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STUDENT MEDICAL INFORMATION 
Please print legibly.  One Form per Student must be completed  

 

STUDENTS NAME _______________________________________   School Year: __________________ 

EMERGANCY CONTACT – if parents cannot  
 

Name ____________________________________________________________________   Relationship: _________________________________  

Phone: _________________________________________________                    Alternate #: ___________________________________  

2ND Contact Name: ____________________________________________________   Relationship: __________________________________  

Phone: _________________________________________________                    Alternate #: ___________________________________  

 

 

Physician Name: ____________________________________________________       Office Phone # _________________________________  

Address: ___________________________________________________________ City: ______________________________Zip: _______________  

Insurance Company: _________________________________________________ Group/Member #: ______________________________  

Significant medical history: ______________________________________________________________________________________________  

Current Medications taken: ______________________________________________________________________________________________  

Allergies: __________________________________________________________________________________________________________________  

Special learning or developmental needs: ______________________________________________________________________________  

Additional information: __________________________________________________________________________________________________  

In the event that the undersigned, or my authorized physician, cannot be reached, and in the judgement of the Director 
of Religious Education of St. Monica Parish, or other appropriate staff member, there is a necessity for immediate 
examination and/or treatment of my child, I hereby request and authorize any of the aforesaid responsibility for any 
personnel to obtain for my child such medical services as are deemed necessary. I agree to assume the financial 
responsibility for diagnosis/treatment and for medication deemed necessary. Release covers 08/01/23-08/01/2024.  
 
I agree to the above agreement:  

____________________________________________________     _______________________  
Signature of Parent or Legal Guardian        Date  

____________________________________________________     _______________________ 
 Signature of Parent or Legal Guardian        Date 

EMERGENCY CONTACT – if parents cannot be reached:  

Physician and Medical Information  
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