Angels Academy
Medical Information Form

Parent’s Names __________________________________________________________

Child’s Name    ____________________     Child’s Name  ________________________

Age                   _____  Grade_______
Age                 ______  Grade  ___________

Child’s Name    ____________________     Child’s Name  ________________________

Age                   _____  Grade_______
Age                 ______  Grade  ___________

Address            ___________________________________________________________ 
City                  _________________  State  ___________   Zip Code  _______________

Home Phone # ________________________   Mobile Phone #  ___________________

Parent at Work  ____________________Work # or Other Phone #  _________________

E-Mail              __________________________________________________________  

Person to contact in Emergency  ____________________________________________

Phone # of Emergency Person    ____________________________________________

Doctor_________________________
Hospital  ___________________________

Insurance Company  ________________________  Insurance #  __________________

Do any of your children have allergies?   If so, what?   __________________________

_______________________________________________________________________

_______________________________________________________________________

Are any of your children on medications which may affect their balance, coordination, breathing, or heart rate (such as: benadryl or antihistamines, Zoloft, Prozac, Sarafem, Xanax, Uniphyl or asthma medication, Sudafed, Triaminic, or other cold medicine, Micronase, Prandin, Insulin, etc.)  Please list medications below:
_______________________________________________________________________

Comments: 
___________________________________________________________

________________________________________________________________________
Medical Release Statement
I hereby authorize personnel associated with Angels Academy, as my agents, to take actions, to consent to medical/surgical exams/treatment as may be required in emergencies to preserve the physical well-being of any participant; provided prudent efforts have been made to contact any listed legal guardian to notify the same of the situation.

Parent’s Signature  _______________________________________________  Date: ______________

Parent’s Signature  _______________________________________________  Date: ______________
