ALL:LIFE

MEDICAL FORM

AGES 12-18

Name of Student: M/F

My child has the following allergies, dietary restrictions or medical conditions:

Current Medications: (Over the counter & prescribed)

Date of Last Tetanus shot:

My Child’s / Ward’s Health Insurance Company is:

Policy Holder’s Name: Relationship
Physician Name: Telephone:
In case of emergency, | can be reached at # Or#

If unable to reach me, please contact:

At # Relationship to Student:

Parent/Guardian Name:

Parent/Guardian Signature: Date:




