
 

 

 

 

Ruritan Youth Camp 
2022 Paperwork Checklist – Camper 

Registration Paperwork - 
□ Ruritan Registration 

□ Health History Form 

□ Dietary Needs Form 

□ Equine Waiver 

□ Code of Conduct 

□ Photo Consent Form 
 

How to Bring Medication to Camp 

In a clear plastic zip-top bag, please place the following items: 

□ Medication in original container with clearly visible 

prescription information and expiration date (current) 

□ Fully filled out Medication Form 

□ Any droppers, spoons, or specific measuring tools 
 

Keep in mind that you do not need to include anything on the 

OTC Medication List if it is a PRN (as needed) medication. 
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4-H Health History 
Report form

Publication 388-906
Reviewed 2013

INSTRUCTIONS:  Please provide detailed health information for determining appropriate supervision, support, and accommodations for the 4-H 
activity or event listed.  A parent or guardian must sign.  If the participant is a person with a disability and desires any assistive devices, services or 
other accommodations to participate in this activity, please contact your local Extension office during business hours at least 7 days prior to the event 
to discuss accommodations.  PLEASE PRINT ALL INFORMATION. (NOTE:  Both sides of this form must be completed.) 

NAME OF 4-H EVENT IN WHICH YOU WISH TO PARTICIPATE:  _______________________________________________________

DATE(S) OF EVENT:  ____________________________  LOCATION:  ___________________________________________________

PARTICIPANT IDENTIFICATION
NAME:  ______________________________________________________________________________    FEMALE:  ■      MALE:  ■
 Last                                                  First  (Underline name by which you like to be called)   Middle
MAILING ADDRESS:  __________________________________________ PARTICIPANT CELL PHONE: (______) ____________

CITY:  _______________________  STATE:  _____   ZIP:  _____________ HOME PHONE: ( ______ )  _____________________

AGE:  __________  BIRTHDATE:  ___________________ HOME EMAIL: _______________________________
RACE: (Optional)       WHITE ■         HISPANIC ■         BLACK ■         AMERICAN INDIAN ■        ASIAN ■        MULTICULTURAL ■

PARENT / GUARDIAN IDENTIFICATION (Place a check beside who to reach in the event of an emergency.)

o FATHER’S NAME (OR GUARDIAN): _________________________________   FATHER’S EMAIL: ___________________________

FATHER’S PHONE DAYTIME: ______________________  EVENING: ______________________  CELL: _______________________

o MOTHER’S NAME (OR GUARDIAN): _______________________________   MOTHER’S EMAIL: ___________________________

MOTHER’S PHONE DAYTIME: _____________________  EVENING: ______________________  CELL: _______________________

WHO HAS PRIMARY CUSTODY OF THE PARTICIPANT? _____________________________________________________________

ADDRESS, IF DIFFERENT THAN CHILD:  _________________________________________________________________________

PHYSICIAN / INSURANCE INFORMATION

FAMILY PHYSICIAN NAME:  ____________________________________________ 
 PHONE: ( ________ ) _________________________

DENTIST / ORTHODONTIST NAME:  _____________________________________ 
 PHONE: ( ________ ) _________________________

DO YOU CARRY FAMILY MEDICAL / HOSPITAL INSURANCE?:     YES ■   NO ■
 CARRIER:  ______________________________________________  
 POLICY ID #: _____________________________________________

EMERGENCY CONTACT INFORMATION (Parts 1 and 2 should be completed)

1.  WHERE CAN YOU BE REACHED IN THE EVENT OF AN EMERGENCY?

 LOCATION:________________________________________________________

  PHONE:  ( ______ ) __________________________ 

 CELL PHONE:  ( ______ ) _____________________

2.  IF YOU CANNOT BE REACHED, WHO SHOULD BE NOTIFIED? 
 NAME:  ___________________________________________________________

  HOME PHONE: ( ______ ) ____________________  

 WORK PHONE: ( ______ ) ____________________ 

 CELL PHONE: ( ______ ) _____________________  

* 18 U.S.C. 707

(continued on back)

(Check √ one)

4-H PARTICIPANT MEDIA RELEASE

The Virginia Polytechnic Institute and State 
University/College of Agriculture and Life 
Sciences (CALS) periodically uses electronic 
and traditional media (e.g., photographs, 
video, audio footage, testimonials) for 
publicity and educational purposes.  By my 
signature on this form, I acknowledge receipt 
of this document and give permission to the 
College of Agriculture and Life Sciences 
and its designee to use such reproductions 
for educational and publicity purposes in 
perpetuity without further consideration from 
me.

