STUDENT’S NAME:______________________________________

{Please print last name first}

FRIENDSWOOD JUNIOR HIGH SCHOOL BAND

MEDICAL INFORMATION

In regard to the student named: __________________________________________________________________________________

List all known allergies {food, medications, etc.} If none,, so state: _____________________________________________________

List special medical problems.  In none, so state: ____________________________________________________________________

List any medications the student is presently taking and its purpose.  If none, so state.  ______________________________________

Tetanus shot within 5 yrs. { y / n } _______ Date: ___________________________________________________________________

………………………………………………………………………………………………………………………………………………

MEDICAL INSURANCE CARRIER INFORMATION 
{PLEASE PRINT}

INSURANCE CARRIER: _______________________________________________POLICY #:______________________________

STUDENT SOCIAL SEC:#________________________________________GROUP/PLAN #_______________________________

CURRENT PHYSICIAN & PHONE NUMBER:____________________________________________________________________
INSURANCE CARRIER PHONE:_______________________________________________________________________________
FINANCIAL CONSIDERATIONS

Please attach a photocopy of both sides of your medical identification card.  If there is no medical coverage:

For and in consideration of emergency services and goods rendered by or through the attending physician{s}, the undersigned hereby guarantees payment in full immediately upon receipt of the final billing.

SIGNATURE OF RESPONSIBLE PARTY ____________________________________________________________________

STUDENT’S NAME:______________________________________

{Please print last name first}






(OVER)

FRIENDSWOOD JUNIOR HIGH SCHOOL BAND

Consent for Medical Treatment
To Whom It May Concern:

I, the undersigned, being the parent, legal next of kin, or the legal guardian of:

___________________________________________________



________________________



Name of Student








Date of Birth

Hereby grant authorization to the Director{s} or any chaperone of the Friendswood Junior High School Band, to obtain any emergency medical and/or surgical treatment procedures from a physician or hospital emergency room physician on behalf of the above named minor.  I also grant permission to administer over-the counter medication as needed.

_______________________________________________



_____________________________


Signature of person giving consent          Date




Relationship to student

_______________________________________________



_____________________________


Type or print name








Witnessed by

………………………………………………………………………………………………………………………………………………

General Information

STUDENT NAME:__________________________________________________HOME PHONE:____________________________
ADDRESS:__________________________________________________________________________________________________
CITY/STATE/ZIP:__________________________________________________SUBDIVISION:_____________________________

RESPONSIBLE PERSON:_____________________________________________________HOME PHONE:___________________
ADDRESS:_________________________________________________________________BUS. PHONE:_____________________

CITY/STATE/ZIP:___________________________________________________________MOBILE PHONE:__________________

SOCIAL SEC. #:_____________________________________________________________

LOCAL RELATIVE/NEIGHBOR:______________________________________________HOME PHONE:____________________

ADDRESS:_________________________________________________________________BUS. PHONE:_____________________
CITY/STATE/ZIP:___________________________________________________________ MOBILE PHONE:_________________

(OVER)

