Catholic Diocese of Memphis/Incarnation Catholic Church
HEALTH & MEDICAL RELEASE

2011-2012
Family Last Name (Please Print) _____________________________________________________________________

Address of (please circle): Both   Mom   Dad  
           Father’s Name 
_______________________________________

Street________________________________________ Cell Phone________________ Work Phone_________________

City/State/Zip: ________________________________ Mother’s Name ________________________________________

Home Phone __________________________________Cell Phone ________________ Work Phone_________________

Person to contact in an emergency (if parent unavailable) ___________________________________________________

Relationship to child ________________________________Phone Number____________________________________

**************************************************************************************************

Student’s Name ___________________________________________ DOB________________ Grade______________

Medications during school hours_______________________________________________________________________

Any health issues we should be aware of? (Allergic to any medications/ foods/ etc.) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Student’s Name ___________________________________________ DOB________________ Grade______________

Medications during school hours_______________________________________________________________________

Any health issues we should be aware of? (Allergic to any medications/ foods/ etc.) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Student’s Name ___________________________________________ DOB ________________Grade______________

Medications during school hours_______________________________________________________________________

Any health issues we should be aware of? (Allergic to any medications/ foods/ etc.) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Insurance Company: _______________________________________Policy #_________________________________


Physician’s Name ______________________________________________ Physician’s Phone _____________________

In case of medical (or surgical) emergency, I herby give permission to the physician selected by Incarnation Catholic Church DRE or his/ her representative to hospitalize and/or secure proper medical treatment for my above named child. I understand that I am responsible for the cost of any medical treatments (including surgery) received by my child.  I hereby release the directors and staff of Incarnation PRE from all responsibility for sickness or accidents, which occur during the PRE school year (or event).   I understand that I will be contacted immediately in the case of an emergency. 

Signature: _______________________________________________________ Date: ____________________________

