Health Information Form

Washington D.C., May 13 – 15, 2019
Student’s Name: _________________________________________________________________________
Please provide us with phone contacts for the days of May 13 – 15, 2019
     Name




Home #

Work #

Cell#

1.  _____________________________       ________________    ________________    __________________
2.  _____________________________        ________________    ________________    __________________
3.  _____________________________        ________________    ________________    __________________
I hereby give my permission for my child to receive urgent or emergency medical treatment in my absence.

______________________________                                _____________________________________________________________

(Date)





         (Parent / Guardian Signature)

Health Insurance Information:

Name of Carrier


Group Number


     Policy Number



Are there any medical or physical conditions or ailments of which we should be aware?



Please list any food, environmental, or medication allergies your child has.


