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RYLA Application Form 
 

Student Name _______________________________________________________________________________ 

Address ________________________________________ City ________________________zip______________ 

Date of Birth ______________________________   Gender:    Male_______ Female______ 

Telephone: (Home) _______________________ (mobile)  _______________________ 

Email ______________________________________________________________________________________ 

High School ___________________________________________________________ Grade  _______________ 

Does your school have an Interact Club?           Yes            No  

If “Yes”, are you a member? _________________________________ 

Parent/Guardian Name  __________________________________________________________________________ 

Address (if different)  __________________________________________________________________________ 

Telephone: (Home) _______________________ (mobile) ________________________ 

Parent/Guardian Name __________________________________________________________________________ 

Address (if different)  __________________________________________________________________________ 

Telephone: (Home) _______________________ (mobile) ________________________ 

Student Portfolio:  

Special Interests and Talents:__________________________________________________________________________ 

Awards: ___________________________________________________________________________________________ 

Extracurricular Activities: 

______________________________________________________________________________ 

Leadership Positions: 

_________________________________________________________________________________ 

Future Profession: ________________________________________________________________________________ 
 

Student Signature____________________________________________________________ Date _______________ 

 

Sponsoring Club: ________________________________________________________________________ 

Club RYLA Chair: ________________________________________________________________________ 

Email: _________________________________________________________________________________ 

Phone: ______________________________ Mobile: ____________________________ 
 

Date Payment Received:   ______________ 

Check #       ______________ 

Please note: Make Check to Rotary District 6670 
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HEALTH FORM   Rotary Youth Leadership Awards 

(Complete legibly     Rotary District 6670 

upon being selected)     Southwest Ohio 

 

 
Student Name:_______________________________ Birth Date: __________ Gender: ______ Age:______ 

If parent/guardian is not available, notify: 

Name: _________________________________________ Phone: _______________________________ 

Name: _________________________________________ Phone: _______________________________ 

 

Health History (to be completed by parent). Please give approximate dates: 

Disorders/Diseases:        Allergies: 

Ear infections  _______ Rheumatic Fever _______ Hay Fever ______ 

Heart defect/disease _______ Chicken Pox  _______ Poison Ivy ______ 

Convulsions  _______ Measles  _______ Insect stings ______ 

Diabetes  _______ German Measles _______ Penicillin ______ 

Bleeding disorders _______ Mumps   _______ Other drugs ______ 

Epilepsy  _______ Asthma   _______ Foods  ______ 

Tonsillitis  _______ Strep Throat  _______ Foods  ______ 

Mononucleosis  _______ Other disorders  _______ Other  ______ 

 

Operations or serious injuries (include dates): ________________________________________________ 

_____________________________________________________________________________________  

_____________________________________________________________________________________               

Chronic or recurring illnesses: ____________________________________________________________ 

_____________________________________________________________________________________  

Other diseases or details of above: _________________________________________________________ 

_____________________________________________________________________________________  

List medications:  ______________________________________________________________________  

Name of Doctor: ____________________________________________ Phone: ____________________ 

Name of Dentist/Orthodontist: _________________________________ Phone: ____________________  

Family medical/hospital insurance carrier: __________________________________________________ 

Policy number: ______________________________ 

 

 

IMPORTANT: Must be completed for attendance: 
Parent’s Authorization: This health history is correct as far as I know, and the person herein described has permission to engage in all 

prescribed camp activities except as noted by me and the examining physician.  

I hereby give permission to the physician selected by the camp director to order x-rays, routine tests and treatment for the health of my 

child, and in the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp director to 

hospitalize, secure proper treatment for, and to order injection and/or anesthesia and /or surgery for my child as named above.  

I also give permission for Rotary or Camp Kern to use photos or videos of myself/my child for promotional purposes in print, DVD, 

or on the website. 

 

Parent/Guardian Signature: ______________________________________________________________ 

 

Date: ____________________________________  
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