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PATHWAYS, INC. 
ADULT AND FAMILY HEALTH HISTORY 

Health information on this form is gathered to assist us in identifying appropriate care and is held confidential. 
 
Family Name ______________________ Program attending ____________________ 
Address ____________________________ City _____________  State ____  Zip _____ 
Church _____________________________ City _____________  Pastor ____________ 
 
Please fill out for each family member attending camp program.  If additional space 
is needed, use back of health form.   
 
Name _________________________________________  Birth Date: _____________ 
Age ____________Sex _________ Social Security Number______________________  
Any known allergies ______________________________________________________ 
Current medications or medical conditions _____________________________________ 
 
Name ___________________________________________  Birth Date: _____________ 
Age ____________Sex _________ Social Security Number______________________  
Any known allergies ______________________________________________________ 
Current medications or medical conditions _____________________________________ 
 
Name ___________________________________________  Birth Date: _____________ 
Age ____________Sex _________ Social Security Number______________________  
Any known allergies ______________________________________________________ 
Current medications or medical conditions _____________________________________ 
 
Name ___________________________________________  Birth Date: _____________ 
Age ____________Sex _________ Social Security Number______________________  
Any known allergies ______________________________________________________ 
Current medications or medical conditions _____________________________________ 
 
Please fill out health insurance information.  If insurance coverage differs for each 
individual, note on back of health form.  
 
 
 
 
 
 
 
 
This health information is correct and complete as far as I know.  In case of medical emergency, I 
authorize Pathways Bible Camp staff to seek necessary medical treatment in case of injury or 
illness of either myself or family members listed above.  I give permission for any publicity 
photographs taken of my child to be used for promotion purposes.   
___________________________________________  _________________ 
Parent or Guardian Signature      Date  

INSURANCE COMPANY ________________________  POLICY NUMBER _______________________ 
 
POLICY HOLDER ______________________________  POLICY HOLDER SS# ____________________ 
 
FAMILY DOCTOR ______________________________ CLINIC/CITY ___________________________ 
 
PHONE NUMBER _______________________________   
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