
 

 

 

 

Name:  ________________________ DOB:  _____________ SSN:  ___________________ 

 

Phone #:  ______________________ Grade:  ____________ Sport(s):  ________________ 

 

Address:                
(Street)     (City,State,Zip) 

Mother:         E-mail:        

 

Work #:  ________________  Home #:  ________________  Cell #:  __________________ 
(If different) 

Father:         E-mail:        

 

Work #:  ________________  Home #:  ________________  Cell #:  __________________ 
(If different) 

Ins. Carrier:  ____________________ Claim/policy #:  _________________ HMO /PPO  

                
circle one 

Emergency Contact:               
(Name, Phone #)

 

Does your child have any of the following? (food allergies etc.; list details as appropriate) Y     N 

Asthma              �   � 

Inhaler               �   � 

Epilepsy             �   � 

Diabetes             �   � 

Vision Loss             �   � 

Hearing Loss             �   � 

Heart Condition            �   � 

Kidney Condition            �   � 

Severe Headaches            �   � 

Allergies             �   � 

Allergic to any medication           �   � 

 

Previous injuries/surgeries (month/year)?  __________________________________________________ 

______________________________________________________________________________  

 

Date of last tetanus booster:              

 

Is your child on any medication that is taken on a regular basis? (List) 

______________________________________________________________________________  

 

Does your family have a primary care physician? ____________________________________________ 

         
(Name/phone #)

 

Does your family have an orthopedic doctor? _______________________________________________ 
(Name/phone #) 

My child may take any over-the-counter medication such as Tylenol/Advil. ⁪  Yes  ⁪  No 

 

 

_________________________ _________________________ ________________________ 

     
Parent/Guardian Signature

          
Relationship to student

           
Date 



 

 

 

 

 

 


