Lloyd Memorial High School Band

[bookmark: _GoBack]*****Must Be Completed By Parent/Guardian*****
Health and Medical Record/Consent Form
Student Information:
Name of Student: _____________________________________________Date of Birth: _____________
Address_______________________________City:___________________State_____Zip:_____________
Phone _________________(home)____________________(cell)  Email___________________________
Parent Information:
Mother’s Name___________________________________   Home Phone: ________________________
Place of Employment: ______________________________  Work Phone:__________________________
Cell Phone: ________________E-mail:______________________________________________________
Address, if different than above:___________________________________________________________
Father’s Name: ____________________________________  Home Phone:________________________
Place of Employment: ______________________________ _ Work  Phone:_______________________
Cell Phone: _______________ E-mail: ______________________________________________________
Address, if different than above:  __________________________________________________________

Insurance Information   (Please copy both sides of insurance card)
Company Name________________________________________________________________________
Member #_______________________________ ____ Group # _________________________________
Physician____________________________________   Phone:__________________________________
Primary Contact Person:______________________________________   Phone#___________________
Second Contact Person:  ______________________________________   Phone#___________________
General Information:
Does student live with (circle):  both parents   one parent   guardian    Other______________________
Does the student have any known defect or illness which might interfere with his/her participation in strenuous activity? If so, please explain:

Does the student have ant allergies or reactions to drugs or medicines?  Explain:
Environmental  allergies?

Is the student presently taking any medication or on a special diet or exercise restrictions?

Indicate the last date of TTB shot:_____________________________________________________

Are there any emotional /social disabilities that would be helpful for us to be aware of?
