Choraliers 2020 European Tour
Student Health History Form


Student Name: _______________________________________________________________________
                                   Last                                                          First                                              Middle
DOB: _____________________          Age: _______     M/F: ______
Parent or Guardian Name:   _____________________________________________________________
Address: _______          ________________________________________________________________
[bookmark: _GoBack]Phone #: ____________________________     Cell Phone #: ___      __________________   ________
Work Phone #: _______________________   E-Mail: ______         ____________________      ______
Emergency contact other than parent or guardian:                          _______________________________
Address/Phone__________________________________                                               ______________                                                                   
Relationship to student: ___________________________________
Allergies:  List all known allergies.  Describe reaction and management of allergic reaction:
________________________     _________________________________________________________
________________________     _________________________________________________________
________________________     _________________________________________________________
________________________     _________________________________________________________
Please list all medications, doses and frequency, including any over-the-counter medications

________________________     _________________________________________________________
________________________     _________________________________________________________
________________________     _________________________________________________________
________________________     _________________________________________________________

Health Conditions:  Check all applicable. Please include any information pertinent to that condition or additional information to the reverse side of this form or on an additional sheet.
· 
· Respiratory/Asthma         
· Bleeding/Clotting Disorders 
· Cardiac/Hypertension         
· Recent Injury or Illness 
· Musculoskeletal            
· Seizures       
· Travel/Flight Anxiety 

· Diabetes       
· Motion Sickness 
· Eating Disorder     
· Eye Glasses or Contacts 
· Hearing Aid or other assistive devices
· Hyperactivity/ADHD
· Other


Please provide any additional information that will assist in providing care for your child: ___________
____________________________________________________________________________________
____________________________________________________________________________________


Parent or Guardian Signature: ______________________________________   Date: _______    ______



Please detail any allergy, medication or health condition details from side 1 below:



  


 

