Emergency Contact and Medical Information

Child (Last Name, First Name)

Date of Birth Sex

Parent’'s/Guardian’s Name

( ) ( )

Parent’s/Guardian’s Name

( ) ( )

Home Phone Work Phone Home Phone Work Phone
( ) ( )

Cell Phone Cell Phone

Address Address

Alternate Emergency Contacts

Primary Emergency Contact

( ) ( )

Secondary Emergency Contact

( ) ( )

Home Phone Work Phone Home Phone Work Phone
( ) ( )

Cell Phone Cell Phone

Address Address

City, ST ZIP Code

City, ST ZIP Code

Medical Information

Physician’s Name

Phone Number

Insurance Company

| consent to and authorize the Marching Band Camp staff to evaluate, examine, and treat the participant as appropriate
under the circumstances for injuries or ilinesses that may occur, including permission for physical examination,
administration of medications and injections, and emergency medical transport. | also authorize the staff to disclose to,
and receive from, any physician, hospital, or health care provider any health information immediately relevant to an
urgent or emergent medical condition.

Policy Number

Parent’'s/Guardian’s Signature

Date




Last Name

First Name

Date of Birth

Allergies: (Please list all known)

Medication allergies:

Student Medical Information

Food Allergies:

Reaction:

Has the participant:

3. Have frequent headaches?

4. Ever have a head injury?

6. Ever have a seizure?

Reaction:
Reaction:
Other Allergies (include insect stings, hay fever, etc.)
General Questions: (Please explain ‘yes’ answers)
Yes No Please explain
1. Had any recent injury, illness or infection? O O
2. Have a chronic illness/condition? O O
O O
O O
5. Ever passed out during or after exercise? O O
O |
7. Have skin problems (itching, rash, etc.)? O O
8. Have asthma or lung disease? O O
9. Had mononucleosis in the past 12 months? O O
10. Ever had an eating disorder? O O
11. Have any bleeding problems? O O
12. Have any orthopedic problems? O O
O a

13. Have ADD/ADHD?

Use this space to provide any additional information about the participant:




Last Name, First Name of Participant

Dear Health Care Provider:

Music Program Health Form
This form is to be completed by the health care provider.

Y our patient will be participating in Marching Band Camp for Towson High School from July 25-30, 2010, at Camp
Ramblewood near Havre de Grace. Please indicate below any prescription and/or over-the-counter medications that your
patient is currently taking and will need to continue to take while on this trip, as well as the related medical information.
Please include any medications such as inhalers or Epipens used on an as-needed basis. Thank you.

Student’s Name

Allergies to medications:

Allergies to food, plants, or insect bites:

Date of Birth

Reaction:

Reaction:

[Medications/Treatment

Dosage/Frequency of
[Administration

Circumstances/Symptoms for
Administration

Diagnosis

The following non-prescription medications will be available on an as-needed basis to manage illness or injury.

Cross out those medications that should nrot be given.

Acetaminophen
Ibuprofen

Signed by prescribing health care provider

Address

Diphenhydramine

Hydrocortisone cream

Antacid (such as Tums)

Date

Phone

To be completed by camp staff:

[Medication/Treatment [Date/Time

Date/Time IDate/Time

Date/Time

IDate/Time

Date/Time

Signature
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