Medical Information

SPAIN 
March 21- April 3, 2018
Student’s Name (as it appears, or will appear on his/her US Passport):                                                                                      

D.O.B: ______________________________    
Name of Parent or Guardian:
____________________________________________________________                                                                                                                                       
Home Address:


____________________________________________________________                                                                     

 North Tonawanda, NY 14120                                                                                      
Home Phone:


(       )                                      


Alternate Emergency Contact:
____________________________________________________________                                                                                                                                     
Phone:



(       )                                      
Relationship:_____________________                                                             
List all Allergies (food, bee stings, medicines, etc.)- Indicate what necessary emergency treatment should be used.  If none write none.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                  
List chronic medical conditions? (ie. asthma, diabetic, motion sickness, etc.)                                                                 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                         
List all medications with dosage the student will be taking; prescription and or over the counter.

( ie. Tylenol, Advil, Dramamine)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Glasses or Contacts? (please specify): ______________________________________________________________________                                                                                            
Physician  Name: _______________________________________

Phone:  (       )___________________________                                                                                                                                                                                     

Personal Health Insurance Carrier:________________________________________________________________________                                                                                                   
Policy number:_______________________________________________

[attach copy of insurance card here]

Parent Consent Form

In consideration of the benefits to be derived, and in view of the fact that the North Tonawanda High School Foregin Language Department is an educational organization, and having full safety and well - being of son(s) / daughter (s) / ward(s)during the activities on the tour: I hereby agree to his/her/their participation and waive all claims against the leaders of the activity or tour and representatives f the North Tonawanda High School  Foregin Language Department. Furthermore, I have read and understand the rules.  I also understand that if it is necessary that my child or ward is to be sent back to North Tonawanda because of disciplinary or medical reasons, that I will be responsible to immediately come and pick up my child for being a part or cause of, that I will pay all or part of the incurred damages as deemed necessary by the directors.

                                                                                                                        _______________________ 
                                             Parent/Guardian Signature




      Date
Student Agreement
I have read and understand the rules and regulations.  I understand my responsibilities and obligations as part of the North Tonawanda High School Foregin Language Department and what will happen if there are any disciplinary problems.

                                                                                                                        _______________________ 
                                                      Student Signature


                                      Date
Medical Release Form
I, ____________________________, do hereby give my consent to any emergency x-ray, examination, anesthetic, medical or surgical treatment and hospital care to be given to my minor child, ____________________, should it become necessary at anytime while he/she is traveling as a member of the North Tonawanda High School Foregin Language Department.

                                                                                                                        _______________________ 
                                                  Parent/Guardian Signature




      Date
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
State of New York

County of Niagara

On this _________ day of ________, 2016, before me personally appeared the person named above, ____________________________________, to me known and known to me, to be the same person, described in and who executed the foregoing instrument, and that he/she duly acknowledged to me that he/she executed the same.

_____________________________________

Notary Public, State of New York    

