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Medical Information Form                                             Tate High School Band
2010-2011

Student’s Name: _________________________________________________       Band   Jazz   Guard   Percussion   Indoor
    Last First             Middle                                       Check ALL that apply

Date of Birth: ________________    Age: _________   Grade: ________    
Parent/Guardian’s Name/s Home Phone # Wk Phone # Cell/Pager # 
____________________________ _______________ __________ __________
____________________________ _______________ __________ __________
____________________________ _______________ __________ __________
Address: ____________________________________________________________________________________________________

(Street)                 (City)                 (Zip)
Child lives with: Mother _____ Father _____ Both _____ Other _____ (please list) ________________________________________

Email Address (for official use only) ______________________________________________________________________________

In case of emergency and you cannot be reached, whom do you authorize to take your child home in case if illness?
Please list relative, neighbor, etc.

Name/s Relation  Home Phone # Wk Phone # Cell/Pager #
________________________ _______________ __________ __________ __________
________________________ _______________ __________ __________ __________
________________________ _______________ __________ __________ __________
Medical History:
List any of your child’s health problems or conditions.  If they have none, write “N/A”
Medication allergies ______________________________________________________________________________________ 
        treatment if exposed ___________________________________________________________________________________
 Insect allergies ____________________________ ________________________________________________________________                           

treatment if exposed ___________________________________________________________________________________
 Food allergies _____________________________________________________________________________________________ 

treatment if exposed ___________________________________________________________________________________
 Other allergies _____________________________________________________________________________________________

treatment if exposed ___________________________________________________________________________________
 Vision \ Hearing \ Speech problems ____________________________________________________________________________

 Other specific health problems not otherwise noted ________________________________________________________________
____________________________________________________________________________________________________________
   My child takes the following medication on a routine or as needed basis (please list reason for the medication beside each one) 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Please place a check in the box/es below beside the medications in our medical kit that we may give to or use on your child while 
attending a Tate Band Function. A generic medication may be substituted for the name brand medications at any time. By filling out 
this section and signing below, you are giving permission for the designated medical person to administer the checked medication/s to 
your child during any Tate Band Activity.  
In the event that a prescription or non-prescription medication (not listed below) is to be administered you must get the form 
“Authorization for Administration of Prescription Medication” from your doctor’s office, and ensure your doctor signs each 
form. There must be a separate form for EACH medication. Medication must be in the original pharmacy-labeled container. No 
medications will be allowed to be transported or taken by a student during a band activity unless administered by a medical chaperone.

 Acetaminophen (Tylenol)    Calcium Carbonate (TUMS/Maalox)    Diphenhydramine (Benadryl)   Ibuprofen (Motrin/Advil)

Date __________________ Parent/Guardian’s Signature _______________________________________________

Medical Insurance Information:
Name of Medical Insurance _______________________________ Policy # _____________________Phone #_________________
Policy Holder’s Name _________________________________ __ Policy Holder’s Employer ______________________________
Family Doctor’s Name ___________________________________ Phone # ____________________________________________
Hospital Choice ____________________________________________________________________________________________
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Authorization and Release Form                      Tate High School Band
1771 Tate Road, Cantonment FL 32533  

Main Office 850-937-2300
Band Director 850-937-2320

Fax 850-937-2328
                                     

I/We, the undersigned, grant permission for _________________________________________________________________
(the “participant”) to participate in the below described “activity” for the band year 6/1/10-6/04/2011.

I/We, on behalf of myself/ourselves, my/our heirs, executors, successors, and assigns, in consideration of permission for the 
participant to be involved in the below designated activity, do hereby release and agree to indemnify, defend, save and hold harmless 
the School Board of Escambia County, Florida, its agents, servants, employees, and successors, from any and all responsibility and 
liability arising out of the participant involvement, directly or indirectly, in Tate High School Band (the “activity”) and from the 
administering of or the obtaining of and consenting to first aid and medical care. We are fully aware of the hazards and dangers of 
participating in the “activity” and assume full responsibility and liability for any and all expenses, damage, accident, illness, injury or 
medical expense of and to the participant or our property resulting from such participation. In the absence of one of the participant’s 
parents or guardians, we hereby authorize the School Board of Escambia County, Florida, its agent, servant, or employees to 
administer first aid and to obtain and consent on behalf of the participant and participant’s parents or guardians, any emergency first 
aid or medical care by any physician, hospital or attendant which may be needed by the participant as a result of involvement in the 
“activity”. We agree to abide and be bound by such decisions and consents as if made by us and do assume full financial responsibility 
for and agree to pay all expenses of such care. We understand that it is our responsibility to secure adequate insurance for such first 
aid and medical care.

We understand that under present Florida law, if my child is riding in a private passenger automobile, which is involved in an 
accident, he/she will be primarily covered for bodily injury under my family automobile policy, and I agree to submit any medical 
bills incurred to my insurance company for payment. If my policy has been issued with a deductible clause relative to the personal 
injury protection, I understand that I have assumed that deductible amount when I purchased the policy. 

I have read and agree to comply with the   “Medication Protocol at School: Parent’s Responsibilities”, “General Medication 
Rules” and the “General Health Statement” for school year 2010-2011. By my signature below, I acknowledge the above and have 
received the “Notice of Privacy Practices” contained in the “Student Rights and Responsibilities Handbook”.

_______________ _____________________________________
          Date          Parent or Guardian Signature

________________________________________________________
         Parent or Guardian Signature

STATE OF FLORIDA
COUNTY OF ___________________________

SWORN TO AND SUBSCRIBED BEFORE ME THIS_______DAY OF __________, 20_____

BY ___________________________________________________________
PARENT OR GUARDIAN        PRINTED NAME

         ____________________________________________
       SIGNATURE OF NOTARY-STATE OF FLORIDA

_________________________________________________
NOTARY SEAL NAME OF NOTARY TYPED, PRINTED, OR STAMPED

 PERSONALLY KNOW  (OR)   PRODUCED IDENTIFICATION    TYPE OF ID PRODUCED _____________________________________________




