HICKMAN HIGH SCHOOL BANDS
Medical Form


Family Information

Name of Student_____________________________________________________  Date of Birth_____ / _____ / _____



     (Last)                                        (First)
                  (Middle Initial)

Address __________________________________________________________________________________________


  (Street Address)


                                (City / Town)                                          (Zip Code)

(Student) Home Phone (573)_____________  (Student) Cell Phone (573)_____________ (Student) SS# ___ -    ___ - ___

  
Name of Father __________________________

Name of Mother __________________________


(Father) Home Phone (573)_________________

(Mother) Home Phone (573)_________________


(Father) Cell Phone (573)___________________
(Mother) Cell Phone (573)___________________


(Father) Work Phone (573) _________________
(Mother) Work Phone (573) _________________

Friend or Relative ____________________________________  _______________________  ________________




                   (Name)


           (Home Phone)

(Work Phone)


Medical Release / Parental Consent to Participate

I hereby give my consent for the above student to represent his/her school in interscholastic music activities.  I also give my consent for him/her to accompany appropriate musical ensembles, as a member, on out-of-town trips.  I will not hold the district/school responsible in case of accident or injury, whether it be during travel to or from an activity, during practice/rehearsal (i.e. marching band) or in participation of interscholastic event or contest.  I fully understand that injuries can occur during preparation (rehearsal) and performance of the music curriculum, including, but not limited to, marching band.

If I cannot be reached in the event of an emergency, I give my consent and authorize school personnel to obtain, through a physician or hospital of its choice, such medical care as is reasonably necessary for the welfare of the student.  I understand that I am responsible for all debts incurred during such treatment.
Parent or Guardian ______________________________________________  Date ____________________






(Signature)

Health Insurance Company _______________________________________ Policy or ID Number ________________

Medical Information


Name of Student __________________________________________

Grade  ______________

Student Health Information

(Student’s health information MUST be completed by a parent or guardian prior to examination by your family physician.)




 YES

  NO






   YES

  NO

1.  Head Injury? 

_____

_____

6.  Any history of heart disease or murmur?     _____

_____

2.  Fainting?

_____

_____

7.  Recent or frequent bone or joint injuries?    _____

_____

3.  Shortness of breath?
_____

_____

8.  Any chronic lung condition?

   _____

_____

4.  Easy Fatigue?

_____

_____

9.  Diabetes or diabetic tendency?

   _____

_____

5.  Asthma?

_____

_____

10. Date of last tetanus booster:  ______________________________

List Allergies to Medicine  _____________________________________________________________________________________

Are you currently taking prescribed medication?
Yes
No

If Yes, please list all medication________________________________________________________________________________

__________________________________________________________________________________________________________

Do you wear glasses?
Yes
No




Do you wear contact lenses?
Yes
No

Additional pertinent information:  ______________________________________________________________________________


Physician’s Report for Participation – MARCHING BAND ONLY
(To be completed and signed by the examining physician.)

Name of Physician __________________________________________  Phone (573) __________________
Pulse
__________

Rhythm  __________

Blood Pressure  __________
         Weight  ______

Eyes
__________

Describe any abnormality ____________________________________________

Lungs
__________

Describe any abnormality ____________________________________________

Heart  (Any abnormality should be diagnosed by examining physician prior to qualifying student.)


Abnormality?
NO
YES

If yes, describe  ________________________________________

Hernia?    NO       YES

Extremities and back:   Please indicate any history of orthopedic defect(s)  __________________________________________________________________________________________________________

Additional pertinent information:  ______________________________________________________________________________

I certify that I have completed the above evaluation and (DO) (DO NOT) recommend the student as being physically able to participate in music activities, including Marching Band.  (If the student is not declared physically able to participate in proposed activities, list exceptions):

__________________________________________________________________________________________

Date of Examination  ___________________
Signed _________________________________________










Examining Physician (M.D., D.O.)

