

	Name: 
	Date of Birth: 
	Street Address: 
	City State: 
	Zip Code: 
	Name_2: 
	Home Phone: 
	Work Phone: 
	Cell Phone: 
	Name_3: 
	Relationship: 
	Htflleltlone: 
	WorltPhone: 
	Cell Phone_2: 
	Name_4: 
	Street Addrss: 
	City Slate: 
	Zip Code_2: 
	JlhOltl: 
	Provider: 
	Contract Of 10: 
	Group: 
	3 Does your child require medication to treat a severe allergic reaction YES NO: 
	4 Does your child have asthma YES I NO Does heshe use an inhaler at school at home or both: 
	7 Is there any other health history that may assist the eventactivity sponsor or coach in the event your child becomes ill or is: 
	injured 1: 
	injured 2: 
	Date: 
	Date_2: 
	Date_3: 
	State: 
	County: 
	Date Commission Expires: 
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Signature19_es_:signer:signature: 
	Signature20_es_:signer:signature: 
	Signature21_es_:signer:signature: 


