Bethel Number 52, Herndon, Virginia

- Medical Form –

Name:  _________________________________________________________


Last



First


Middle Initial

Social Security Number:  ____________________
Date of Birth:  ______________________
Insurance Company:  _____________________

Contract/Policy #:  ___________________

IN CASE OF EMERGENCY, PLEASE NOTIFY:

Name:  _____________________________________
Relationship:  ______________________

Address:  ___________________________________
daytime phone:  ____________________

City:  _________________  State: _____  Zip:  _______  evening phone:  ____________________

MEDICAL HISTORY (serious illness or condition, surgery/injuries/date of occurrence):

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

ALLERGIES:  _____________________________________________________________________

Date of last tetanus toxoid shot:  ____________________          Do you wear contact lenses?________

List any medications taken regularly:  ___________________________________________________

__________________________________________________________________________________

Family Physician Information

Name:  _____________________________________________

Address:  ____________________________________________________________________

City:  __________________________________  State:  ________________  Zip:  ______________

Phone:  (________)  ___________________________

In the event of an illness or accident, the individual involved must meet any expense from treatment requiring the services of a doctor and/or hospital.

I hereby agree that medical personnel may administer first air or other necessary medical treatment in the event of an emergency, and/or refer the patient to a local clinic or hospital for treatment.

____________________________________________

___________________________

Signature of Parent or Guardian




Date
