GRAND RAPIDS HIGH SCHOOL BANDS

Medical Information / Parent Consent

Student's Last Name: ________________________________ First: __________________ Middle: _________
Address: _____________________________________________City_______________________Zip Code: _________
Phone Number: ________________________________ Date of Birth__________________ Grade: _________
Parent/Guardian Information:

Father's Name: ________________________________ Mother's Name: ________________________________
Father's Work: ________________________________Mother's Work: ________________________________
Work Phone: (___) __________________ 

Work Phone: (___) __________________
Emergency Contact Name (required): ________________________________ Phone:(___)________________
Family Doctor's Name: ________________________________Phone: :(___) _________________
Dentist/Orthodontist: ________________________________Phone: :(___) _________________

List any known health problems and/or physical restrictions (If none, please write “None”):
_______________________________________________________________________________________________________
List any known allergies (If none, please write “None”) 
_______________________________________________________________________________________________________
List any current medication (If none, please write “None”): 
_______________________________________________________________________________________________________
Parental Consent:

I am familiar with my child's wishes to participate in the marching band at Grand Rapids High School. I am aware that taking part in this activity carries the risk of injury to my child, particularly due to travel and performance. The Director of Bands, professional band staff and/or band parents/chaperones have my permission, in an emergency situation when I (or my physician) cannot be contacted, to seek medical assistance at a medical clinic or hospital emergency room at my expense. Further, the medical clinic or hospital personnel have my authorization to provide emergency treatment deemed necessary by a physician for the well being of my child. I certify that I have adequate insurance coverage as stated below and I accept full responsibility for any medical expenses arising due to the injury or illness of my child while participating as a member of the band.

Signature of Parent/Guardian: _____________________________________________ Date: ____________________
Printed Name of Policy Holder:  _____________________________________________
Insurance Company:  _________________________________________________________

Policy Number: Group Number:  _____________________________________________
