
 

Tallwood High School Band 
Emergency Treatment Form 

Medical Information, Release of Liability and  
General, Parental Permission Form for Practices and Field Trips 

 
Please Print Neatly and Clearly 
 
Full Name of Child:    ______________________________________________________________ 
    (Last)                                  (First)                            (Middle) 
 
Address:   _______________________________________________________________________ 
  (Street Address)                                               (City)                               (Zip) 
 
Date of Birth: ________________________    Age: ______  E-mail:  _________________________ 
                        (month)     (day)      (year) 
 
 
Father’s Name & Address: _____________________________________________________________ 
 
Mother’s Name & Address: ____________________________________________________________ 
 
Father’s Phone #: Home: _________________  Work ________________  Cell __________________  
 
Mother’s Phone #: Home: _________________  Work ________________  Cell __________________ 
 
 

Your Child’s Medical Information 
 
Date of Last Tetanus Shot: _________________ 
 
Family Doctor: _________________________________________ Phone: ______________________ 
 
Health Insurance Policy: ______________________________________________________________ 
 
Policy Number: _____________________________________________________________________ 
 
Policy Holder’s Name: ________________________________________________________________ 
 

Please provide a copy of your insurance card or a copy of your military ID card. 
 
Y/N Condition Y/N Condition Y/N Condition Y/N Allergies 
 Asthma  Mononucleosis  Hearing Impairment  Aspirin 
 Lung Disease  Low Blood Pressure  Nose Bleeds  Penicillin 
 Ear Infection  Head Aches  Bladder Infections  Sulfa Drugs 
 Epilepsy  Migraines  Kidney Infections  Tetracycline 
 High Blood Pressure  Motion Sickness  Special Diet  Hay Fever 
 Dizziness  HIV    Insect Stings 
 Emotion Disorder  Diabetes    Lactose 
 Sickle Cell Anemia  Hepatitis    Peanuts 
 Convulsions  Hypoglycemia    Latex 
 Hearts Disease  Polio     
 Kidney Disease  Fainting Spells     
 
 
Does Your Child Take any Medications, Prescription or Over-the-Counter on an Ongoing Basis?  Does Your Child 
Use an Inhaler? If so, please list name and dosage:_________________________________________ 



 

 
I give sponsors/chaperones permission to give my child the following Over-the-Counter medications (please circle 
“yes” or “no”) 

• Tylenol         Yes   No 
• Ibuprofen (Advil, etc.)       Yes   No 
• Aspirin         Yes   No 
• Motrin         Yes   No 
• Midol         Yes   No 
• Diarrhea Medication       Yes   No 

o Imodium       Yes   No 
• Upset Stomach Medication      Yes   No 

o Peptol Bismol       Yes   No 
• Tums 
• Dramamine/Motion Sickness      Yes   No  

            
Please list any medication your child cannot take: 
 
 
 
 
I understand that I will provide all prescription medication. I will also provide non-prescription medication that must 
be taken on a daily basis.  Medications, in the original bottle/container, must be placed in a zip lock type bag.  
Please include an index card with the student’s name, medication and clear instructions in the bag. 
 
 

Authorization by Parent or Guardian to Provide Medical Care for a Minor Child 
 
Name of Child: ______________________________________________________________ 
                              (Last)                                            (First)                                        (Middle) 
 
Full Name of Father: _________________________________________________________ 
 
Full Name of Mother: ________________________________________________________ 
 
In the event of sickness or accident, the sponsors and/or chaperones are granted the permission to seek any and all 
medical attention for the above named child. Also, I grant permission to any medical facility and/or physician that are 
licensed to provide this care, and approved by the sponsor and/or chaperone, to give any and/or all needed medical 
care and treatment to my child. This permission is granted in the absence of me/us as the parent or guardian of the 
minor child. 
 
Signature of Parent/Guardian 
 
Father: __________________________________________________ E-Mail: ________________________ 
 
Address: ________________________________________________ Phone #:    ______________________ 
 
 
Signature of Parent/Guardian 
 
Mother: _________________________________________________ E-Mail: __________________________ 
 
Address: ________________________________________________  Phone #:  _______________________ 
 


