
 

 

USD #483 SOUTHWESTERN HEIGHTS 

EMERGENCY MEDICAL INFORMATION 

 

 

Student Athlete’s Name: _____________________________   Phone:______________________________ 

         Cell:  _______________________________ 

Parent/Guardian Name:  _____________________________ 

 

Parent/Guardian Home Phone : ________________________ Cell:  _______________________________ 

 

Father’s Work No:_________________________________   Mother’s Work No:____________________ 

 

Student Birth date:  ________________________________ 

 

Family Doctor:_____________________________________  Phone No:___________________________ 

 

Dentist:___________________________________________  Phone No:___________________________ 

 

Hospital Preference:_________________________________________________________________________ 

 

Emergency Alternate Contact in case parents CANNOT be reached. 

 

1.  ___________________________________________     ____________________    ____________________ 

     Name                                                        Home Phone                       Work Phone 

 

2.  ___________________________________________     ____________________    ____________________ 

     Name                                                        Home Phone                       Work Phone 

 

 

Allergies:  _________________________________________________________________________________ 

 

Other factors of importance:   _________________________________________________________________ 

 

______________________________________________   __________________________________________ 

Name of Insurance Company                                Policy Number 

 

I assume that the insurance policy or policies I hereby verify will remain current and in force during the time the 

above named student performs any function within the activities program of Southwestern Heights High School 

during the current school year. 

 

______________________________________________      _________________________ 

Parent Signature       Date 

Medical Treatment Form 
  

I give the SWH coaches permission to administer medicine in the form of, but not restricted to pills (Tylenol, 

Ibuprofen, Aspirin, etc.) and antibiotic ointment in case of an injury/illness suffered during practice or a game. 

 

Athlete’s Signature: ______________________________________  Date:      

 

Parent Signature:                          Date:                                     


