ITHACA COLLEGE
MEDICAL INFORMATION FORM – TWO SIDES TO COMPLETE

***Complete the form in its entirety.***


Name of Program: _________________________________________   (PLEASE PRINT CLEARLY)

Name of participant:_______________________________________________   Date of Birth:________________
                                              Last                                            First                                    MI

Address:_____________________________________________________________________________________
		     Street				      City			      State		     Zip
Telephone:    day (      )                     ________  night (     )                             cell    (     )______________________


EMERGENCY CONTACT INFORMATION    (PLEASE PRINT CLEARLY)
Name: ____________________________________  Relationship: ____________________________________  
Telephone: day (      )                   ____        night (     )_               ____              cell (     )____________________

Address (if different from participant’s)

_____________________________________________________________________________________________
		Street				             City			   State		   Zip


MEDICATIONS & DRUG ALLERGIES	      (PLEASE PRINT CLEARLY)

Prescription medications currently prescribed (if any)*___________________________________________________



Over-the-counter medications currently taking (if any)___________________________________________________

Drug allergies (if any)_____________________________________________________________________________

Other allergies (if any, especially to stinging insects [you must bring EpiPen], peanuts, latex, etc.)

____________________________________________________________________________________________________________________________________

*Note: Prescription medications must be in original containers with the prescriber’s name on the label.


MEDICAL INSURANCE INFORMATION REQUIRED - PRINT CLEARLY

Name of policy holder/subscriber_________________________________________________________________________

Name of insurance company______________________________________________  Phone:  ___________________

Group name______________________________    Policy no._______________       Contract no.__________________
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MEDICAL CONDITIONS (LIST ALL – ASTHMA, HEART CONDITION, DIABETES, ETC.)









HISTORY OF SEIZURES?  Please explain.








SIGNATURE(S) REQUIRED:

____________________________________________
Participant’s Signature                                			Date

			
IF PARTICIPANT IS UNDER 18 YEARS OF AGE, A PARENT/GUARDIAN MUST COMPLETE THE FOLLOWING:

I give permission for ______________________ (name of participant) to participate in the program stated above, and in the event of an emergency or illness to be treated at a medical facility or by a physician.  
_____________________________		__________________________
Parent/Guardian Signature                          Date		Parent/Guardian Printed Name

________________________________________________________________________________________________
Parent/Guardian Street Address                               City                                     State                             Zip


______________________________________________
Parent Guardian Emergency Contact Phone #
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