(This form must be completed and on file for your student to participate in any off-campus
activities)

ET]hﬁerson Student Medical Information & Release Form 2026-27
Sch

Student Name: Teacher:
Address: City: Zip:
Birthdate (mm/dd/yyyy): Age (as of Sept. Ist):

Parent/Guardian Name:

Email Address:

Home Phone: Work Phone:

Cell Phone: Other Phone:

Parent/Guardian Name:

Email Address:

Home Phone: Work Phone:

Cell Phone: Other Phone:
Physician Name: Phone Number:
Address:

Hospital Preference: Phone Number:
Insurance Company: Policy Holder Name:

Group & Individual #:

Does the student have any special medical needs? [] Yes [] No

If yes, please specify:

*The state requires that medication forms be completed by parent/guardian and attending physician. These forms are
available in the main office.*

Is the student allergic to any medications? [ | Yes [ |No

If yes, please specify:

Is the student allergic to insect bites? [ ] Yes [] No
If yes, does the student have an insect bite kit for emergencies? [ ]VYes [ No []N/A

As the parent/guardian, | hereby give permission, in case of accident and/or surgical emergency, to the school's travel representative(s)
to seek medical attention for my child and give permission to the physician to hospitalize, secure treatment for and to order injection,
anesthesia, or surgery for my child, as named above, according to the medical standards and expertise then and there available
whether known or unknown. A parent/guardian will be contacted first whenever possible.

(Parent/Guardian Signature) (Date Signed)

(Parent/Guardian Signature) (Date Signed)



