MEDICAL INFORMATION AND RELEASE

Name: ________________________________ Phone: __________________

Birth Date: _____________________ Age: ___________ Grade: __________

 Address: ______________________________________________________                  

City and State: _________________________________ Zip: _____________
          

Next of Kin: ______________________________ Phone: ________________

Address: _______________________________________________________

Relationship: ____________________________________________________

Place of Employment: ______________________ Phone: ________________

Who to contact if parents cannot be reached: __________________________

Phone: __________________________________ Relationship: __________________

Physician: __________________________________ Phone: ____________________

Any Serious Illness/Operations: ________________________

Asthma ______ Diabetes _______ List Allergies _______________________________

Current Medications: _____________________________________________________

Date of Last Tetanus Shot: _________________ Polio: ______________

Insurance:  Yes ____ Company: ________________________ Policy #: ____________




   Address: _____________________________________________

Wear Glasses: ____ Contacts: ____ Member Blood Bank: ____ Any other information that 

should be known about the individual:

AS PARENTS/GUARDIANS OF THIS STUDENT, WE GIVE AUTHORITY TO THE ADVISER/CHAPERON OF THE GROUP TO SEEK IMMEDIATE MEDICAL CARE IF 

ILLNESS OR INJURY OCCURS.

Parent/Guardian Signature: ____________________________ Date: ___________

IF THE STUDENT DOES NOT COMPLY WITH THE CONDUCT POLICIES AND CAUSES A HARDSHIP ON THE GROUP, WE, THE PARENTS/GUARDIANS, UNDERSTAND THAT THE STUDENT SHALL BE RETURNED TO US AT OUR EXPENSE.

Parent/Guardian Signature: ____________________________ Date: ___________

