
               Medical & Emergency Information Form

Case of Emergency:  
Point of Contact
_____________________________

Name: 
____________________________

Phone Number: 
_____________________

Hospital of Choice:
 _____________________________

 Medical Conditions/ Allergies/ 
Medications: 
___________________________

Insurance Carrier:

_____________________________
Policy Number:
 _____________________________

Name of Dancer 
_________________________________________________

Name of Parent providing consent: 
_____________________________________________________

Date:_______________________ 
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