MEDICAL INFORMATION AND AUTHORIZATION FORM
Please complete both front and back sides of this form

Name of Student: ___________________________________________
Date of Birth: _______/_________/___________
Gender:   Male    Female
Please list any allergies or dietary restrictions that you feel the Staff should be aware of: 
(This information will remain confidential): __________________________________________________________________________________________________________________________________________________________________________
Please list any prescription or non-prescription medicine your child is currently taking: __________________________________________________________________________________________________________________________________________________________________________

Mother/Guardian Name: ________________________________________________________________
Address/City/State/Zip: __________________________________________________________________________________________________________________________________________________________________________
Home Phone__________________________________
Cell Phone ___________________________________
Work Phone __________________________________

Father/Guardian Name: ________________________________________________________________
Address/City/State/Zip: __________________________________________________________________________________________________________________________________________________________________________
Home Phone__________________________________
Cell Phone ___________________________________
Work Phone __________________________________

Emergency Contact (if unable to reach a parent): _____________________________________________
Address/City/State/Zip: __________________________________________________________________________________________________________________________________________________________________________
Home Phone__________________________________
Cell Phone ___________________________________
Work Phone __________________________________

Student’s Doctor Information
Medical Doctor’s Name_____________________________
Practice Name_________________________________ Phone: _________________________________
Insurance Information 
Insurance Company: ______________________________________________
ID Number: __________________________ Group Number: _____________________________

Insurance Subscriber: ______________________________________________________________
Address: ________________________________________________________________________
Primary Phone: ________________________ Employer: _________________________________
Special Instructions: _______________________________________________________________

Acknowledgment, Waiver, and Authorization
We hereby acknowledge that our child __________________________________ is solely responsible for administering his or her prescription and non-prescription medicine while in attendance at any Minor Notes Chorale event, and we further acknowledge that our child has been properly instructed by either ourselves or a licensed physician on the proper dosage and method of administration of his or her prescription and non-prescription medicine in accordance with said instructions.
We, on behalf of ourselves and our child, hereby agree to hold harmless and do hereby waive any and all claims against the Schuylkill Choral Society, Minor Notes Chorale, its staff, employees, officers, and agents, for any injuries to our child resulting from or caused by our child’s failure to take or properly administer his or her prescription or non-prescription medicine while in attendance at Minor Notes Chorale events.

Parent/Guardian Signature _____________________________________________

Relation to student _________________________________ Date _____________________


In the event of an emergency, if a parent or guardian cannot be reached, I give permission to the Minor Notes Staff for my child _______________________ (student’s name) to be transported (if necessary) and to receive medical treatment from a physician who may hospitalize, secure proper treatment for, and order injections, anesthesia, or surgery for my child named herein. To the best of my knowledge, I have listed my child’s medical conditions and allergies on this form. My child has permission to participate in all activities of the Minor Notes Chorale.

Parent/Guardian Signature _____________________________________________

Relation to student _________________________________ Date _____________________

