Medical Information
Authorization for an NBSYO Ensemble director to Act on Behalf of the Absent Parent or Guardian

As parent/guardian, I delegate authority to the representative of the NBSYO to act in my absence to insure my son/daughter ____________________________ will receive emergency medical attention if the need arises.  If however, in the opinion of competent medical personnel there is sufficient time and need to contact me, every effort will be made to do so.

Student’s Physician:___________________________________________

Physician Telephone Number: __________________________________

Medical Insurance Company: ___________________________________

Policy Number: ______________________________________________

Allergies:

Medicine: _____________________________________________________________________

Foods: ________________________________________________________________________

Insect: ________________________________________________________________________

Date of last Tetanus Shot: ________________________________________________________

Medication currently taking: ______________________________________________________

Medication Allowed: ____________________________________________________________
Please use the space below to include any other pertinent information.

Parent’s signature: _____________________________________           Date: _______________
