GOVERNOR THOMAS JOHNSON HIGH SCHOOL MUSIC DEPARTMENT

ACTIVITIES AND MEDICAL TREATMENT AUTHORIZATION FORM

Student Name ______________________Grade ______Birthdate__________
Student E-mail ___________________________________________________
Address___________________________Town______________Zip_________
Parent/Guardian Names ___________________________________________
Home telephone number _________________Cell number_______________
Business telephone number ________________________________________
Parent E-mail ____________________________________________________
Emergency Contact____________________Telephone number ___________

Family doctor_________________________ Telephone number __________
Name of medical insurance company_________________________________

Policy/cert. number________________________________________________

Allergies_________________________________________________________________________________________________________________________
Treatment________________________________________________________________________________________________________________________
Date of last tetanus shot ______________Contact Lenses: ____Yes ____ No

Pertinent medical history: ________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________

Current Medications: Any prescription/OTC medication that is to be dispensed at events must be brought in its original container: ________________________________________________________________

I hereby give my permission for my son/daughter to participate in all Governor Thomas Johnson High School Music Department sponsored activities and functions.  In case of medical emergency, I understand every effort will be made to contact parents/guardian. In the event I cannot be reached, I hereby give permission to the physician selected by the director of the Governor Thomas Johnson High School Music Department to hospitalize, secure proper treatment for, order injections, anesthesia, or surgery for my child.

Signature of Parent/Guardian: ___________________________________Date_______________________

