HEALTH RECORD FOR Workshop Arts Inc. Programs
PROGRAM (circle one):_TWS PRODUCTION, TWS INTRODUCTION, Workshop in the Woods
NAME: __________________________________________________________

HOME ADDRESS: ______________________________________________________

HOME PHONE: _____________________E-MAIL_______________AGE______GRADE____

PARENT/GUARDIAN/CONTACT
NAME:_________________________________RELATIONSHIP: ________________ 

ADDRESS: _____________________________________________________

PHONE:HOME:________________WORK___________________CELL _______________
HEALTH CARE PROVIDER

NAME:________________________________________________________________

ADDRESS: _____________________________________________________

TELEPHONE NUMBER_______________________________________

Parent or Guardian Authorization

If I cannot be reached in an emergency, I hereby give permission to the Health Care Consultant or organization selected by the Program Director to hospitalize secure proper treatment for, order injections, dispense those prescription medications listed below or authorize local or general anesthesia for surgery for the person named above.

Authorized Prescription Medications(s)

________________________________________________________________________________________________________________________________________________

Allergies, Health Conditions, Behavioral Conditions or Impairments

Medications and schedules

________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________

Signature of Parent or Guardian           Date Signed 

Certificate of Immunization
Immunizations   







Dates Administered

	Measles, mumps, & Rubella (MMR) Vaccine (1 MMR, 1 additional Measles
	
	
	
	

	Polio  (3 Doses)
	
	
	
	

	Diphtheria/Tetanus/Pertussis (4 Doses)
	
	
	
	

	Hepatitis B (3 Doses)
	
	
	
	


_____________________________________________                                                                               _______________________   

Signature of Physician or Physician’s Designee        





 Date Signed

Typed or Printed Name: ____________________________________________________________

Return to: Workshop Arts Inc
2 Silver Ledge Road, Newbury MA 01951   Phone (978-973-6553) Fax: 978-462-4335

