




     
                               Medical Release Form

 http://www.newlife-foundation.org
Student’s Health Conditions: Please check any medical conditions that this student has that may require attention throughout participation in New Life Foundation.
	Student’s Name: ________________________________ DOB: ___________ Grade: _________________

Father/Guardian:  ___________________________ Mother/Guardian: _____________________________ 

Home Phone: _____________________ Cell Phone: __________________ Instrument: _______________

Address: ____________________________ City: ___________________ Zip:___________________




	Please check any health issues that we need to consider:

 Allergies (Be specific): 

 Asthma

 Diabetes

 Hearing Problems

 Heart Problems (Be Specific)
 Seizures

 Physical Disabilities (Be Specific):

Other:

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________



	
Emergency Contact:

Last Name:______________________________ First Name:_________________________

Home Phone:_______________________   Cell Phone:_____________________________
Relation to Student: _______________________________________




	Parent or Guardian Signature:_______________________________________ Date:__________________




