Spring Mills High Band 2018-2019
Medical Information and Clearance
(All medical information will be confidential)

Student Name: ___________________________________________________   Grade:  __________   Age:  ________

Address:  _______________________________________________ City:  ______________________   Zip:  ________

EMERGENCY CONTACT INFORMATION

Name of parent/guardian:  __________________________________________________________________________
Address:  ______________________________________________   City:  ______________________   Zip:  ________
Phone:  ____________________________________     Cell:  _____________________________________________

	Emergency Contacts  (If unable to reach parent/guardian)

Name:  _____________________________________     Name:   _________________________________________

Address:  ___________________________________     Address:  ________________________________________

Phone:  ____________________________________      Phone:  __________________________________________





Physicians Name:  ________________________________________             Phone:  ___________________________

Date of Last Tetanus Shot:  ______________________                        Up to Date on all Immunizations:  Yes or No

Student’s Medical History

Any Known Allergies:  _________________________    Medical Conditions:  _________________________________

If allergic to bees, does your child have an epi pen:     Yes or No

Please list all medications your child is taking including other the counter medications:  ____________________________________________________________________________________________________________________________________________________________________________________________________

Permission is granted to the Spring Mills High Band Boosters to administer as needed:
    		
Tylenol			Benadryl		Ibuprofen

MEDICAL CLEARANCE

In the event of accidental injury or illness, I hereby authorize care or appropriate treatment for my child by a licensed physical or appropriate medical staff.

Insurance Company:   ____________________________________________     Policy #  ________________________

Insurance Company Phone:  _____________________________


Parent Signature:  ____________________________________________    Date:  ______________________________

Printed Name:      ____________________________________________
