
 

Participants must return this registration form by 
Monday, December 8th   

Ski Trip 2014  
Registration Form 

Phone: 740-286-5044 
E-mail: 
dailey.108@osu.edu 

OSU Extension,  
Jackson County 
17 Standpipe Rd. 
Jackson, Ohio 45640 

I hereby give my permission for my son/daughter ______________________________________ to 
participate in the Junior Leader Trip to Perfect North Ski Resort in Lawrenceburg, Indiana (and 
surrounding Cincinnati Area) and to ride in a vehicle with 4-H adult volunteer/professional and/or a 
responsible adult (as determined by the Extension/4-H personnel in charge).  I understand that efforts 
will be made to insure a safe and enjoyable activity, which will be held, but I also understand that an 
activity such as skiing does create opportunities where accidents or injuries could occur, as well as 
the inherent risks that are involved with traveling.  By signing this form, I am relinquishing the OSU 
Extension Staff and Volunteers/Drivers of all liability if my child should become injured. 
  
___________________________________       ______________________________________ 
Parent or Guardian Signature        Date 

Please check the appropriate package: 
 
Reserve one ski/board & transportation package  
           at the cost of  $48.00 ________ 
           
 
Reserve one tubing (2 hrs.), & transportation package  
           at the cost of  $25.00 ________ 
 
   
 

Total Cost __________________ 
 
 

Please make checks payable to Jackson County Junior Leaders 

Jackson.osu.edu 
 

CFAES provides research and related educational 
programs to clientele on a nondiscriminatory basis. For 

more information: go.osu.edu/cfaesdiversity. 

OHIO STATE UNIVERSITY EXTENSION 



OHIO 4-H PARTICIPANT/MEMBER HEALTH HISTORY 
 
This form must be completed by/for each participant or by the parents/guardians of minors.  This information will be 
kept confidential and used only for the welfare of the participant. 
 
DATE                                                COUNTY      _____________________________________                                      
 
PLEASE CIRCLE:   MALE     FEMALE  AGE_____ DATE OF BIRTH______________________  
 
NAME 

(LAST)     (FIRST)    (MIDDLE) 
 
ADDRESS 

(STREET)     (CITY)  (STATE) (ZIP) 
 
PHONE (HOME)_________________________      WORK PHONE____________________________ 
 
IN CASE OF EMERGENCY, CONTACT:   
 
NAME                                                                            PHONE________________________________ 
 
CELL PHONE __________________________________  PAGER ________________________________ 
 
OTHER PERSON                                                           PHONE________________________________ 
 
PHYSICIAN'S NAME                                                    PHONE                                                       
 
DENTIST’S NAME _______________________________  PHONE _______________________________ 
 
 Instructions for Medications 
 
1. All prescription drugs MUST be carried in the container in which they were issued (with medical orders and physician's 

name intact) 
 
2. If you need over-the-counter medications not listed below, they must be in the original container and must be stored 

under lock and key by the nurse/health director or a responsible adult during the 4-H event. 
 
CHECK MEDICATIONS BELOW, THAT PARTICIPANT MAY RECEIVE IF DEEMED NECESSARY: 

 
 

 
Ibuprofen/advil 

 
 

 
Acetaminophen/tylenol 

 
 

 
laxatives 

 
 

 
antacids 

 
 

 
triple antibiotic 

 
 

 
diarrhea medication 

 
 

 
 

 
 

 
Robitussin Cough Syrup 

 
 

 
adrenalin 

 
LIST APPROXIMATE DATE IF PARTICIPANT HAS HAD OR BEEN EXPOSED TO: 
CHICKEN POX_____ TUBERCULOSIS_____ MEASLES_____ MUMPS_____ 
 
WHOOPING COUGH_____ SCARLET FEVER_____ TETANUS IMMUNIZATION_____ 
 
Date of Last Booster_____ Date of Last Menstrual Period_____ 
 
Operations or Serious Injuries requiring medical treatment (specify): 
Check below if participant is subject to: 

 
 

 
headaches 

 
 

 
fainting 

 
 

 
heart trouble 

 
 

 
frequent colds 

 
 

 
constipation 

 
 

 
convulsions 

 
 

 
frequent sore throats 

 
 

 
kidney trouble 

 
 

 
athlete's foot 

 
 

 
sinusitis 

 
 

 
bed wetting 

 
 

 
sleep walking 

 
 

 
ear infection 

 
 

 
epileptic seizures 

 
 

 
home sickness 

 
 

 
bronchitis 

 
 

 
cramps 

 
 

 
diarrhea 

 
 

 
asthma controlled (yes, no) 

 
           

 
other please specify 
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Check if Participant is Allergic to: 
 
Foods (specify)  
 
Medication:  Prescription or non-prescription drugs (specify)  
 
Serious Ivy, Oak, or Sumac Poisoning  
 
Bee or Insect Stings                             Prescribed Treatment                                                                               
 
LIST ALL PRESENT MEDICAL AND ALLERGIC CONDITIONS (Contact Lenses, Braces, Diabetes, etc.) which require medication, 
treatment, or special restrictions or considerations in participation. 
Conditions:   
 

     
 
Medications: 
 

       
SPECIFY ANY RESTRICTIONS IN ACTIVITIES (INCLUDING SPECIAL DIET NEEDS): 
   
Immunization Record 

Please record the date (month & year) of basic immunizations and most recent booster doses. 
 