I understand that I will need to notify Virginia 
Tech/College of Agriculture and Life Sciences 
if any changes to my situation occur that will 
impact this media release permission.

■  YES      ■  NO
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PARTICIPANT HEALTH AND MEDICAL HISTORY  
(Questions 1-5 must be completed.)

1.   SPECIAL DIETARY NEEDS

 INSTRUCTIONS: The purpose of this section is to communicate special dietary needs,  
 food allergies, etc. for any child, teen, or adult who will be attending a 4-H event. 

 In the space below, please list all food allergies and/or other dietary restrictions  
 for the person listed above and any necessary precautions that should be taken: 
 __________________________________________________________________________

 __________________________________________________________________________

 __________________________________________________________________________

 __________________________________________________________________________

 __________________________________________________________________________

 __________________________________________________________________________

2.   Has the participant ever experienced (or had special needs in) any of the following?  
[Check (✔) all that apply]

       ■ Asthma ■ Bleeding disorders ■ Attention disorders (ADHD)    
■ Eating disorders ■ Seizures/Convulsions ■ Wears contacts    
■ Diabetes ■ Bed Wetting ■ Behavior 
■ Fainting spells  ■ Non-food allergies ■ Other:  ___________________      

 Please describe any condition or need that you checked: 
 ___________________________________________________________________

 ___________________________________________________________________

 ___________________________________________________________________

 ___________________________________________________________________

 ___________________________________________________________________

 ___________________________________________________________________

3.  Is the participant experiencing any current health problems, under medical care, 
receiving mental or behavioral services, or currently taking medication? 

       ■ YES    ■ NO   If YES, please explain:  __________________________________ 
___________________________________________________________________

4.   Has the participant undergone surgery, or experienced any injury, illness, allergy, 
or change in health status any time during the last year?  Is there any reason that 
participation in a program or activity should be restricted?

       ■ YES    ■ NO   If YES, please explain:  __________________________________

 ___________________________________________________________________

5. What else should we know about your child?

       4-H programs include very rewarding, but sometimes challenging situations. Please 
inform us of any concerns that may arise related to your child’s physical, mental, emo-
tional, and/or social health in order that we may better provide appropriate supervision 
and support. 
______________________________________________________ 
______________________________________________________ 
______________________________________________________

RELEASE AUTHORIZATION
I give permission to the following individual(s) to pick up my child at the conclusion of this 4-H event:

Name(s): ________________________________,   ________________________________,   _______________________________
Sign below at time of pick up (Receiving person must be pre-listed above):
Name (print):  _______________________________    Signature:  _______________________________   Date: ________________

APPROVAL / EMERGENCY AUTHORIZATION  

(Please read parts 1 and 2.  If the participant is under 18, 
parents/guardians must sign in the space provided.  If you 
are over the age of 18, please sign for yourself.  If you can-
not sign this due to religious reasons, you must contact your 
Extension office to obtain a legal waiver that must be signed. 
If this section is not signed, participation in the 4-H 
event/activity will not be allowed.  You must contact your 
Extension office if there is a change in health status after 
submitting this form. 

1.   I give my permission for the participant named on this 
form to attend the designated 4-H program. He / She 
has permission to participate in all activities which may 
include swimming and other water sports under the 
supervision of lifeguard(s) and to take part in other sched-
uled activities such as firearm safety, horsemanship, 
archery, low ropes, physical activity/exercise and related 
activities under the supervision of instructors; subject to 
limitations noted herein.

2.   I hereby give permission to the medical staff person 
selected by the event/activity director to order X-rays, rou-
tine tests and treatment for my child (or for myself if I am 
a participant over 18 years old) as medically necessary.  
I also give permission for the participant to receive over-
the-counter medication as needed under the guidance of 
the medical staff person.  I understand that all attempts 
will be made to notify parents/guardians of any serious 
injury or illness to their child.  If I cannot be reached in an 
emergency, I hereby give permission to the medical staff 
person to hospitalize, secure proper treatment for, and to 
order injection and/or anesthesia and/or surgery for me/
or the participant named on this form.  This form may be 
photocopied for use outside of the event/activity location.

