Divine Word Youth Faith Formation

Medical Information Form
Child’s Name _______________________________________________________________

Address: ___________________________________________________________________

Telephone: __________________________________

Do you have medical coverage?
Yes ____
No____

If yes, give: 
Name of Plan _________________________________________



Plan Number _________________________________________

Preferred hospital which accepts your insurance:

Local: ______________________________________
Greater Cleveland: ________________________

Child’s Physician: ______________________________________  Phone: ___________________________

Child’s Dentist: ________________________________________  Phone: ___________________________

Medication child is taking: _________________________________________________________________

Medication to which child is allergic: _________________________________________________________

Other allergies or medical problems: _________________________________________________________

Special dietary needs: _____________________________________________________________________

For emergency purposes:

Father’s place of employment: ________________________________








Phone: _______________________________________






Mother’s place of employment: _______________________________








Phone: _______________________________________

If someone other than parents have custody, specify who person is, relationship, address and phone number:

_________________________________________________________________________________________

In the event reasonable attempts to contact me at (phone) ________________________________________

or (other parent) ___________________________ at (phone) ___________________________ have been

unsuccessful, I hereby give my consent for: (1) the administration of any treatment deemed necessary by

(preferred physician) Dr. ________________________________ (phone) _________________________

or (preferred dentist) Dr. _______________________________ (phone) __________________________

or in the event the designated preferred practitioner is not available, by another licensed physician or dentist;

and (2) the transfer of the child to (preferred hospital) _________________________ or any hospital

reasonably accessible. This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for surgery, are obtained before surgery is performed.


I understand this form and know that if I have questions I can call (440)256-1412.



___________________________________________
_____________________




(parent or guardian signature)



(date)
