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FULL NAME (student): __________________________________________________ DOB: ___________

CONTACT INFORMATION 

ADDRESS: ______________________________________________________________________

CITY, STATE, & ZIP: _______________________________________________________________

FATHER: ________________________________            FATHER’S CELL: _____________________                             

MOTHER:  _______________________________           MOTHER’S CELL: ____________________

HOME PHONE: ___________________________            WORK PHONE: _____________________

EMERGENCY CONTACT: ____________________            PHONE: __________________________

CHILD’S DOCTOR: _________________________            PHONE: __________________________

Preferred Parental Contact in case of Injury ___________________________________________

ALLERGIES 
	DRUGS: ________________________________________________________________________
	
FOODS: ________________________________________________________________________

LATEX or OTHER ALLERGIES: _______________________________________________________

VACCINES

	Tetanus (date) _____________________                  Hepatitis B (date) ______________________

MEDICATIONS (dosage & frequency): ______________________________________________________



CIRCLE THE OVER THE COUNTER MEDICATION THAT IS OK TO GIVE YOUR CHILD
(These will be given by an adult)
Acetaminophen      Ibuprofen      Sudafed      Benadryl      Imodium      Pepto Bismol      Tums      Pepcid

MEDICAL HISTORY: In this section please indicate and medical history that we need to know about 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________



INSURANCE (Please include a copy of card) 

Company: ____________________________________________________________________________

ID NUMBER: __________________________________________________________________________

GROUP NUMBER: ______________________________________________________________________

SUBSCRIBER: __________________________________________________________________________

SUBSCRIBER BIRTH DATE: _______________________________________________________________



I UNDERSTAND THAT THIS INFORMATION WILL BE RELEASED TO TRAVIS BYRD AND/OR OTHER AGENTS OF WESTWOOD CHURCH OF CHRIST. I ____________________________   AUTHORIZE THE AGENT OF WESTWOOD CHURCH OF CHRIST TO SEEK EMERGENT OR NON-EMERGENT MEDICAL CARE ON BE HALF OF MY CHILD _________________________ AS DEEMED NECESSARY. I ALSO ALLOW THEM TO RECEIVE INFORMATION REGARDING THE TREATMENT, CARE, AND CONDITION OF MY CHILD. 


PRINTED NAME: ______________________________________

SIGNATURE: _________________________________________         DATE: ________________________
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