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MEDICAL INFORMATION FORM FOR _______________ PROGRAM, ___________ 2010.


STUDENT'S NAME: 				BIRTHDATE:  _______________________________
ADDRESS: 									_____________
PHONE:  DAY				   EVENING			PAGER/CELL __________

EMAIL:  __________________________  SS#: _______________________________________________

EMERGENCY CONTACT (PARENT OR GUARDIAN) 

NAME: 							 RELATIONSHIP: ______________________
PHONE:  DAY				   EVENING			PAGER/CELL 		
EMAIL:  _________________________
PERTINENT MEDICAL HISTORY OF STUDENT INCLUDING PREVIOUS INJURIES, PHYSICAL WEAKNESS OR MEDICAL CONCERNS:

ALLERGIES: 											
MEDICATION/S TAKING AT THIS TIME & DOSAGE: 							  
INJURIES/MEDICAL CONCERNS: ________________________________________________________


MEDICAL INSURANCE
Insurance Carrier 						Carrier Phone			

Company Address 										 

Policy/Group Numbers 										


I, __________________________________________________________, given my permission to receive emergency medical treatment as deemed necessary/advisable by an official of Point Park University Medical Personnel at a hospital, clinic or physician’s office.

SIGNATURE 											

PRINT NAME: 							 DATE:  _____________________
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