OYW
Cambria-Somerset Outstanding Young Woman Scholarship Program 
Health Certificate


Full Name: _____________________________________________________________________________________

Address:___________________________________________  City_____________________  Zip_______________

Telephone #:________________alt. phone#___________________Birthdate: _______/________/_________

Social Security #:______________________	Family Physician:_______________________________________

Medical Ins. Co. name:_______________________________________  Ins. Policy #:_____________________

Name as it appears on the Medical Insurance card:_____________________________________________

Date of last physical exam: _____________Date/reasons for past hospitalizations:___________________
________________________________________________________________________________________________

Height: _____ft______in. 		Weight __________lbs		Blood pressure: ______/______	
Place a check next to any conditions you currently have or have had:
_____Diabetes		_____Epilepsy	_____Hypertension	_____Arthritis	    ____Asthma
_____Heart Disease	_____Hepatitis	_____Kidney Disease	_____Tuberculosis   ____Ulcers
_____Anemia		_____Congenital Defect		
_____Allergies (please list all) _________________________________________________________

Do you wear glasses? 				_____Yes	_____No
Have you had chest X-rays?			_____Yes	_____No 
If yes, Date_______________Results__________________
Have you been immunized against tetanus	_____Yes	_____No    Date:_____________
List all current medications: ___________________________________________________________

______________________________________________________________________________________
The above contestant will be expected to participate in a strenuous physical fitness routine.  
Please list ANY musculoskeletal problems that would prohibit participation:_______________________
   ________________________________________________________________________________________________

Other medical limitations/special notes (to be completed by physician):__________________________
________________________________________________________________________________________________

Physician Signature:________________________________________________________Date________________

PRINT Physician’s name_________________________________________________

To the best of my knowledge, all of the above information is correct.  I believe there is no physical condition or other condition that will limit the full participation by the contestant named above in the Outstanding Young Woman program, except if noted above by our physician.  Should a medical problem arise, an attempt will be made to notify me by telephone.  If I cannot be reached, I give consent to such medical treatment as deemed necessary by a licensed physician or nurse.  

Parent/guardian’s signature:__________________________________________________Date:________________________

In an emergency, call: (please print):
Name:_______________________________Relationship___________________1st #_______________ 2nd # ______________

Name:_______________________________Relationship___________________1st #_______________ 2nd # ______________



