	Vinemont High School Band

Health Information and Medical Release Form

	Student Information

Name __________________________________________
Address ________________________________________

City _________________________ Zip _______________

Date of Birth _____________________________________

Height __________________ Weight _________________
	Parent/Guardian Information

Name __________________________________________

Home Ph. # _____________________________________

Work Ph. # ______________________________________

Cell Ph. # _______________________________________

	If unable to reach parent/guardian, please notify:

Name __________________________________________

Relationship _____________________________________

Home Ph. # _____________________________________

Cell Ph. # _______________________________________
	Medical Insurance Information

Provider ________________________________________

Contract # ______________________________________

Group # ________________________________________

	Student’s General Health Information

1. List any current medications ___________________________________________________________________

__________________________________________________________________________________________

2. List any allergies  ____________________________________________________________________________

__________________________________________________________________________________________

3. Does your child have Asthma?     YES     NO     Carry an inhaler?     YES     NO   

4. Does your child have Diabetes?     YES     NO     Take insulin?     YES     NO

5. Does your child have Epilepsy or Seizures?     YES     NO     Specify ___________________________________ 

6. Does your child have a Heart Condition?     YES     NO     Specify ______________________________________

7. Date of your child’s last Tetanus Booster shot _____________________________________________________

8. Is there any health history that might assist the person in charge if this student should become ill (current or past medical conditions, procedures, surgeries, etc.)? ___________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Student’s Physician ______________________________________________ Ph. # _____________________________

Address __________________________________________ City _________________________ Zip _______________

	Authorization to Treat/Administer Medication

I hereby authorize medical or surgical treatment for my child (named above) if any emergency should arise.  I give permission for decisions to be made by the certified teacher in charge until I can be reached.

NOTE:  Your signature on this form acknowledges your acceptance of financial responsibility for any medical or dental care your child requires.

_________________________________________________________________________________________________

Signature of Parent/Guardian                                                                                     Date




