

Office Use Only
PERMISSION SLIP/MEDICAL AUTHORIZATION AND AWARENESS OF RISK FORM School Year 2007 - 2007

(THIS FORM MUST BE NOTARIZED and is due by FRIDAY, JULY 27TH)
Whereas, I recognize that the East Jackson High School Band is an educational organization with necessary travel to out-of-town performances, I the Parent or legal Guardian of the student named above, do grant him/her permission to travel with and participate in all school authorized band activities under the supervision approved by the directors.   I agree not to hold responsible the directors, East Jackson County High School, its officers, the County Board of Education, the East Jackson Band Parents, or its officers for accidents, injuries or illness of my child during these trips.  In case of an emergency or accident involving my child who in the opinion of school authorities present requires immediate medical or surgical attention, I hereby grant permission to said school authorities to obtain the services of a physician or to transport said child to the hospital if it is deemed necessary by school authorities.  Also, I hereby grant permission to attending physician to treat said condition unless I am present and request otherwise or until I later request otherwise.
MEDICAL HISTORY (to be completed by parent or guardian)

Students Full Name ___________________________________
_____Date of Birth ____________________

Address__________________________________________________ Phone _________________________

City_____________________________Zip______________
Cell Phone ______________________

Father’s Name ______________________________________Work Phone_______________________

Work Place__________________________________________________________________________

Mother’s Name ______________________________________ Work Phone ______________________

Work Place___________________________________________________________________________

Please describe any serious health problem the student may have___________________________________

______________________________________________________________________________________________

Please describe any emotional problems the student may have __________________________________

_____________________________________________________________________________________

When was the student’s last tetanus shot? ___________________________________________________

Are there any allergies to drugs, bee stings, etc.  Be Specific _____________________________________

Please list any medication that the student is allowed to take (i.e. aspirin, Tylenol, Advil, pampering, etc.)

_____________________________________________________________________________

Family Doctor _________________________________________ Phone ____________________

Does your child have or has he/she ever had: 





Allergies  


Yes 
No

Polio Myelitis

Yes 
No

Epilepsy 


Yes 
No

Rheumatic Fever

Yes
No

Heart or Lung Disease

Yes 
No

Bone or Joint Disease
Yes 
No

Asthma



Yes 
No

Diabetes


Yes 
No

Glasses or Contact Lenses
Yes 
No

Kidney Disease

Yes
No

Other



Yes
 No          If necessary, please give additional information on reverse.

Health Insurance Company________________________________________ Policy # ________________________

Name that policy is listed under ___________________________________________________________________

Signed ___________________________________




(parent or guardian)

Signed before me this __________day of ________________, 20____  

SEAL

Notary Public ______________________________________________

My commission expires ______________________________________

