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2009-2010 MEDICAL INFORMATION FORM
STUDENT NAME: ___________________________________________________________

SEX: 
 ____ (M) 
  _ (F)



BIRTH DATE: ________ /_______ /__________
INSURANCE CARRIER: 










PARENT(S): 





 POLICY #: 




(PLEASE ATTACH A COPY OF INSURANCE CARD)

------------------------------------------------------------------------------------------------------------------------------

STUDENT’S PHYSICIAN: 











PHONE: 



   ADDRESS: 








------------------------------------------------------------------------------------------------------------------------------

PLEASE COMPLETE THE QUESTIONS BELOW. It is imperative that we have medical information in order that we may care for the student in case of emergency.

1. DOES THE STUDENT HAVE CHRONIC HEALTH PROBLEMS? 




















2. IS THE STUDENT ALLERGIC TO ANY MEDICINES? 























3. DOES HE/SHE HAVE ALLERGIES? 

























4. IS HE/SHE CURRENTLY TAKING ANY MEDICATIONS? 






















5. WHAT IS THE DATE OF THE STUDENT’S LAST TETANUS SHOT? 







6. PLEASE LIST ANY SPECIAL MEDICAL HISTORY: 























7. PLEASE LIST ANY ADDITIONAL PERTINENT INFORMATION: 





















To Whom It May Concern, I, the undersigned parent or guardian of the above named student do hereby grant authorization to the Granite City High School Band Director or any Chaperone standing in loco parentis, to consent to any x-ray, examination, anesthetic, medical or surgical diagnosis or treatment and hospital care to be rendered to the said minor child.  This treatment may be under the general or special supervision, and or the advice of any licensed physician or surgeon, when such medical or surgical treatment is an emergency.  I will be responsible for any costs of said emergency treatment. 

Signature ___________________________________________________________ Date _____________

Parent’s Printed Name __________________________________________________________________

