Greenwood Band Health Record
Please Print

Name__________________________________________________ Birth Date__________________________

Parent or Guardian__________________________________________________________________________

Parent’s Address____________________________________________________________________________
                                 
     Street                       
 City                   
State              

  Zip
Contact phone #1_____________________  Contact phone #2__________________________

Name and Phone number of another party who may be contacted in case of emergency:

Name______________________________________________ Phone Number__________________________

__________________________________________________________________________________________

(Instrument)



(Model)


(Serial number)
Please list any medical/health information needed in case of emergency for the safety of your child.  Please include medications taken and allergy information. (use back if necessary) 
____________________________________________________________________________________________________________________________________________________________________________________
Name of Family Doctor___________________________ Town_________________ Phone________________
Is your child covered by health or accident insurance?
Yes

No

If yes, please provide the following information:

Insurance Company______________________ Policy Number__________________ Phone_______________


I authorize the Greenwood Band personnel to obtain licensed physicians of their choice for medical treatment and diagnostic procedures necessary in the event of any illness or accident.  In the event of an emergency, I give my permission for any procedure the physicians feel are imperative, understanding that every attempt will be made to notify the parent or legal guardian first.  (If religious beliefs are held by your family that would complicate medical procedures, please attach a note to this form.)  Also, I hereby authorize the use of medication and/or treatment as deemed appropriate by the consulting physician.  Everything is true to the best of my knowledge.  My child is physically able to participate in all band activities. 

__________________________________________________________________________________________

Parent’s Signature (This is mandatory.)






Date



Permission to administer (please check all that apply)  Tylenol_____  Ibuprofen_____  Pepto-Bismol_____  





Benadryl_____  Antacids (tums)_____  Dramamine (motion sickness)_____ Cough Drops_____














