MEDICAL INFORMATION

Sheridan School Mountain Campus

The information requested below is private data.  The data will be used in the event you require emergency medical treatment by other persons administering first aid or by medical personnel.  You may refuse to supply the requested information; however, failure to provide the data will hamper the giving of emergency medical treatment.  Regardless you need to fill out the general information and sign the release.  

You are encouraged to consult your medical professionals if you have any questions about your participation.  Please, consult your physician if you are pregnant or think you may be pregnant, and/or if you have any heart conditions.  These forms apply to whatever you do with us.

Name _____________________________________________________________ Gender:    Male       Female                                                            
Address _____________________________________________________________________________________________

Age                                             Date of Birth _____/_____/_________                                            

EMERGENCY CONTACT INFORMATION
Primary Contact Person in Emergency ____________________________________  Relationship __________________

Home Phone _____________________ Cell Phone?______________________ Work Phone______________________                                                

Address__________________________________________________________________________________________  

Secondary Emergency Contact ____________________________________  Relationship ________________________

Home Phone _____________________ Cell Phone?______________________ Work Phone______________________                                                

Address__________________________________________________________________________________________  

MEDICAL INSURANCE INFORMATION (if available)
Carrier:___________________ Policy Number:__________________ Primary Insured’s Name:__________________

Group number (if applicable):__________________
                                           

(Health History continued on back)

HEALTH HISTORY (Describe condition/treatment, where possible):

Allergies (e.g. insect stings, drugs, etc.) Please describe the extent of your allergy. 

Medications. Please list all medications and when they are to be administered.  Include both prescription and non-prescription meds.  

All prescription medications must include the correct labeling from your physician.

	Medication
	Dosage
	Times to be Taken

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Special notes on medications:

Recent or reoccurring injuries, illnesses, operations:  

Other physical disabilities or chronic conditions                                                                   

Emotional or behavioral disorders (e.g. phobias)                                                                                           
Permission for Medical Treatment


In the event that parents/guardians named on this form cannot be contacted, I authorize officials of the Sheridan School Mountain Campus to consent on my behalf, to emergency treatment for my child (print name) ____________________. I agree to assume financial responsibility for all expenses associated with the emergency care and /or transportation for my child.  Additionally , I agree not to hold the Sheridan School, its officers or employees, liable for any injury or loss related to the medical treatment my child receives.  


Parent/Guardian Signature:______________________________ Date:_____/_____/_________








Permission for Over-the Counter Medications


I authorize the Sheridan School Mountain Campus to administer the following medications at their discretion (please check all that apply, and write “NO” for any that should be avoided or require phone consent).


____ Tylenol ____Advil/Motrin ____Tylenol Allergy/Cold ____Cough Medicine Drops ____Tums/Mylanta/Maalox ____Sudafed ____Lubricating Eye Drops ____Benadryl cream/tablet ____Antibiotic Cream ____Calamine/Caladryl Lotion ____Anti-Itch Skin Cream (Hydrocortisone) ____Burn/Cool Gel


I understand there are risks associated with taking any medication and I agree not tot hold the Sheridan School, or its employees, liable for any injury to my child resulting from the administration of any of the medications listed and checked above.


Parent/Guardian Signature:______________________________ Date:_____/_____/_________











