MT. HOPE PERFORMING ARTS

CONTACT/MEDICAL FORM

Student’s Name__________________________________ Birthdate_________________

Address_________________________________________Phone___________________

E-mail address__________________________________

Parent/Guardian___________________________________Phone__________________

Cell Phone___________________Work Phone___________________________

E-mail address________________________________

Parent/Guardian___________________________________Phone__________________

Cell Phone___________________Work Phone____________________________

E-mail address________________________________

Medical Insurance Co._____________________________________________________

Name of Insured_________________________________Policy #__________________

Student’s Physician_______________________________Phone___________________

Physical/Medical Disability/Limitations_______________________________________

_______________________________________________________________________

Current Medications/Instructions_____________________________________________

Known allergies

I give my permission for my child to receive emergency medical treatment in my absence, if deemed necessary

_______________________________________

Parent/Guardian Signature

Sworn before me_________________________________on this date______________



                 Notary Public

