 Medical Permission Form (Chaperone) – SHS Band – 2010-2011 

Chaperone Name ______________________________________ Date of birth ______________

Student  ______________________________________ 

Address _______________________________________________________________

Social Security Number ________________________ Pager/Cell ________________________

Phone - Work  _______________________ Home _________________ Cell _____________________

Spouse’s Phone- Work _______________________ Home _________________ Cell ____________________

Alternate Name, Phone # in case of emergency ___________________________________________________

Insurance Coverage:  Company ________________________________________

 Group ___________________________________Policy Number ____________________________________

Policy Holder and Social Security # _________________________________________

Phone # of Insurance Company ____________________________________________

If there is a known history, please circle:

Allergy to bee stings

Asthma 


Epilepsy/Seizures

Dizziness/Fainting

 Diabetes/Hypoglycemia 
High Blood Pressure

Please list any allergies or other health problems: __________________________________________________

__________________________________________________________________________________________

I am on the following prescription or over the counter medications  (list medications and dosages): __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

List drug allergies or sensitivities: __________________________________________________________________________________________ 

__________________________________________________________________________________________

In the event that I am incapacitated, I give my permission to receive any emergency treatment, both diagnostic and definitive, which may become necessary during the camp session and authorized band trips for the 2010 – 2011 school year. This emergency treatment includes but is not limited to the administering of first aid and /or other emergency care.

Signature_______________________________________________ Date_______________ 


