POHICK EPISCOPAL CHURCH
9301 RICHMOND HIGHWAY

LORTON, VIRGINIA 22079

Medical Information Sheet
Please Print All Information

Youth’s Name: ________________________________________________________________________________





Last



First





Youth’s Name: ________________________________________________________________________________





Last



First





Parent/Guardian’s Name:________________________________________________________________________

Address: _____________________________________________________________________________________
City:_____________________________________________________ State:______________ Zip:_____________
Home Telephone (____) _______-________________    Office Telephone (____) ________-__________________

Insurance Carrier:______________________________________________________________________________

Policy Number: _______________________________________________________________________________


The attending physician or medical facility has my permission to call my family physician (or any other physician if family physician cannot be contacted) in an emergency when I cannot be contacted.

Family Physician: ___________________________________________ Telephone: (____) _______-___________
Dentist / Orthodontist: ________________________________________Telephone: (____) _______-__________
List any allergies:______________________________________________________________________________
____________________________________________________________________________________________
Is youth under a doctor’s care or taking prescribed medications?  (If so, please list):

____________________________________________________________________________________________

In case of emergency notify:

Name: ____________________________________________________ Relationship:_______________________

Address: _____________________________________________________________________________________

City:___________________________________________ State:_______ Telephone:  (_____) ______-_________

Additional medical comments or contact information:

