Seaholm Orchestra Program
EMERGENCY MEDICAL TREATMENT FORM

Student's Name______________________________________ Birth Date_______
Address___________________________________________________________
Parent's Names_____________________________________________________
Home Phone Number ____________________ Emergency Phone_____________
Nearest Relative (Not Living in the Home) and Phone Numbers ________________
__________________________________________________________________
Past illnesses   ______________________________________________________
__________________________________________________________________
Date of Last Tetanus ________________________________________________
Allergies__________________________________________________________
Current Medications _________________________________________________
Other Important Medical History Information _______________________________
__________________________________________________________________
Current Health Concerns ______________________________________________
__________________________________________________________________
Insurance Company ____________________________  Policy # ______________
	Group # ________________________ Subscriber # ______________________
Physician (Name, Phone, Address) ______________________________________
__________________________________________________________________
I (We) hereby give permission for emergency medical treatment of our child to our above named physician or the physician on call.	

__________________________________________        _________________
Parent									  Date

