Medical Form
Name___________________________________________________________________

Social Security Number (optional)__________________________________________

Address_________________________________________________________________

Home Phone ______________   Parents’ Names_________________________________

Mom’s Daytime Phone # _________________ Dad’s Daytime Phone#______________

Mom’s cell phone #______________________ Dad’s cell phone #_________________

Name of emergency contact_________________________________________________

Relationship______________________ Home number___________________________

Other number (daytime and/or cell)___________________________________________

Primary Insurance Company_________________________________________________

Insurance Policy Number___________________________________________________

Primary name on Insurance________________________ Their D.O.B.______________

Insurance Co. Address _____________________________________________________

Insurance Co. Phone # (_____) __________________

Name and Phone Number of Primary Care Physician_____________________________

Address of Primary Care Physician___________________________________________

_______________________________________________________________________

Please list any existing medical conditions______________________________________

________________________________________________________________________

Please list any allergies_________________________________________________________________
________________________________________________________________________
Please list any medications that are taken and describe whether they are taken daily or when needed.____________________________________________________________________
__________________________________________________________________________

I ______________________________, parent/legal guardian of ___________________, attest that all of the information listed above is thorough and correct.  I also give my permission for my student to be administered treatment by a medical professional in the case of a medical emergency.  I understand that this information will be held in confidence, and will not be distributed except in the case of medical necessity.

Parent Signature____________________________________________Date__________

