
Student Name: Gender:  M F Grade:

Parent / Guardian Contact Information:

Mother / Guardian Father / Guardian

Name:

Home #:

Work #:

Cell #:

Email:

Alternate Emergency Contact (if parent can not be reached)

Name: Email:

Home Phone: Cell Phone: Other:

Medical Insurance Company: Insurance ID Number:

Physician's Name: Physician's Phone:

Dietary Concerns, if any (including Kosher):

Health History (please check all that apply):

Asthma Cardiac Problems Epilepsy Diabetes Orthopedic Problems

Other Respiratory Problems

Other

Allergies (please check all that apply):

Aspirin Sulfa Drugs Tetracycline Other

Penicillan Insect Stings Foods

Medication, including prescription*   List name(s) and dosage(s) of medication(s) and check your choice below:

I allow my child to take this medication on his/her own.  

A nurse must administer medication, similar to how it is administered now during the school day.

* All medication must be in original container with prescription and directions on the label.

PARENT AUTHORIZATION FOR TREATMENT:

I DO give permission to the physician or hospital to administer proper treatment for and to order medications, 

injections, anesthesia or surgery for my child.

medications, injections, anesthesia or surgery for my child.

Parent / Guardian Signature

NOTE:  OVER THE COUNTER MEDICATION, E.G., ASPIRIN, TYLENOL OR COLD MEDICINE, CANNOT BE 

ADMINISTERED BY THE CHAPERONE.  IT IS YOUR RESPONSIBILITY TO PROVIDE YOUR CHILD WITH 

THESE SHOULD THEY NEED THEM DURING THE TRIP.

Date:

I DO NOT give permission to the physician or hospital to administer proper treatment for and to order  

  

April 15-18, 2010

MEDICAL AND EMERGENCY CONTACT INFORMATION
COLUMBIA HIGH SCHOOL SPRING MUSIC TRIP 


