
AMHS  
Medical/ Emergency Information 

 
_______________________________________________________________________  
Student Last   Student First   Student Middle 
 
 
Student ID #: _____________ 
 
 
Physician: _____________________________ Phone: _______________________ 
 
Insurance: _____________________________  Policy #:______________________ 
 
Hospital of Choice: _________________________ Phone: _______________________ 
 
 
In the event of an emergency and I /we are not available, please notify: 
 
Relative or Friend: ________________________  ______________ _____________ 
    Name       Home Phone              Business Phone 
 
 
Special medical conditions (asthma, diabetes, epilepsy, allergies, bee sting reactions, etc.) 
Attach pertinent information as needed. 
 
________________________________________________________________________ 
 
Prescription Medications ___________________________________________________ 
 
Authorization for Medical Treatment 
In the event of minor illness or injury, first aid will be administered. If serious illness or 
injury occur, the school will attempt to notify parent/guardian. If the school is unable to 
reach the parent/guardian, the school must have the following authorization signed to 
assure that immediate medical care can be given. In the event of serious illness or injury, 
I authorize any duly licensed medical personnel to administer necessary treatment to my 
son/daughter.  
 
 
Parent Name: ______________________________    Relationship: __________________ 
 
 
Parent Signature: ___________________________   Date: ________________________ 


