
Health Form 
 

Student Name:  __________________________________________ 
 
Parent Name:   __________________________________________ 
 
Home Address:___________________________________________ 
 
                         __________________________________________ 
 
Phone #:          ______________________ 
 
Insurance Company:  _____________________________________ 
 
Address: _______________________________________________ 
 
              ________________________________________________ 
 
Phone #:            ________________________ 
 
Policy #:            ________________________ 
 
 
Child’s allergies and/or medications: 
________________________________________________ 
 
Any other injuries or conditions we should be aware of: ___________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
 
I give my permission for my child to receive medical attention. 
 
Parent Signature ___________________________Date __________ 


