
Please use black or blue ink and print information.

Parent(s)/Guardian(s), please fill out as completely as possible.  Date completed: _______________
Student’s Name _______________________________________ DOB ___________ Age ______ Grade ______ 

Parent/Guardian _____________________________________________ School _________________________

Home Address _______________________________________ City ___________________ Zip ____________

Home Phone ____________________ Work Phone _____________________Cell Phone___________________ 

Insurance Carrier ___________________________________________ 
Group # ________________________

Carrier Address ______________________________________________ Phone # _______________________ 

Full Name of Insured __________________________________________ID # ___________________________

Family Doctor _______________________________________________ Phone _________________________

In an emergency, if unable to reach parent, contact:

Name ______________________________ Phone _________________Relationship to student _____________

Are your student’s immunizations current?    Yes     No        Date of last Tetanus Booster ___/___/___

Special Information

Medication:  Does your child take either prescription or non-prescription medication on a regular basis?  Yes
No

If yes, please state medication and reason: ________________________________________________________

Health or behavior concerns that the Youth Staff should be aware of, such as asthma, diabetes, epilepsy, ADD, ADHD etc.:__________________________________________________________________________________

Allergies: ________________________________________________________________________________

Any other information: ______________________________________________________________________

Any diet concerns should be discussed with the Youth Staff. ____________________________________
In case of medical emergency, I understand that the staff and/or adult chaperone will attempt to contact my emergency contact person, or me if this is not possible, I give permission to the physician selected by them to hospitalize, secure proper treatment for, and to order injection, anesthesia or surgery for my child, as named above.  I understand that I am fully responsible for all payments incurred for such treatment.  I also understand, that St. Andrew Lutheran Church does not provide medical and/or hospital insurance.  All information on this Health Evaluation Form is accurate and true to the best of my knowledge. 
Student Signature if 18 or older ____________________________________ Date _______________ 

I give permission for my son/daughter to participate in programs at St. Andrew Lutheran Church for the current program year.

Parent/Guardian Signature _______________________________________ Date ________________

Note:  Guns, knives, alcohol products, tobacco products, illegal drugs or other harmful substances that may be harmful to your child or others are strictly forbidden at any event.
St. Andrew Lutheran Church Health Evaluation/Permission Form


For Current Program year – September - May





Consent for OTC medication:  St. Andrew staff and/or adult chaperone may administer any of the following over-the-counter medication(s) that are checked, in accordance with the directions for age appropriate use on the container, to my child.  Please check all that apply: ____ acetaminophen (Tylenol) _____ ibuprofen (Advil) ____ Antacid   ___ Eye drops___ Sunscreen ____ Cold medication (antihistamine) ____ Insect repellent ____ 


Other _______________





Check here if you DO NOT want your child included in photos that may appear on the website or in newsletters.








