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Medical Release Form 
This form provides student information to medical personnel in the event of injury or illness during a band 
activity, and authorizes band personnel to obtain emergence medical care.  Parents also may choose to allow 
chaperones to dispense a few over-the-counter medicines during band activities.  To be valid this form 
must be signed by a parent/guardian and notarized.   All band students must return this form each 
year of band-- no exceptions allowed.   
 

I.  STUDENT INFORMATION 

Student Name  ________________________________       Date of Birth _____/_____/_____ 

Address _____________________________________ Phone ________________________ 

City/State/Zip ________________________________ Grade ________________________ 

Date of last Tetanus or DTP shot:  (must be provided) _______________________________ 

Known Allergies: ______________________________________________________________ 

Other medical conditions that should be noted: ______________________________________ 

______________________________________________________________________________ 

List any prescription medications student takes on a regular basis: _________________________ 

______________________________________________________________________________ 

Student’s Physician _____________________________   Phone # _______________________ 

Health Insurance Company _______________________________________________________ 

Insurance Company Phone # ________________________Policy # _______________________ 

 

II.  PARENT/GUARDIAN INFORMATION (To be notified first in case of emergency) 

Name _________________________________  Name _______________________________ 

Address________________________________ Address _____________________________ 

City/State/Zip ___________________________ City/State/Zip _________________________ 

Employer ______________________________ Employer ____________________________ 

Phone #s      Home________________________ Phone #s     Home______________________ 

         Work ________________________          Work ______________________ 

         Cell _________________________          Cell _______________________ 

E-mail address   _________________________       E-mail address _________________________ 

III.  Other persons to notify in case of emergency if parent/guardian is unavailable 
 

 Name   Home Phone  Work Phone  Cell Phone 

 

1. _______________________  __________________  _________________  _______________ 
 

2. _______________________  __________________  _________________  _______________ 

 



 

IV.  Over-The-Counter Medication:         

Please initial any of the non-prescription medications below that may be given to your child under 

supervision of a chaperone.  The labeled dosage will be administered unless otherwise stated in the 

specific dosage column.  You must initial beside the labeled dosage or fill in a different dosage 

for each medication you would allow to be administered. 
         INITIAL BELOW  OTHER 

Non-Prescription       IF CHAPERONE  SPECIFIC 

MEDICATION  ADULT LABELED DOSAGE  MAY ADMINISTER DOSAGE 

------------------------------------------------------------------------------------------------------------------------------------------------- 

Tylenol®, or   Reg. Strength   2@ 325mg/4-6 hrs        

  generic acetaminophen  ------------------------------------------------------------------------------------------------------ 

  Extra Strength  2@ 500mg/4-6 hrs 

------------------------------------------------------------------------------------------------------------------------------------------------- 

Advil®, Motrin®, or  Tablet/Caplet   1@ 200mg/4-6 hrs 

  generic ibuprofen 

------------------------------------------------------------------------------------------------------------------------------------------------- 

Benadryl®   Tablet/Caplet  1-2 @ 25mg/4–6 hrs  

    ------------------------------------------------------------------------------------------------------ 

Liquid  2-4 tsp. @12.5 mg/4-6 hrs 

------------------------------------------------------------------------------------------------------------------------------------------------- 

Dramamine®  Tablet 1-2@ 25mg/1x daily 

  (less drowsy formula) 

------------------------------------------------------------------------------------------------------------------------------------------------- 

Tums® (antacid)  Tablet 2-4 as needed 

------------------------------------------------------------------------------------------------------------------------------------------------- 

V.  Medical Release Statements The following section requires a notarized signature. 

 

In the event of injury or illness, I, the undersigned parent or guardian of ______________________ , 

do authorize the Gifford Middle School Band to obtain emergency treatment for this student from 

the closest emergency medical facility.   In addition, I do hereby consent to any and all emergency 

medical treatments that may be deemed advisable or necessary by a qualified medical doctor.  In 

witness of my consent and agreement to the matters above, I have subscribed my signature: 

 

___________________________    ________________________ _________________ 
Parent/Guardian Signature  Printed Name        Date 

 

Subscribed and sworn to before me this _____ day of _______________, 200____. 

 

________________________________________, Notary Public    Seal 
Notary Signature 

State of ____________, County of ___________________  
************************************************************************************************************************ 
************************************************************************************************************************* 

To be completed by band personnel only: 

V.  Record of medicines or treatment received during band activities: (attach sheet if needed) 

Date  Reason for Treatment  Treatment Received  Person Administering Help 

 

 

 

 

 


