MOUNT MICHAEL BENEDICTINE SCHOOL MEDICAL FORM 2026-2027
*Fields with an asterisk are required

*Name: *Age:___ *Grade (26-27):

*Does your son have any known allergies? (check one): NOOYESO List:

*Insurance Co. Name: *Policy No.:

*MEDICAL AUTHORIZATION

| do{) or do not@ authorize Mount Michael Benedictine School to give my son the following over-
the-counter medicine: Advil/Tylenol, Cough Drops, Sinus and Cold Relief, Allergy Relief, and Antacid.

*Parent/Guardian Signature:

*IMMUNIZATION HISTORY

FOR RETURNING STUDENTS: Please listimmunizations (month/day/year) given during the PAST
YEAR ONLY or attach shot record.

CHECK HERE if no new immunizations in the last year: O

DPT/TD: POLIO:_____ MMR.____ VARICELLA:
HEPATITIS B: HEPATITIS A:
COVID-19: OTHER:

FOR NEW OR TRANSFER STUDENTS: Please attach a current immunization record from your doctor’s
office.

*All students participating in sports must get a physical. According to NSAA rules, the physical for the
current school year must be dated after May 1. Please provide a copy of the physical from your
doctor’s office.
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