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2012 Medical Release Form
Please fill out all information and fax to 770.420.8688 attention Sharon Evans, 
or mail to NorthStar Church, 3413 Blue Springs Rd., Kennesaw, GA 30144.
Student’s name:___________________________Phone:______________________

Address_____________________________________Date of birth:_________

City____________________________Zip_______

Name of Family Physician: _________________________________________

Physician Phone #: ___

	Any Allergies? (Circle those you are allergic to below):


Penicillin


Eggs


Others (list):


Sulfa



Insect Bites
______________________


Barbituates

Peanuts

______________________


Health Insurance Provider:_________________________________________

Policy #/Contact Phone #:__________________________________________

	EMERGENCY CONTACT NUMBERS: 

   Father: _______________________ Phone #: ______________________

   Mother: _______________________ Phone #: ______________________

 Or Legal Guardian: _______________________________________________


I hereby give to NorthStar Church, its employees, and persons designated as caregivers by the church by whatever title, the authority to give consent for emergency medical or surgical treatment for my child by a licensed physician. As the parent of said child, I do not hold NorthStar Church liable for any injuries.

Parent/Guardian



Notary Public
Date: 




My Commission Expires

Date of Last Medical Attention:_____________Type:__________________

Attending Physican: _______________________________________________

	Medical Background Information:

   Has any blood relative ever had (circle if “yes”):

     Cancer               Tuberculosis                    Diabetes

   Heart Trouble       High Blood Pressure         Bleeding Disease

     Kidney Disease       Stroke                           Epilepsy

Other (please list):  ____________________________________________

	     In the past 10 years has your child had a TB skin test?  Yes  No


	Personal Medical History.  Has your child ever had (circle if “yes”):

	   Red Measles                German Measles                Mumps

	   Whooping Cough           Diphtheria                      Small Pox

	   Chicken Pox                 Typhoid Fever                 Influenza

	   Pneumonia                   Scarlet Fever                Tuberculosis

	   Gonorrhea


Syphilis


     Polio

	   Meningitis


HIV-positive


     AIDS

	Other? ____________________________________________________________


Serious Injuries (such as concussion, fractures, etc.): 

Type





Date

Previous Surgeries & Hospitalizations (please list): 

Type





Date

Please list all current medications:

________________________________________________________________________________________________________________________________________

