



My Future-My Choice

Student Medical Information
Name _______________________________________
Sex  ( M  ( F 

S.S. # _______________________ 
Age __________   Birth date ______________

Address ______________________________________
Zip _________________

Phone ________________________________________


Parent’s Name _______________________________________________________

Address ___________________________
Business ________________________

Other Person to Contact __________________________________________________________


Doctor |_________________________________
Phone ______________________________

Address ______________________________________
Zip __________________________

Hospital ________________________________
Phone ______________________________

Insurance  ( YES  ( NO
Group No. ____________________________________________

Name of Company ________________________
I.D. # ______________________________


*** complete reverse side ***
Does student have any special medical issues?     ( YES  ( NO

If yes, please explain ____________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Is student taking any medications?  (Including non prescription drugs; i.e., aspirin, etc.) 

 ( YES  ( NO

Is student allergic to any drugs?    ( YES  ( NO

If yes, please specify ____________________________________________________________

Is student allergic to insect bites?    ( YES  ( NO

If yes, please specify ____________________________________________________________

If yes, does student have an insect bite kit for emergencies?    ( YES  ( NO

When did student receive his/her last tetanus shot?   ___________________________________

Does student take medication which requires adult supervision?   ( YES  ( NO
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