
 

 

 

 

Today’s Date__________________ 

 

 

    Current Grade (or completed)_____  Male    Female 

Student Name______________________________________________________ 

Address   City State                          

School  DOB     

Zip    

Home Phone E-mail address                                                                                          

Parent/Guardian Name Parent/Guardian Work Phone        

Parent/Guardian Email (to be added to our email list)__________________________________ Parent/Guardian Mobile Phone                      

Parent/Guardian Address (if different than Student) ____________________________________________________________________________________ 

            PARENT CONSENT & MEDICAL FORM 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 

SEPTEMBER 1, 2019 – AUGUST 31, 2020 



 

 

Medical Information (Please complete the entire form) 

Medical Insurance  
 

Insurance Company Name or Canadian Healthcare Number 

Insurance Company Address 

City/State/Zip Phone Number 
 

Name of Insured 

 

 
 
Does your child have any of the following medical 
conditions? If yes, please explain any details. 
Chronic health problems?  Yes  No 

 

Policy Number Physician Phone Number 

 

Dental Insurance (If different from Medical Insurance listed above) 

 
 

Allergies (e.g. bee stings, medications)?  Yes  No 

 

Insurance Company Name 

Insurance Company Address 

 
 

Program limitations?  Yes  No 

City/State/Zip Phone Number    
 

Name of Insured 
 

Policy Number Dentist Phone Number 
 

Is your child currently under the care of a physician for a medical problem? 
  Yes  No If yes, please explain       

 

 
Is your child currently taking medication prescribed by a physician? 
  Yes  No If yes, please list each med and note if it needs refrigeration 
    Requires refrigeration 
   Requires refrigeration 

Is there any other information about your child that an 
attending physician needs to be aware of?__Yes__No 

 
 
 

 
Date of last Tetanus shot or booster   / /  

Date of last MMR shot or booster   / /  

 

Please list any over the counter medications you do not wish dispensed to your child for 
treatment of minor ailments or injuries______________________________________________ 


