MEDICAL INFORMATION FOR STARS PROGRAMPRIVATE 

Student Name:_______________________________________ 

Emergency Contact  person____________________________ 

Relationship ___________________

Home Phone Number:​​​​​​​​​​​____________________ 

Work Number:__________________

Cell Number:____________________

Address: ​______________________________________

Medications Currently Taken/Dosage: ____________________________

What is medication for?______________________________

What time of day is medicine taken? _______________________________

At meals?____________

Are you allergic to any medications? If so, which ones and what kind of reaction did you have? ____________________________________________________________

Are you allergic to any foods? If so, which ones and what kind of reaction did you have?

_________________________________________________________________________
Medical insurance company name ________________________________________

Group No.________________________ 

Policy No. ______________________________________

Physicians Name ____________________________________________

Phone _______________

In the event of medical emergency, I give permission to be treated, or have my child treated.

_____________________________ ________________________________   

Parent or Guardian                      


Self



     Date

