
HEALTH INFORMATION FORM
Student Name (Last, First)_____________________________________________

Parent/Guardian Name ____________________________________________

Home Phone Number _____________________________________________

Mobile Number ________________________________________________

Emergency Contact Person __________________________________________

Medications the student is taking _____________________________________

_________________________________________________________

Allergies ____________________________________________________

__________________________________________________________

__________________________________________________________

Specific Health Concerns/considerations__________________________________

__________________________________________________________

__________________________________________________________

Insurance Company ______________________________________________

Policy Number_________________________________________________

Authorization for Treatment

I, ____________________ (parent/guardian) of ____________________ (student)

hereby authorize any necessary medical treatment needed in my absence. The undersigned will be

responsible for any charges incurred for medical treatment under this authorization.

__________________________________ ______________
(Parent/Guardian Signature) (Date)
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