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This form is due in the school office by August 1, 2009 

 
Child’s Name ____________________________________ Sex: M  F (please circle)  Birthday ___________________ 
 
List any recent illness or chronic illness/condition_________________________________________________________ 
 
List any allergies _________________________________________________________________________________ 
 
List any medication prescribed for long-term continuous use________________________________________________ 
 
If your child has been hospitalized within the past 12 months, please explain __________________________________ 
 
________________________________________________________________________________________________ 
 
Please list any conditions for which this child may require special treatment:________________________________ 
 
________________________________________________________________________________________ 
 
AUTHORIZATION FOR EMERGENCY MEDICAL ATTENTION: 
 
In the event that I cannot be reached to make arrangements for emergency medical attention, I authorize the facility 
director or person in charge to take my child to: 
________________________________________     _________________________________    ____________________ 
Name of Physician          Address               Ph# 
         
________________________________________      _________________________________   ____________________ 
Name of Hospital                                                   Address                                                      Ph# 
 
I give consent for CrossPoint Christian School to secure any and all necessary emergency medical care for my child: 
       

                                                                        _______________________________________Date_________ 
       Signature – Parent or Legal Guardian 
 
 

 
PHYSICIAN’S EXAMINATION and IMMUNIZATION RECORD 
 
I have examined the child named on this form and find that he/she is able to participate in structured CCS programs.  I 
have examined the immunization record and attest that it is a true and accurate listing. 
 
Physician’s signature_____________________________________________________Date _______________________ 
 
ATTACH A COPY OF THE CURRENT IMMUNIZATION RECORDS TO THIS FORM.   
Your child can not participate in the CCS program until this medical information is on file.  
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