STUDENT HEALTH REGISTRATION

Student Name _________________________________SSN# _____________________

Address_________________________________________________________________

Date of Birth_____________________________________________________________

Contact Person Name_________________________ Contact Person #_______________

Contact Person Address____________________________________________________

Contact Person Relationship_________________________________________________

Describe the Following: (use back if necessary)

Recent illness (es) ________________________________________________________

_______________________________________________________________________       

Chronic or long-term illness (es) _____________________________________________

_______________________________________________________________________

Allergies ________________________________________________________________

________________________________________________________________________

Medicines currently being taken _____________________________________________

_______________________________________________________________________

Other medical or physical restrictions _________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Parent or Guardian Consent Statement

I grant permission for the above named person to be treated and/or hospitalized by a licensed physician if an emergency situation arises.

SIGNED: ______________________________________________DATE:___________

HOME PHONE: _______________________CELL PHONE: _____________________

WORK PHONE: _______________________

