
Northwest Guilford High School Band 2026-2027 Medical Permission Form 

 

Student:_______________________________________________________________ ​ Date of Birth:______________________ 

Address:__________________________________________________________________________________________________ 

Student cell:__________________________________________ ​ Home phone:____________________________________ 

 

Alternate Emergency Contact Name:_________________________________________ Phone:____________________________ 

Family Physician: _________________________________________________________Phone:____________________________ 

Insurance Company: ______________________________________  Policy Holder Name: ________________________________ 

​ Policy Number: _______________________________________  Group Number:________________________________ 

ALLERGIES (food, medications & type of reaction):________________________________________________________________ 

___________________________________________________________________________________Epi-pen? ______________     

Inhaler? _____________  Medical Device (ie insulin pump) _________________  Date of last Tetanus shot: __________________ 

Known medical conditions: 

None​ ​ Bee Sting Allergy​ ​ Asthma​ ​ Seizures​​ Panic Attacks 

​ Fainting​ ​ Diabetes​​ ​ Other:________________________________________________________ 

List any prescription or over-the-counter medications student takes:_____________________________________________ 

_______________________________________________________________________________________________ 

Circle all medications that may be administered to student:   

       Ibuprofen (pain)​    Tylenol (pain)        Tums (antacid)        Imodium (anti-diarrhea)      Benadryl (antihistamine)  

       Phenylephrine (decongestant)​       Polysporin (antibiotic cream)​    Hydrocortisone cream (anti-itch) 

 

My child has my permission to receive any emergency medical treatment which may become necessary while participating with the Northwest 

Viking Band. This emergency treatment includes but is not limited to the administering of medications listed above. I also guarantee payment of 

all charges incurred during treatment (ambulance, physician, hospital, x-ray, lab, medication, etc.). 

 

Signature of Parent/Guardian #1 ____________________________________________Date:____________________ 

 

Signature of Parent/Guardian #2 ____________________________________________Date:____________________ 

 

Parent/Guardian 1 Name First: Last: 

Parent/Guardian 2 Name First: Last: 

Work Phone #1 #2 

Cell Phone #1 #2 


