Morgantown High School Band
P.O. Box 496
Morgantown, WV 26507 
Medical History
Student’s Name:_________________________________ Date of Birth ____/____/____ 
     (Please Print)              Last               First                       Middle
 Health History: (check all that apply)                           Allergies: (check all that apply)
            ____Asthma                                                               ____ Aspirin
            ____ Cardiac Problems                                              ____ Insect Stings/ Bites
            ____ Epilepsy or Seizures                                          ____ Penicillin
            ____ Diabetes                                                             ____ Sulfa
            ____ Orthopedic Problems                                         ____ Tetracycline
            ____ Other      _____________________                  ____Other      __________
 

Does student have medical insurance? _____Yes ____ No

 Policy#:_____________ If yes, Name of  Insurance Company________________
 Student’s physician’s name:____________________ Phone #________________
 Any conditions now requiring regular medication(s)?______________________________________________
 Name of medication:________________ Who  administers?_______________
 Has student had a tetanus shot within past six years? ____ Yes ____No
Do we have permission to administer to your child? (Check all that apply)
            ____Pepto-Bismol ____Tylenol ____ Advil ____ Dramamine
Do you know of any health factors that make it advisable for your child to follow a limited program of physical activity? ____ Yes ____ No If yes, please explain:______________________________________________
Parent/Guardian Name:______________________Work Phone:___________________
Parent/Guardian Employer:______________________________________
Parent/Guardian Home #_____________   Mobile #_____________________________
Address:___________________________________________
                ____________________________________________________

.
Emergency Contact :Name:__________________________________________
                                                         (if a parent/guardian cannot be reached)

                                         Phone#  _________________________________________________
                                                                                  
In accordance with the rules of the WVSSAC, I give my consent and approval to the participation of the student named above to participate in MHS Band and I also give my consent for the physician in attendance and the appropriate medical staff to give treatment at any band event for any injury.
_____________________________________        ________________
            Parent/Guardian                                            Date                                          
