First Baptist Church ( Lamar, Missouri

2010 Medical Information Form

Each Student Must Have This Form On File Before Being Allowed To Participate In Any New Vision Activity.
Participant Information

	First Name:      
	Last Name:      

	Address:      
	City:      
	State:      
	Zip:     

	Home Phone: (     )      
	Birthdate:      
	Age:      
	Grade:      


Medical Information

	Does your child have an allergic reaction to penicillin?      FORMCHECKBOX 
   Yes          FORMCHECKBOX 
    No

	Does your child have an allergic reaction to bee stings, bites, etc.?      FORMCHECKBOX 
   Yes          FORMCHECKBOX 
    No

	To other medicines?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	If yes, which ones:      


	Is there any medical information you feel we should have concerning your child?

     


	List all medicines your child needs to take while participating in this activity.

     



All medicine must be turned over to the sponsors before the event begins!

Emergency Numbers

	Doctor’s Name:      
	Phone: (     )      

	Parent/Guardian’s Name:      
	Home Phone: (     )      

	Address:      
	Other Phone: (     )      

	Place of Employment:      
	Work Phone: (     )      

	Insurance Carrier:      
	ID #:      

	Address:      
	City:      
	State:      
	Zip:      

	Phone: (     )      
	Other numbers/info:      


Any Other Information That Would Be Important For us To Know

	

	

	

	

	

	


