
Medical Release Form 
Estero High School Music Program 

Please Print Clearly 
 
Student:____________________________________________________ Grade:_______ 
 
Address:________________________________________________________________ 
 
City/Zip:__________________________ Home Phone:__________________________ 
 
Father:____________________________ Mother: ______________________________ 
 
Father’s Work Phone:________________ Mother’s Work Phone:___________________ 
 
Father’s Cell Phone:    _______________ Mother’s Cell Phone:  ___________________ 
 
Home phone if different than student’s:  Father: ____________  Mother:_____________ 
  
Person to Contact if Guardian is not Available :_________________________________ 
 
  Phone Number:        __________________________________ 
 
 
By Signing this document, the parent and/or legal guardian releases the Lee County School District and the Estero 
Band director, chaperones, volunteers, etc. from any and all claims resulting from the injury of the above named 
student or the loss of property of the above named student while participating in any activity connected with the Estero 
Band. 
 
 

Health- Related Information About Student 
 
1. List allergies to food, medication, other. (If None, so state) 
 
 
 
 
 
2. List pertinent medical information applicable to heart trouble, diabetes, 

epilepsy, allergies, Etc. (If None, so state.) 
 
 
 
 
 
3. List ANY medications your child regularly takes. 
 
 
 



4. What kind of “over the counter” medications are we NOT allowed to provide 
your child with? (Tylenol, Midol, ibuprofen. Etc. 

 
 
 
 
 
5. Date of last Tetanus injection (If known): _______________________________ 
 
6. Name of family physician: ______________________________________________ 
 

Address:_____________________________________ 
 
Phone:____________________ 

 
7. Does student wear: 

Glasses?  ________ 
Contact lenses? ________ 
Hearing aid? ________ 

 
8. Any Additional medical information we should know:  

_____________________________________________________________________ 
 

_____________________________________________________________________ 
 

_____________________________________________________________________ 
 
 
 
 
In the event that the above named student is presented for, or requires medical treatment or surgery or any other form of 
medical care or aid, I, parent/legal guardian of he above named student, do herby authorize the Sponsor/Chaperones to 
be consulted with, and consent to, any medical treatment or care deemed necessary by any doctor, nurse or other 
medical personnel. I also guarantee payment of all charges incurred for medical treatment such as, but not limited to 
physicians, hospital, x-ray, lab, drugs, and EMS. 
 
 
 
 
 
___________________________________   ____________________ 
Signature of Parent/ Legal Guardian    Date 


	Medical Release Form

