
 UNDER 18 STAFF HEALTH FORM 

 This form must be on file BEFORE the first date of employment 

 Name: ______________________________________________  Age: ________________ 

 Gender/Pronouns:___________________________________________ 

 Health Insurance Company _____________________________   Plan # ____________________ 

 Primary Doctor Name & Phone_____________________________________________________ 

 Medical Information 
 Do you have any allergies or medical conditions that ACA should be aware of in case of 
 emergency?   Please indicate any medications you feel would be important to emergency 
 personnel should you become unconscious. 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

 *For a staff member under 18  to receive/self administer  any prescription medications  at camp, 
 including epi pens and inhalers,  you must complete  and return an Authorization to Administer 
 Medication form. Please email  campmanager@acarts.org  for the form. 

 Arlington Center for the Arts | 20 Academy Street, Arlington, MA 02476 | acarts.org | 781-628-6220 
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