
c|Life Student Ministry 

Medical Form 
 

Name:_____________________________________________________________________Gender:   M  /  F 

                      Last                                             First      Middle 
 

Address:____________________________________________________________________________________ 

                      street address                                           City                                         Zip 
 

Home Phone: (      )_________________Cell Phone: (      )________________Grade completed:_____ 
 

Age:____ Date of Birth:________ Parent or Guardian Names:___________________________________ 
 

Father’s work #: (     )_________________________ Fathers cell#: (     )_____________________________ 
 

Mother’s work#: (     )_________________________Mother’s cell#: (      )___________________________ 

………………………………………………………………………………………………………………………… 
 

GENERAL HEALTH       IMMUNIZATION   ALLERGIES 

 

Heart_________Asthma_________Lungs ________          Polio___________      Food_____________ 

 

Fainting______Nosebleed_______Eyes_________   Mumps_________     Insects____________ 

 

Ears__________Skin Rash________Throat________   Measles________     Penicillin_________ 
 

Emotional_____________________     Rubella________   Medicines_________ 
 

Serious Injury___________________Date_________   DPT & TD________   Other_____________ 

………………………………………………………………………………………………………………………… 
 

Medications:  Please list all medications the student is currently taking. 
 

1)_______________________________2)____________________________3)___________________________ 
 

Permission to administer:   
 

   Aspirin?  Y  N                       Tylenol?     Y  N                    Ibuprofen?     Y  N  

   Usual Dosage__________          Usual Dosage__________                  Usual    Dosage_______ 

   Parent Initial___________                   Parent Initial___________                   Parent Initial__________ 

 

 

   Sudafed?   Y  N             Benadryl?     Y  N                              Cough Syrup?     Y  N 

   Usual Dosage__________           Usual Dosage_________                Usual Dosage_________ 

   Parent Initial____________                   Parent Initial__________          Parent Initial___________ 

 

 

   Imodium?     Y  N                       Throat Lozenge?  Y  N      Off?     Y  N 

   Usual Dosage__________           Usual Dosage_________                 

   Parent Initial___________           Parent Initial__________                    Parent Initial__________ 

 

PLEASE TURN OVER AND COMPLETE THE BACK OF THIS FORM 



Insurance Information 

Name and Address of Insurance Company 
 

__________________________________________ Policy Number:_____________________________ 
 

__________________________________________ Group Number:_____________________________ 
 

__________________________________________ Name of Insured:___________________________ 

Physicians Name 

__________________________________________ Phone Number:____________________________ 
 

………………………………………………………………………………………………………………………… 

Emergency Contacts: 

______________________________Phone____________Relationship to student:_____________________ 
 

______________________________Phone____________Relationship to student:_____________________ 
 

………………………………………………………………………………………………………………………… 

Medical History   Yes No  Please elaborate  
Allergies    ____ ____  ____________________________________________________ 
 

Asthma    ____      ____                   ____________________________________________________ 
 

Congenital Problem   ____      ____  ____________________________________________________ 
 

Diabetes    ____      ____                   ____________________________________________________ 
 

Epilepsy    ____      ____                   ____________________________________________________ 
 

Heart     ____      ____                   ____________________________________________________ 
 

Ankle/Knee Injury   ____      ____  _____________________________________________________ 
 

Back/Head/Neck Injuries  ____      ____  _____________________________________________________ 
 

Shoulder/Elbow Injuries  ____      ____  _____________________________________________________ 
 

Wrist/Hand/Finger Injuries  ____      ____   _____________________________________________________ 
 

Frequent Headaches   ____      ____  _____________________________________________________ 
 

Seizures    ____      ____  _____________________________________________________ 
 

Other     ____ ____  _____________________________________________________ 

 

Any physical condition that we should know about? ________________________________________________ 
…………………………………………………………………………………………………………………………………………………. 
 

I, the parent of____________________________,attest before this witness that I release Community 

Life Church of Forney from responsibility in regard to my child.  I agree not to sue or bring 

litigation against Community Life Church for any harm or disability.  I understand that 

Community Life will do their best to protect my child but cannot be expected to protect them 

from all harm and danger.  Any act then is not viewed as an act of negligence. 
 

I, _____________________________, further release my child____________________________, into the 

medical authority of Community Life Church and Community Life Church is allowed to request 

any and all procedures that may be necessary to restore my child to full health. 

 

________________________________________  ________________________________________ 
Parent/Guardian Signature     Date 

 

________________________________________  ________________________________________ 
Witness        Date 

 

________________________________________  ________________________________________ 
Notary Public       Date 
 


