
Medical inforMation forM

WoodberryForestSchool,WoodberryForest,Virginia22989

ReViSed2/09

aMedicalInsuranceInformation.Legiblecopyoffrontandbackofinsurancecardmustbeattached.

Policyholder’sname Policyholder’sSocialSecurityNo.
insurancecompanyname PolicyNo. GroupNo.

Street City State Zip

returnIngStudentS 2009-10

Givedetailsof“Yes”answersandabriefhistoryofyourchild’soverallhealth.Pleaselistallmedicationsheiscurrentlytaking.

treatMentauthorIzatIon
iauthorizetheschoolphysician,schoolnurse,orotherhealthprofessionaltorendernecessarymedicalcaretomychild/wardnamedabove.iunderstandthatthisauthorizationdoes
notincludemedicalcarebeyondthatwhichisusualandcustomaryforroutineoremergencytreatment.

However,intheeventofanemergency,andifiamunabletobereachedbytheSchool,hospital,nurse,orphysician,asthecasemaybe,iconsentfortheSchooltoactonmybehalf
ingrantingpermissionformedicaltreatment,includingsurgeryrequiringtheuseofananesthetic.ThisauthorizationshallbeineffectaslongasmychildisastudentatWoodberry
ForestSchool.

igiveWoodberryForestSchoolmyconsenttoadministeranyincompleteimmunizations,labtests,orphysicalexamsneededformychild’sattendanceattheSchool.iunderstand
iwillbechargedfortheseservices.

igivepermissiontoreleasemedicalinformationregardingmychildtothefacultyand/oradministrationatWoodberryForestSchoolandotherhealthcareprovidersasnecessary.
Thisinformationwillbereleasedonaneed-to-knowbasisandwillbekeptconfidentialbythosepersons.

Thiscompletedformmustbeonfilebeforethestudentwillberegistered.

PartI:MuStbecomPleTedbYPaReNTSoRGuaRdiaNS.Pleasetypeorprintplainly.

Student’sname
Lastname Firstname Middlename Namecalled

birthdate aSocialSecurityNumber| | | |-| | |-| | | | |

Homeaddress 
Street City State Zip

Homephone 

Studentresideswith ❏ bothparents ❏ father ❏ mother

Father/guardian’sname 
Lastname Firstname Middleinitial

employer/occupation
 Businessphone Cellphone email
mother/guardian’sname 

Lastname Firstname Middleinitial
employer/occupation
 Businessphone Cellphone email
InCaseofEmergency*  Relationship

*mustbesomeoneotherthanparents Lastname Firstname Middleinitial

 Homephone Businessphone Cellphone  email

n

Medicalhistory.circletheappropriateanswersandprovidedetailsbelowwhereapplicable.
allergy

drug  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .YeS .  .  .No
Food  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .YeS .  .  .No
insectbite  .  .  .  .  .  .  .  .  .  .  .  .  .  .YeS .  .  .No
other  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .YeS .  .  .No

asthma. . . . . . . . . . . . . . . . . . .YeS. . .No
bed-wetting . . . . . . . . . . . . . . .YeS. . .No
bronchitis . . . . . . . . . . . . . . . . .YeS. . .No
defects,congenital. . . . . . . . .YeS. . .No
defects

centralnervoussystem .  .  .YeS .  .  .No

Gastrointestinal  .  .  .  .  .  .  .  .  .YeS .  .  .No
Hearing  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .YeS .  .  .No
Heart .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .YeS .  .  .No
musculoskeletal .  .  .  .  .  .  .  .  .  .YeS .  .  .No
urinarytract .  .  .  .  .  .  .  .  .  .  .  .YeS .  .  .No
eye,serious  .  .  .  .  .  .  .  .  .  .  .  .  .YeS .  .  .No

depression. . . . . . . . . . . . . . . . .YeS .  .  .No
diabetes . . . . . . . . . . . . . . . . . .YeS .  .  .No
earinfections,frequent. . . . . .YeS. . .No
eczema. . . . . . . . . . . . . . . . . . .YeS. . .No
emotionalproblems. . . . . . . . .YeS. . .No

Fainting . . . . . . . . . . . . . . . . . . .YeS. . .No
Glasses/contactlenses . . . . . .YeS. . .No
Hives . . . . . . . . . . . . . . . . . . . . .YeS. . .No
migraineheadaches . . . . . . . . .YeS. . .No
mononucleosis. . . . . . . . . . . . .YeS. . .No
Pneumonia. . . . . . . . . . . . . . . .YeS. . .No
Psychologicalproblems . . . . . .YeS. . .No
Rheumaticfever . . . . . . . . . . . .YeS. . .No
Sinusitis . . . . . . . . . . . . . . . . . .YeS. . .No
Seizures. . . . . . . . . . . . . . . . . . .YeS. . .No
Sleepwalking. . . . . . . . . . . . . . .YeS. . .No

Sorethroats,frequent . . . . . . .YeS. . .No
Recentillnesslastingmore

thanaweek . . . . . . . . . . . . .YeS. . .No
Recentinjuriesrequiring

medicalattention . . . . . . . .YeS. . .No
Surgicaloperations . . . . . . . . . .YeS. . .No
currentlytakingmedication . .YeS. . .No
dateoflasttetanusbooster:

____/____/____

adate a Parentorguardiansignature



PartII:tobecompletedbyphysician.Pleaserespondtoeveryline.
Height      Weight
bloodPressure:  /    Pulse
eyes:  R20/  l20/   Pupilsequal Yes  No
ears        Hearing  R+  l+
Nose
mouth
Throat
Skin
lymphnodes
Heart
lungs
abdomen:
 liver
 Spleen
 Hernia
Genitalia
Neurologic
musculoskeletal:
 Scoliosis
 Generalassessmentofmuscularstrengthandflexibility
laboratorytestsandimmunizationinformation:
 urinalysis(requiredyearly)
 PPd(requiredforeverystudentthefirsttimeheattendsWoodberryForest,andthenifindicated)
  date:/   Result:
       month/year

PhySIcIan’SStateMent
icertifythatihaveonthisdateexaminedthisstudentandfindhimphysicallyabletocompeteinsupervised
activitiessuchas:

comments

date Signed
  Physician

Physician’sname,address,andtelephonenumber(pleaseprint):

n

baseball
basketball
crosscountry
Football
Golf

Kayaking
lacrosse
Racquetball
Rockclimbing
Soccer

Squash
Swimming
Tennis
Track
Volleyball

Weightlifting
Wrestling


