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STUDENT MEDICAL INFORMATION FORM


EMERGENCY CONTACT INFORMATION



    Student Name:  ___________________________   ______________________          Grade:  ___________
                                                        Last Name					First Name

    Emergency Contact:  ______________________   Home # ______________    Cell #:  ________________
				(Name Parent/Guardian)

    Emergency Contact:  ______________________	Home # _______________   Cell #:  ________________
                               			(Name Closest Relative)    

    Emergency Contact:  ______________________	Home # _______________   Cell #:  ________________
                               			(Name Friend/Neighbor)    


PHYSICIAN & INSURANCE INFO



    Family Physician:  _________________________________________	Phone:  ___________________
                                                                                                                

    Address:  _____________________________________________________________________________	

    Other Physician/specialist: ____________________________________	phone:  ____________________

 
    Insurance Company:  ________________________________________	 Phone:  ____________________

    Address:   _____________________________________________________________________________
	
    Policy Holder:  ____________________________________	Relationship:  _____________________
                                                         (Name, who is the insurance under)

    Policy Number:  _____________________________	Group number:  _________________________

    Expire/issue date:  ___________________________	
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MEDICAL HISTORY 


    ALLERGIES (please check all that apply)		HEALTH CONDITIONS 
    □ Seasonal 				□ asthma - is an inhaler used __________ will it affect marching __________
    □ Plants/trees			□ knee/ankle problems – will this affect marching ______________________
    □ Bee Stings 				□ Shoulder/wrist problems – will this affect playing/marching ____________
    □ Animals ___________		□ back injury – will this affect your playing/marching ___________________ 
    □ Latex				□ Constipation/bladder- Does it require extra restroom privileges _________
    □ Food ______________		□ Heart problems – Any special requirements _________________________
    □ Nuts ______________		□ Fainting/Dizzy Spells – Any Precautions _____________________________
    □ Other _____________		□ Diabetic – will this affect your diet/snack intake ______________________
      (Be specific . . . please list drug allergies below)	□ Cerebral Palsy		□ Epilepsy
					□ Depression			□ Bi Polar		
					□ Headaches			□ Hyperventilation		
					□ Excessive sweating		□ Excessive thirst
     
LIST ANY OTHER HEALTH PROBLEMS				
□ Any major injuries:   _______________________________	□ Any surgeries:  ___________________________
(within the last year)						(within the last year)	

□ Any illnesses:  ______________________________________________________________________________	 
(That required hospitalization)
□ Any other medical treatment/history that may restrict your child from performing in the band:              ____________________________________________________________________________________


MEDICATIONS

    CURRENT MEDICATIONS: 
    Prescriptions:  ______________	Dosage:  _____   Over the counter:  ______________ Dosage:  _____
    Prescriptions:  ______________	Dosage:  _____   Over the counter:  ______________ Dosage:  _____
    Prescriptions:  ______________	Dosage:  _____   Over the counter:  ______________ Dosage:  _____	
    Prescriptions:  ______________	Dosage:  _____   Over the counter:  ______________ Dosage:  _____	

    DRUG ALLERGIES: 
    Medication of Name:  ____________________	Reaction:  __________________
    Medication of Name:  ____________________	Reaction:  __________________
    FOOD ALLERGIES: ______________________________________________________________________
    ____________________________________________________________________________________
  
    SHOTS AND VACCINATIONS:			MEDICATIONS THAT MAY BE GIVEN TO MY CHILD
    Last tetanus booster:  ________________			(please check all that apply)
						□ Tylenol 500mg	□ Pepto Bismol      □ Dramamine 25mg
    Vaccinations current:  ____________	□ Throat Lozenges	□ Tums	        □ Ibuprofen 200mg
						□ Sinus Relief 25mg	□ Cough Drops       □ Neosporin
□ Midol/cramp relief	□ Other_________________________

Parent/Guardian Signature:  _______________________________	Date:  _____________________
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