
            

 

 

 
 

Medical/Health Information and Emergency Contact Form 
 

Participant’s Name______________________________________________________________ 
Last      First      Middle 

Address: ______________________________________________________________________ 
Street       City                  State     Zip 

 
Telephone: (____) _____-__________ Birth Date ___________   Age _____ 
 
Parent/Guardian _______________________________________________________________ 

Last       First                 Middle 
Address: ______________________________________________________________________ 

Street       City      State     Zip 
 
Work Telephone (____) _____-________     Cell Phone (____) ______ - ________ 
 
Home Telephone (____) ______ - ________ 
 
IN CASE OF EMERGENCY CONTACT: 
Name _________________________________________________________________________ 
Best Contact Number: ____________________________________________________________ 
 
Name__________________________________________________________________________ 
Best Contact Number: ____________________________________________________________ 
 
Name of Health Insurance Company and Policy Number:  _______________________________ 
_______________________________________________________________________________ 
Please list any health issues of concern:______________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
Allergies:_______________________________________________________________________ 
_______________________________________________________________________________ 
Hospitalization and physician fees are the responsibility of parents/guardians. 
 
List any medication(s) that your child should take during the program: 

Medication Dosage Time To Take (Day/Night/Time) 

   

   

   

 
Medication Administration Release (Only Initial If Confirming Authorization) 
I give permission for my child to self-administer the medication listed above during  
the program.  ________  
 
Parent/Guardian Signature ___________________________________________Date__________ 