ADULT PRINTED NAME:  

________________________________________________

SIGNED:  X______________________________________ 
                             (Parent / Legal Guardian or participant over 18 years old)

Date:  _______________________

I understand and agree to abide with any restrictions placed 
on my activities according to this form. 

YOUTH PRINTED NAME:  

________________________________________________

SIGNED:  X______________________________________ 
                            (Participant under 18 years old)

Date:  _______________________

IMMUNIZATION HISTORY (This must be completed)

Are your child’s immunizations up to date?   ■ YES  ■ NO       Date of most recent tetanus shot: (month/year)  _______/_______



Special Dietary Needs Policy and Request Form 

The W.E. Skelton 4-H Center kitchen staff prides itself on being able to 
accommodate special dietary needs and restrictions. In 2022, we will offer the 
following alternative meal options:  

• Gluten-free diet 
• Dairy-free diet 
• Vegetarian diet 

Participants must sign up for these options at least 2 weeks in advance, and the 
kitchen will be serving specialized meals in adherence to these dietary 
restrictions/limitations.  

Pre-portioned salads will be available upon request at lunch and dinner.  

We are a nut-free camp, so please relay this to adults so they do not send 
campers with snacks that contain nuts.  

If a participant has dietary needs outside of the special diets offered they are 
welcome to provide their own food. This food can be stored in the walk-in 
refrigerator or freezer at the 4-H Center. 

 

I need to request an alternative meal option due to my Special Dietary Needs: 

_____Gluten-free diet 

_____Dairy-free diet 

_____Vegetarian diet 

_____I have other special dietary needs and need to bring my own food 

 Or 

_____No special dietary needs 

 

 

Participant Name________________________________ 



Personal Statement for Adult Non-Helmet Use 

I,  , understand that Virginia Tech and the Commonwealth of Virginia highly recommended 
for safety reasons that I wear an ASTM certified riding helmet while engaged in equine activities. I have freely chosen not to wear this 
recommended safety equipment, to include an ASTM certified riding helmet, while I am engaged in equine activities and elect to accept 
full responsibility for any injuries that might arise as a result of failure to use or wear recommended safety equipment. 

 
Signature    

 

4-H Form 
 

Publication 388-035 
Revised 2020 

 

Virginia Polytechnic Institute and State University 
Equine Release, Waiver, and Indemnification Statement 

The undersigned participant, and his or her parent or legal guardian if the participant is under the age of 18 years, does/do hereby execute this 
release, waiver, and indemnification for himself or herself/themselves and his or her/their heirs, successors, representatives, and assigns and, 
thereby, agree(s) and represents as follows: 
To release the Virginia Polytechnic Institute and State University and the Commonwealth of Virginia, its members, employees, agent, rep- 
resentatives, subsidiary corporations, and those governmental agencies and other organizations affiliated with this activity from any and all 
liability, loss, damage, costs, claims, and/or causes of action, including but not limited to all bodily injuries and property damage arising out 
of participation in the activity, it being specifically understood that said activity includes the handling of equine by the undersigned partici- 
pant. The undersigned person(s) further agree(s) to indemnify the Virginia Polytechnic Institute and State University and the Commonwealth 
of Virginia, its employees, members, agents, representatives, and those governmental agencies and other organizations affiliated with this 
project, and hold them harmless for any liability, loss, damage, cost, claim judgment, or settlement which may be brought or entered against 
them as a result of the undersigned person’s participation in said activity. 
If involved in equine activities pursuant to Section 3.2-6202 amended of the Code of Virginia the undersigned(s) execute(s) this waiver of 
the undersigned(s) rights to sue and agree(s) to assume all risks resulting from the “intrinsic dangers of equine activities”. “Intrinsic dangers 
of equine activities” is defined as those dangers or conditions that are an integral part of equine activities, including but not limited to, (i) the 
propensity of equines to behave in ways that may result in injury, harm, or death to persons on or around them; (ii) the unpredictability of 
an equine’s reaction to such things as sounds, sudden movement, and unfamiliar objects, persons, or other animals; (iii) certain hazards such 
as surface and subsurface conditions; (iv) collisions with other animals or objects; and (v) the potential of a participant acting in a negligent 
manner that may contribute to injury to the participant or others, such as failing to maintain control over the equine or not acting within the 
participant’s ability. 
This waiver shall remain valid unless expressly revoked by the participant or Parent or guardian of a minor. The revocation shall be in writing 
which shall be delivered to the provider and shall become effective thirty (30) days after delivery to the provider. 
In the case of school-, college-, and university-sponsored classes and programs, waivers executed by a participant or parent or guardian of 
a participant shall apply to all equine activities in which the participant is involved in the next succeeding twelve (1 2) month period unless 
earlier expressly revoked in writing. The revocation shall become effective thirty (30) days after it is delivered to the provider. 
The undersigned(s) agrees to maintain all medical and health insurance needed to cover all risks of any kind in any place in livestock, equine, 
and/or other activities. 
I, the undersigned participant, will wear and use, in accordance with established Cooperative Extension policy and procedure, all safety equip- 
ment and to ensure equipment is in good condition at all times. 

