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Date: __________________________ 

Name: __________________________________Age: ________  Primary MD: _____________________________ 
  

Please circle if you have a history of: 

Asthma          Colon Disease Diabetes Epilepsy Abnormal Bleeding/Bruising  

Glasses/Contact Lenses  Depression Kidney Disease  Heart problems 

Other Medical Problems 

Describe___________________________________________________________________________________________

__________________________________________________________________________________________________

______________________________________________________________________________________ 

Drug Allergies and Your Reaction:  ______________________________________________________________ 

Other Allergies: Food: ____________________________________________ Other:______________________ 

Medications 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Medical Insurance Carrier: ________________________________________________________________________  
Policy Holder: _____________________Policy Number: __________________Group Number: _________  

I give permission to personnel or representatives of the CYSO to seek emergency medical treatment for my child, 
and also permit treatment to be carried out by local hospitals in the event that my child has been taken there for 
emergency care. I understand that any expense will be billed to me or my insurance carrier.  

Parent/Guardian signature: _______________________________________ Date: _________________ 

Phone:443-758-3157  Address: Maryland Hall for the Creative Arts,  Suite 103A  801 Chase Street Annapolis, MD  21401


