Marching Band HEALTH FORM
Colts Neck High School

PLEASE USE A BLACK PEN


Student Name __________________________________________________                           Birth Date _______________  Grade Entering _______________
		             (LAST)		(FIRST)

Address__________________________________________________________                         City/State/Zip______________________________________________

Father/Guardian’s Name________________________________________                       Work Phone_________________________________________________

Mother/Guardian’s Name_______________________________________                       Work Phone_________________________________________________

Home Phone_______________________________________________________                     Cell/Alternate Phone_______________________________________

Non-Parent Emergency Contact (if parents/guardians cannot be reached):

First Contact_______________________________________________________                     Second Contact_____________________________________________

Relationship_______________________________________________________                      Relationship________________________________________________

City_________________________________________________________________                      City__________________________________________________________

Phone______________________________________________________________                      Phone________________________________________________________

Medical History: Answer YES or NO

Diabetes? Y/N		Epilepsy? Y/N		Asthma? Y/N		Allergies? Y/N		Others:

Physician’s Name_____________________________________________                            Phone________________________________________________________

Practice/Clinic_______________________________________________


Our son/daughter is covered for accidental hospital and medical expenses on our family policy: 

Company______________________________________________________

Group # _______________________________________________________                            Policy #______________________________________________________

We, the parents/guardian, will assume full responsibility for any medical or emergency travel expenses needed by our student


Note any medicines, health issues or special information (use back of form if necessary)

[bookmark: _GoBack]Permission is hereby also granted to attending physician to proceed with any medical or surgical treatment, x-ray examinations, and immunization for the above named student. In the event of serious illness, the need for major surgery or significant accidental injury, I understand that an attempt will be made by the attending physician to contact me in the most expeditious way possible. If said physician is not able to communicate with me, the treatment necessary for the best interest of the above-named student may be given. In the event that an emergency arises during a practice session, an effort will be made to contact the parents or guardians as soon as possible. Permission is also granted to the director in charge to provide the needed emergency treatment prior to admission to the medical facility.
	
Parent Signature: _______________________________________________________        DATE__________________________________________________________
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