotheappropriatemedicalcareprovider.Iftreatmentis providedby
PennState, lunderstandthattheUniversitychargesforservicesandthatitismyresponsibilitytopaythebill.Imayberesponsibletosubmit any claims to my health
insurance carrier for reimbursement. |also authorize Penn State to receive medical/billing information and submit it to the University’s insurancecarrier.

| understand that, unless specifically stated otherwise in the Penn State Youth Program/event literature, Penn State does not provide medical insurance to cover
emergency care or medical treatment of my child.

I understand that, in accordance with Youth Program policy, any medication(s) should be given at home before and/or after the Youth Program. However, whenthisis
notpossible,andmedicationswill be broughtto YouthProgramcamp,lagreetotheprovisionsoutlinedaboverelatingtothemanagementof medications.

Medical and Related Health Information Penn State is committed to protecting the medical and related health information about your child. Medical and related
healthInformationprovidedonthisformwillonlybeusedasPennStatedeemsnecessarytoprovideservicesforyourchildwhileparticipatingin the Youth Program.
Information will be stored, archived, and disposed of according to Policy AD35, University Archive and Records Managementand Policy AD95, Information Assurance
and IT Security.

Parent/LegalGuardianName(PleasePrint) Parent/Guardian Signature

Date *Termsand Conditions agreed to via electronic signature
Revised May 10, 2018



