


STUDENT'S NAMD.,,,

Last First Middle BirthDate Grade Sex

Home Phone

Mother'sName Mother's Employer Work Phone

Name of Familv Phvsician or Medical Advisor

Name of Health Plan Group or Policy # Phone

EMBRGENCY CONTACTS - Persons who make act for parents when parents cannot be
reached:

Name/Address

Name/Ad&ess

Medical Information:
+Does your child have any conditions/allergiesftrealth problems, which could require
em€rgency medical care? If so, please explain below:

+Is your child on any regular medication? If so, please list below:

PLEASE NOTE TTIAT PARTICIPATIOf.I WILL NOT BE ALLOWED UNTIL
ADEQUATE COVERAGE IS PROVIDED. IF YOUR INSURA]'{CE CHANGES OR TS
DISCONTINUED, IT IS YOUR RESPONSIBILITY TO NOTIFY THE SCI{OOL
IMMEDIATELY.

I GIVE MY PERMISSION FOR MY SON/DAUGHTER TO USE THE SCHOOL'S
SPORTS TRANSPORTATION TO AND FROM ANY SPORTS ACTIVITY

I ACK.IOWLEDGE THAT I HAVE CAREFULLY READ THIS FORM AND
UNDBRSTAND AND AGREE TO ITS TERMS:

Parent/Le gal Guardian S i gnature Date

Student Signature Date




