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GISD SPECIAL SITUATIONS STUDENT MEDICAL INFORMATION FOR TRIPS

Event: ALL BAND TRIPS School: Today's Date.

Student Name: Birthdate:

Home Phone: Social Security #: Gender: male female

Current Address:
Street/P.O. Box City

Home Phone:
State Zip

Cell PhoneFather's Name: Work:

Mother's Name: Home Phone: Work: Cell Phone

Emergency Contact: Phones:

Health Insurance Company: Member Name:

Member I.D. # Group #. Policy #:

Please list your preferred provider (Clinic, Doctor, HMO, etc.) List the provider's name, address, and phone number.

Please indicate medical alerts such as allergies, contact lenses, chronic illness such as Asthma, Diabetes, etc.

STUDENT HEALTH HISTORY AND RECORD

NAME: AGE: GRADE: DATE:

ADDRESS: PHONE:
HEALTH HISTORY

Please list any allergies to medication, food, or other allergens, and type or reaction:

Does student have any chronic health conditions? Yes_No_Date: Please List

Has student ever been hospitalized? Yes- No- Date: Reason:

Does student take any medications on a regular basis? Yes- No- Please list medication, dose, and times taken,

and reason:

Are you concerned about any health concerns for the student at this time? Yes- No-

What are they?

Parent Signature: Date

I




