FRANCIS HOWELL CENTRAL HIGH SCHOOL

MARCHING BAND

HEALTH HISTORY/AUTHORIZATION

(Student Form)

Name: ________________________________________  Date of Birth: ________________

Address: __________________________ City/State: __________________ Zip: _________

Parent/Guardian: ___________________________________ Home Ph: ________________

Parent/Grdn Work Phone: (Mom) _____________________   Cell #: ___________________

(Dad) ______________________  Cell #: ___________________

Emergency Contact: ____________________________  Phone: ______________________

ILLNESS and INJURIES (Check those that apply):

_____ Asthma 

_____ Diabetes

 _____ Seizures

_____ Kidney Disease 
_____ Hypertension

 _____ Heart Disease

_____ Bleeding/Clotting Disorder



 _____ Musculoskeletal Disorder

_____ Other _______________________________________________________

ALLERGIES:

_____ Insect Stings (specify) _______________________   Food ____________________

_____ Medicine/Drugs ____________________________   Other ____________________

Is the student currently under a physician care for medical problem?  __________________

List medications prescribed by the physician including times and dosages:
__________________________________________________________________________

Medications Frequency Dosage

Does the student take medication on their own or will it need to be administered? _________

Students using inhalers are responsible for the inhaler and MUST register it with the nurse.
ALL MEDICATIONS NEED TO BE IN THE ORIGINAL CONTAINER WITH

CURRENT DISPENSING INFORMATION ON THE LABEL. ONLY THE AMOUNT

NEEDED FOR THE TRIP SHOULD BE TAKEN ON THE TRIP.

PRESCRIPTION MEDICATIONS WILL BE KEPT BY DESIGNATED TRIP NURSE

AND DISPENSED AS PRESCRIBED.
MEDICAL/HOSPITAL INSURANCE INFORMATION

Insurance Carrier:____________________________________________________________

Policy Number: _____________________________ Group Number: ___________________

Subscriber Name: ___________________________________________________________

Name of Physician: __________________________________  Phone#: ________________

Doctor’s Phone Exchange #: ________________________

Hospital Preference: _________________________________________________________
IN CASE OF MEDCIAL EMERGENCY, I understand that when medically feasible, an effort

will be made to contact a parent/guardian or emergency contact. In the event one cannot be reached, or it is not medically feasible to contact one, I hereby give permission for my student to be treated.

__________________________________________  ______________________________

Signature






Date:
In the event consent is needed for medical care on a non-emergency basis or for other matters and myself or emergency cannot be reached, I give the FHC Band Director, Mr. Nathan Griffin and the FHC Staff the authority to act on my behalf. This would include administration of over-the-counter medications, such as Tylenol, Advil, Tums, etc. 
Please list anything that should NOT be administered:

__________________________________________________________________________
__________________________________________________________________________
_________________________________________   _______________________________

Signature






Date

I know no reason other than the information provided on this form why my student should not

participate in any band activities.
_________________________________________   _______________________________

Parent Signature





Date
