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KISSM 2010 Medical Form

(Return completed form to KISSM with registration)

Student’s Name: _________________________________   Age: _____    Gender: _____


Mailing Address: _________________________________________________________

Postal Code: _____________

Home Phone Number: _______________________

Parent/Guardian’s Name: ___________________________________________________

Mailing Address (if different from student’s): ___________________________________

________________________________________________________________________

Home Phone Number: __________________Alternate Phone Number: ______________

Emergency Contact Person: _________________________________________________


Home Phone Number: _________________ Alternate Phone Number: _______________

Relationship to Student: __________________________


Student’s Doctor’s Name: _______________________Phone Number: ___________________

Student’s Personal Health Care Number: ______________________________________

In case of accident or illness, I hereby give permission for KISSM Staff to:

1. Call an ambulance,

2. Call me and/or our family emergency contact person, and

3. Accompany my child to the emergency ward of the nearest hospital.

Signing this consent form gives my authorization for the above emergency health services.

Please notify the KISSM office if there are any changes to the information provided in this form.

I have read and agree to the terms and conditions, as indicated above, on this form.

_______________________________
__________________________________

Parent/Guardian Signature


Printed Name of Parent/Guardian

_______________________________



Date
* Please note any health problems, medical conditions, or other factors which may affect the student’s participation or performance in the school’s program on page 2*

Please note any health problems, medical conditions, or other factors which may affect the student’s participation or performance in the school’s program.  Please list precautions and instructions:

____________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the student have allergies (including food) to any of the following:

___ Insect Bites   ___ Bee Stings  ___ Penicillin   ___ Aspirin

___ Other - Please List (and explain): ________________________________________________________________________________________________________________________________________________

Are any of the student’s allergies life threatening?  If yes, please provide details, and a photo of your child. ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please list any medications being brought to KISSM (prescription or other): ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

