South Bay Kids

Performer’s Medical Information
Date__________

Last Name_______________________First Name__________________MI_____

Address____________________________________________________________

City_______________________________

Home Phone_______________Cell Phone__________________

Date of Birth____________________Ht.__________Wt.__________

Color of Hair__________Color of Eyes__________Sex:  M___F___

Parent last name (if different than child’s)____________________

Parent work phone/cell phone____________________

In case of emergency call:

Name____________________

Phone_________________

Relationship to student___________________

Name____________________Phone_________________

Relationship to student___________________

Insurance information: Insurance Company________________________________

ID # or other pertininent number needed:__________________________________

Does student carry insurance card_______________

Family Physician________________________Office number__________________

Medical condition(s) that we, or a Doctor should be aware of:

__________________________________________________________________

__________________________________________________________________

Does student wear a Medic Alert Bracelet? If yes, for what reason? _________

__________________________________________________________________

Allergies? Allergies to medications?

__________________________________________________________________

__________________________________________________________________

Do we have permission to give student aspirin, Tylenol or ibuprofen? _____________

Does student need to take medication?  If so, for what reason, how often and name of medication:

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

MEDICAL RELEASE:

In the event of illness or injury, I hereby consent to whatever x-ray, examination, anesthetic, medical, dental or surgical diagnosis or treatment and hospital care from a licensed physician and/or surgeon as deemed necessary for the safety and welfare of myself (if undersigned is an adult performing member) or of my child (if performing member is a minor). It is understood that the resulting expenses will be the responsibility of the parent or parent’s insurance company. 

(Signature of parent for members under the age of 18 or members 18 or older)

