 STUDENT         MEDICAL HISTORY AND RELEASE FORM

This form is in effect from June 1, 2011 until June 1, 2012.  The student’s parent or guardian must fill out this form. This form gives a licensed physician consent to treat the student in the event of an emergency.  The information on this form will be held in the strictest of confidence.
School: NORCROSS HIGH SCHOOL    Grade for 11-12______   Date of Birth________________
Student’s full name: ___________________________________________________________    SEX:      M     F
Home Address:____________________________________________________________________________
City: ________________________________ State:_________________________ Zip Code:_____________
Mother’s Name:___________________________________________________________________________
Father’s Name:____________________________________________________________________________
Student lives with: (circle one)          Both Parents           Mother           Father          Other
Home Phone _____________________________   
Mother’s Cell Phone ____________________________ Father’s Cell Phone ___________________________
Person to be reached in case of emergency if parent cannot be reached:
Name:________________________________________ Phone number:_______________________________
==================================================================================
MEDICAL HISTORY

Are you now, or have you ever been treated for any of the following: 
	Yes
	No
	Condition
	Explain

	
	
	Asthma
	

	
	
	Diabetes
	

	
	
	Hypertension (high blood pressure)
	

	
	
	Heart disease (i.e., CHF, CAD, MI)
	

	
	
	Stroke/TIA
	

	
	
	COPD
	

	
	
	Ear/sinus problems
	

	
	
	Muscular/skeletal condition
	

	
	
	Menstrual problems (women only)
	

	
	
	Psychiatric/psychological/ emotional difficulties
	

	
	
	Learning disorders (i.e., ADHD, ADD)
	

	
	
	Bleeding disorders
	

	
	
	Fainting spells
	

	
	
	Thyroid disease
	

	
	
	Kidney disease
	

	
	
	Sickle cell disease
	

	
	
	Seizures
	

	
	
	Sleep disorders (i.e., sleep apnea)
	

	
	
	GI problems (i.e., abdominal, digestive)
	

	
	
	Seizures
	

	
	
	Surgery
	

	
	
	Serious injury
	

	
	
	Other
	


Student’s name: __________________________________________________________________________

PHYSICAL EXAMINATION

Height ______________ Weight _______________ Blood pressure ______________ Pulse ______________

Vision R 20/_______________ L/20_______________
	
	Normal
	Explain Any Abnormalities
	Initials

	Medical
	
	
	

	Eyes
	
	
	

	Ears
	
	
	

	Nose
	
	
	

	Throat
	
	
	

	Lungs
	
	
	

	Heart
	
	
	

	Abdomen
	
	
	

	Genitalia
	
	
	

	Skin
	
	
	

	Emotional
	
	
	

	Musculoskeletal
	
	
	

	 Spine
	
	
	

	Shoulder/Arm
	
	
	

	Hip
	
	
	

	Knees
	
	
	

	Leg/Ankle
	
	
	

	Other
	Yes/No
	
	

	Contacts
	
	
	

	Braces
	
	
	


Allergies (to what agent, type of reaction, treatment) ________________________________________________________________________________________
________________________________________________________________________________________

Date of last Tetanus injection _______________________

Is the student currently under a doctor’s care? __________ If so, please explain______ _________________
_______________________________________________________________________________________
Additional Notes_________________________________________________________________________

_______________________________________________________________________________________
Name of Physician ________________ _______________________________________ Date ____________
Address _________________________________________________________________________________

________________________________________________________ Phone __________________________

Signature of Physician______________________________________________________________________

_____ MY STUDENT IS CURRENTLY AND ADEQUATELY COVERED BY ACCIDENT INSURANCE THAT WILL COVER INJURIES SUSTAINED WHILE PARTICIPATING IN EXTRACURRICULAR ACTIVITES.

INSURANCE COMPANY:___________________________________PHONE:_______________________
POLICY / GROUP NUMBERS:_____________________________________________________________
_____I WISH TO PURCHASE THE BENEFIT PLAN PROVIDED BY THE GWINNETT COUNTY SCHOOL SYSTEM.

PERMISSION FOR MEDICAL TREATMENT
MY CHILD HAS MY PERMISSION TO RECEIVE MEDICAL TREATMENT FOR ANY SICKNESS OR INJURY THAT MAY OCCUR.  I GIVE PERMISSION FOR SUCH DIAGNOSTIC, THERAPEUTIC AND 
OPERATIVE PROCEDURES AS MAY BE DEEMED NECESSARY FOR MY CHILD BY THE PHYSICIAN 
OR NURSE AVAILABLE.  I ALSO AGREE TO PAY ALL COSTS AS BILLED FOR THIS TREATMENT. 
(PARENTS WILL BE NOTIFIED WHEN POSSIBLE BY PHONE CALL)
____________________________________________                                           ________________________
PARENT / GUARDIAN SIGNATURE                                                                                     DATE
RELEASE OF LIABILITY
THIS FORM RELEASES THE GWINNETT COUNTY PUBLIC SCHOOL SYSTEM, NORCROSS HIGH 
SCHOOL AND ITS STAFF, THE NORCROSS HIGH SCHOOL BAND BOOSTERS, STAFF AND SPONSORS 
OF ANY LIABILITY IN THE EVENT A STUDENT IS INJURED.
____________________________________________                                          _________________________
 PARENT / GUARDIAN SIGNATURE                                                                                      DATE
NOTARY:__________________________________________________            _________________________
                                                                                                                                                      DATE
***A COPY OF BOTH SIDES OF YOUR INSURANCE IDENTIFICATION CARD MUST BE ATTACHED TO THIS FORM.***   IT IS YOUR RESPONSIBILITY TO NOTIFY THE 1ST AID CHAIRPERSON OF ANY CHANGES TO THIS INFORMATION  


