Jonesboro H.S. Bands
Medical Information & Release Form

The parent of each participant should complete this form for the Jonesboro H.S. Band. This includes all Auxiliary members and managers who may travel with the Jonesboro H.S. Band.

Medical personnel may need this information during a medical emergency to provide the proper care or to contact the immediate family.

PLEASE PRINT ALL INFORMATION:
	Participant’s Full Name
	____________________________________________________________________________________________________________

	
	First Name
	MI
	Last Name

	
	____________________________________________________________________________________________________________

	
	Student Cell#                                                     Student Email

	Student Home Address
	____________________________________________________________________________________________________________

	
	Street
	
	

	
	___________________________________
	_________________________________
	__________________________________

	
	City
	State
	Zip Code

	
	Parent Email: ________________________________________________________________________________________________

	Home Phone#
	___________________________________
	Sex:_____________________________
	Date Of Birth ______/______/_________

	Name of Parent / Guardian
	_______________________________________________________________________
	Relationship _______________________

	I can help with:
 FORMCHECKBOX 
 Booster /  FORMCHECKBOX 
 Volunteer
	Work#_____________________________
	Home#___________________________
	Cell# _____________________________

	Emergency Contact:
	___________________________
	____________________________________________________
	______________________

	
	Name
	Address
	Phone

	Parent / Guardian

Insurance Company:
	____________________________________________________________________________________________________________


Check any problems you now have or have had with the following: (Use back of this form for explanation)
	 FORMCHECKBOX 
 Epilepsy
	 FORMCHECKBOX 
 Blood Disorders
	 FORMCHECKBOX 
 Heart Palpitations
	 FORMCHECKBOX 
 Dizziness, Fainting
	 FORMCHECKBOX 
 Diabetes

	 FORMCHECKBOX 
 Asthma
	 FORMCHECKBOX 
 Bronchitis
	 FORMCHECKBOX 
 Hay Fever
	 FORMCHECKBOX 
 Bee Stings
	 FORMCHECKBOX 
 Contacts

	 FORMCHECKBOX 
 Other medical conditions not listed – List on the back of this form.


Specify Allergies – Drug or Food:


Does the participant require daily medication?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, please list the medication and the doctor’s name and phone number on the back of this form.

If applicable: Is the participant properly trained to administer their medication:
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

NOTICE: By law, a parent cannot consent in advance to any and all manner of emergency care.  It is understandable that in cases other than the need for immediate emergency treatment, the attending physician may defer treatment pending the parent’s expressed permission to administer specific professional services.

IN AN EMERGENCY, THE SCHOOL HAS MY PERMISSION TO PROVIDE THE APPROPRIATE EMERGENCY MEDICAL CARE FOR MY CHILD UNTIL THEY NOTIFY ME OF THE EMERGENCY.

	Signature of Parent or Guardian: 
	________________________________________
	Date _______________



ALL INFORMATION PROVIDED WILL BE TREATED AS CONFIDENTIAL
Shirt Size:_________


Shoe Size:_________


Glove Size:________





Grade�
________________�
�
Instrument�
________________�
�
Auxiliary�
________________�
�









Charms ID





Leave Blank