 
 

Printed Name of Participant Printed Name of Parent or Guardian 

 
 

Signature of Participant Signature of Parent or Guardian if participant is under age 18 yrs Date 
 

 

www.ext.vt.edu 
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4-H Event Medication Form
INSTRUCTIONS: Please complete this form for all medication(s) your child will be taking as needed, including 
over-the-counter medications for headaches or cold, inhalers, etc.  

NOTE:  This form must accompany your child to the 4-H event only if he/she is taking any medication. Please read 
the following information related to the “Medication Policy.”  Your signature below indicates that all information 
provided on this form is correct and you understand the 4-H center medication policy.

Medication Policy

3 Youth under 18 years old will not be allowed to keep ANY medicines with them.
3  All medications submitted at the 4-H event registration must be in the ORIGINAL CONTAINER with the 

youth’s (or teen’s) name printed on the bottle.  
3  Zip-lock bags, other bottles, bottles printed with someone else’s name, or any other type of container besides 

the original, will not be accepted. 
3  Actual dosage listed on the bottle must be followed unless there is a written note from the prescribing doctor 

outlining different indications.  

THERE WILL BE NO EXCEPTIONS TO THIS POLICY.

I have read and understand the above policy.

                      Parent/Guardian initials:                                              Date:                                 

Member’s Name:                                                                                            

Parent/Guardian Phone:  (Day)                                                           (Evening)                                                     

Medication Name  
(include any special insturctions) 

As 
Needed

Break-
fast Lunch Dinner Bedtime

FOR ADDITIONAL MEDICATIONS ATTACH ADDITIONAL COPIES OF THIS PAGE.

Medication Release 
(Do not sign this line until you pick your child up from the event.)

My signature below indicates that I have picked up all medications from the 4-H staff person following the comple-
tion of the 4-H event.

Parent/Guardian Signature:                                                                                         Date:                                       



 
CONSENT TO BE VIDEOTAPED, PHOTOGRAPHED, RECORDED, AND/OR 

INTERVIEWED 

 

I, indicated below, do hereby consent to be videotaped, photographed, recorded, and/or 

interviewed while I am conducting Ruritan or Ruri-Teen business.  

 

I understand that, once taken, such videotapes, photographs, motion pictures, and/or 

interview notes (the Materials) may be published at any time in any media, including, but 

not limited to, any circular, newsprint, catalog, brochure, publication, or broadcast. I hereby 

waive any right that I may have to direct the use or publication of the Materials, and waive 

any action I may have for payment or royalties in connection with any exhibition, televising 

or publication of the Materials, regardless of whether such exhibition, televising or 

publication of the Materials is under philanthropic, commercial, institutional or private 

sponsorship.  

 

No photos will be posted on any website that identifies the names or addresses of youth. No 

information about you will be sold or given to any other organization or business.  

I release Ruritan and its officers, directors, and employees from any liability which may 

arise from or out of the obtaining, use or publication of the Materials.  
 

 

____________________________      _________________ 

Signature         Date  

 

____________________________      _________________ 

Club and District/Area Name       Telephone  

 

 

If under 18, the parent or legal guardian must sign below.  

 

___________________________     _________________  

Signature         Relationship  

 

___________________________ 

Telephone 
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