Vaccines 

 
Year of Basic Immunization 

 
Year of Last Booster 

 
Diphtheria 
Pertussis (whopping cough) DPT* 
Tetanus or 

 
1 
2 
3 

 
1 
2 

 
Tetanus  

 TD* 
Diphtheria or 

 
 

 
 

 
Tetanus 

 
 

 
 

 
Oral Polio (Sabin)* TOPV 

 
 

 
 

 
Injectable Polio (Salk) 

 
 

 
 

 
Measles (hard measles, red measles, Rubeola) 

 
 

 
 

 
Mumps 

 
 

 
 

 
Rubella (German measles, 3-day measles) 

 
 

 
 

 
Other 

 
 

 
 

 
Tuberculin test given    (most recent) 

 
 

 
 

 
Hemophilus influenza b (HIB) 

 
 

 
 

 PARENT/GUARDIAN MEDICAL RELEASE 
 
________________________________________ I understand the camp staff and volunteers, are not responsible in the event of accidental 
injury or illness, nor for the compounded injury or illness to the participant's present medical conditions listed.  I further understand in case 
of serious injury or illness I will be notified.  If I cannot be contacted, I give my permission to transport the participant to an appropriate 
facility and I give the attending physician my permission to hospitalize, secure proper treatment, and to order injection, anesthesia, or 
surgery for the participant as named above. 
 
Signature_________________________________________________ Date ______________________________________    
I give The Ohio State University permission to publish in print, electronic, or video format the likeness or image of my child.  I release all 
claims against the University with respect to copyright ownership and publication including any claim for compensation related to use of the 
materials. 
 
Signature _________________________________________________ Date ______________________________________ 
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Waiver and Permission to Transport Child/Charge 
Ohio State University Extension 

 

Child/Charge: ___________________________________________________________ 
 
Event: __Jackson County 4-H Ski Trip________________ Date: ____Dec 29, 2014_ 
 
Location: ___ Perfect North Ski Resort,  

Cincinnnati, OH/Lawrenceburg, IN and vicinity 
 
Driver: 4-H Adult Volunteer and/or Responsible Adult (as determined by the_________  
   Extension/4-H personnel in charge)____________________________________ 
 
I give permission for my child/charge (“child”) to be transported in a motor vehicle driven by the 
individual identified to an event at the specified location on the date indicated.  I understand that my 
child is expected to follow all applicable laws regarding riding in a motor vehicle and is expected to 
follow the directions provided by the driver and/or other adult volunteers. I understand that 
participation in the identified event is not a requirement for participation in the county or state 
Extension programs. 
 
I have read, understand, and discussed with my child that: 
 

(1) They will be traveling in a motor vehicle driven by an adult and they are to wear their safety-
belt while traveling; 

(2) They are expected to respect each other, the vehicles they ride in, and the people they travel 
with during the trip; 

(3) Riding in a motor vehicle may result in personal injuries or death from wrecks, collisions or 
acts by riders, other drivers, or objects; and 

(4) They are to remain in their seats and not be disruptive to the driver of the vehicle. 
 
I recognize that by participating in this activity, as with any activity involving motor vehicle 
transportation, my child may risk personal injury or permanent loss.  I hereby attest and verify that I 
have been advised of the potential risks, that I have full knowledge of the risks involved in this 
activity, and that I assume any expenses that may be incurred in the event of an accident, illness, or 
other incapacity, regardless of whether I have authorized such expenses.   
 
As a condition for the transportation received, I, for myself, my child, my executors and assigns, 
further agree to release and forever discharge The Ohio State University, its Board of Trustees, The 
Ohio State University Extension and their agents, officers, employees and volunteers from any claim 
that I might have myself or that I could bring on my child’s behalf with regard to any damages, 
demands or actions whatsoever, including those based on negligence, in any manner arising out of this 
transportation. 
I have read this entire waiver and permission form, fully understand it, and agree to be legally bound 
by its terms. 
 
Parent/Guardian Name (please print): ________________________________________ 
 
Parent/Guardian Signature: _________________________________  Date: __________ 
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