WYLIE E. GROVES HIGH SCHOOL BANDS

HEALTH HISTORY AND EMERGENCY TREATMENT PERMISSION FORM

GENERAL INFORMATION:

FULL LEGAL NAME 





BIRTH DATE

 M / F



      FIRST
MIDDLE 
LAST

FULL NAME OF PARENT/GUARDIAN








HOME ADDRESS







PHONE






NUMBER
STREET

CITY 

ZIP

BUSINESS ADDRESS






PHONE






NUMBER
STREET

CITY

ZIP

SECOND PARENT/GUARDIAN EMERGENCY CONTACT












     NAME

HOME ADDRESS







PHONE






NUMBER
STREET

CITY

ZIP

BUSINESS ADDRESS






PHONE






NUMBER
STREET

CITY

ZIP

IF NOT AVAILABLE IN AN EMERGENCY, NOTIFY:

NAME







RELATIONSHIP




ADDRESS







PHONE




INSURANCE INFORMATION

NAME OF PERSON WHO IS INSURED BY INSURANCE COMPANY





SOCIAL SECURITY #


INSURANCE PROVIDER






MEDICARE #


MEDICAID #


HMO #





BC/BS CONTRACT #



OTHER CONTRACT #





GROUP #

PLACE OF EMPLOYMENT








PARENTS AUTHORIZATION:

ALL GENERAL INFORMATION, INSURANCE INFORMATION AND HEALTH HISTORY INFORMATION (ON THE REVERSE SIDE) IS CORRECT, SO FAR AS I KNOW, AND THE PERSON HEREIN DESCRIBED HAS PERMISSION TO ENGAGE IN ALL ACTIVITIES. AUTHORIZATION FOR TREATMENT: I HEREBY GIVE PERMISSION TO THE MEDICAL PERSONNEL SELECTED BY WYLIE E. GROVES HIGH SCHOOL FACULTY, DIRECTOR, OR AMINISTRATOR TO ORDER X-RAYS, ROUTINE TESTS, TREATMENT, AND NECESSARY TRANSPORT FOR ME OR MY CHILD IN THE EVENT OF AN EMERGENCY AND I CANNOT BE REACHED. I HEREBY GIVE PERMISSION TO THE SELECTED PHYSICIAN TO SECURE AND ADMINISTER TREATMENT INCLUDING HOSPITALIZATION, FOR MYSELF OR CHILD AS NAMED ABOVE. THIS FORM MAY BE PHOTOCOPIED.

SIGNATURE OF PARENT/GUARDIAN





DATE



I UNDERSTAND AND AGREE TO OBEY ALL SCHOOL RULES AS STATED IN THE SCHOOL HANDBOOK.

SIGNATURE OF STUDENT






DATE



PAGE 2

HEALTH AND EMERGENCY FORM

HEALTH HISTORY:
***ALL INFORMATION WILL BE CONFIDENTIAL***

MAY THIS PERSON USE TYLENOL IF REQUIRED?

YES

NO


WILL THIS PERSON BE BRINGING MEDICATION?

YES

NO


IF YES TO THE ABOVE:

MEDICATION:



DOSAGE

TIMES PER DAY


PURPOSE











MEDICATION:



DOSAGE

TIMES PER DAY


PURPOSE










MEDICATION:



DOSAGE

TIMES PER DAY


PURPOSE











IS THERE ANY HISTORY OF OPERATIONS, INJURIES, OR INFECTIOUS DISEASES THAT WE SHOULD KNOW ABOUT?

LIST ANY MEDICAL PROBLEMS THAT WE SHOULD KNOW ABOUT.

DATE OF LAST TETANUS SHOT:



SPECIAL DIETARY RESTRICTIONS (IF ANY):








NAME OF PHYSICIAN:





PHONE





PARENT / GUARDIAN SIGNATURE:





DATE



