
	
  
COAHOMA	
  COMMUNITY	
  COLLEGE

	
  
RETURNED	
  TO	
  THE	
  BAND	
  DIRECTOR.	
  	
  
	
  	
  
Student	
  Information	
  Student	
  Number	
  ________________________	
  	
  
Last	
  Name	
  __________________________________First	
  Name	
  _____________________________________	
  	
  	
  
Sex	
  (Circle	
  one)	
  M	
  F	
  Classification	
  (Circle	
  One)	
  Freshman	
  Sophomore	
  	
  
Mailing	
  Address	
  (Street,	
  Apartment):	
  ___________________________________________________________	
  	
  
City	
  _____________________________	
  State	
  ______________________________	
  Zip	
  _________________	
  	
  
Phone	
  __________________________________	
  E-­‐mail___________________________________________	
  	
  
	
  	
  
Emergency	
  Contact	
  Information	
  	
  	
  
Emergency	
  Contact	
  Name:	
  ___________________________________________________________________	
  	
  
Emergency	
  Contact	
  Address:	
  __________________________________________________________________	
  	
  
Emergency	
  Contact	
  Home	
  Phone:	
  ______________________________________________________________	
  	
  
Emergency	
  Contact	
  Cell	
  Phone:	
  	
  _______________________________________________________________	
  	
  
Emergency	
  Contact	
  Work	
  Phone:	
  _______________________________________________________________	
  	
  
	
  	
  
MEDICAL	
  INFORMATION	
  	
  
	
  	
  
Student’s	
  Insurance	
  Information	
  	
  	
  
Please	
  fill	
  out	
  all	
  of	
  the	
  following	
  and	
  attach	
  a	
  copy	
  of	
  your	
  insurance	
  card	
  to	
  this	
  document.	
  	
  	
  	
  
Students	
  Date	
  of	
  Birth	
  _____/_____/_____	
  	
  
Student’s	
  name	
  as	
  appears	
  on	
  Insurance	
  Card:	
  ____________________________________________________	
  	
  	
  
Insurance	
  Company	
  ______________________________	
  Policy	
  Number______________________________	
  	
  
Student’s	
  Physician	
  ______________________________	
  	
  Physician	
  Phone	
  Number_____________________	
  	
  
	
  	
  
Minor	
  Medical	
  Treatment	
  (Over-­‐The-­‐Counter	
  Medications)	
  -­‐	
  All	
  over	
  the	
  counter	
  medications	
  must	
  be	
  provided	
  by	
  the	
  
student	
  and	
  cannot	
  be	
  dispensed	
  by	
  anyone	
  other	
  than	
  a	
  nurse	
  or	
  a	
  doctor.	
  	
  	
  	
  
	
  	
  
Prescription	
  Medications	
  -­‐	
  List	
  medications	
  your	
  child/ward	
  takes.	
  	
  Include	
  regular	
  medications	
  as	
  well	
  as	
  medication	
  
carried	
  in	
  the	
  event	
  of	
  an	
  emergency	
  (i.e.:	
  asthma	
  inhaler);	
  including	
  dosage	
  and	
  frequency.	
  	
  
__________________________________________________________________________________________	
  	
  
__________________________________________________________________________________________	
  	
  
__________________________________________________________________________________________	
  	
  
	
  	
  
Past	
  or	
  Present	
  Health	
  Conditions	
  (Initial	
  all	
  that	
  apply.):	
  	
  
_____	
  None	
  	
  
_____	
  Allergies	
  (please	
  specify:	
  _______________________________________________________________)	
  	
  
_____	
  Food	
  Allergies	
  (please	
  specify:	
  __________________________________________________________)	
  	
  	
  
_____	
  Other	
  (please	
  specify:	
  	
  _________________________________________________________________)	
  	
  

	
  



Student	
  Name	
  	
  ___________________________	
  Student	
  Number:	
  	
  _______________________________	
  	
  
	
  	
  
Medical	
  Conditions	
  (Initial	
  all	
  that	
  apply):	
  	
  
_____	
  Asthma	
  	
  	
  	
  _____	
  Contact	
  Lenses	
  	
  	
  _____	
  Hemophilia	
  	
  
_____	
  Diabetes	
  	
  	
  _____	
  Kidney	
  Disease	
  	
  	
  _____	
  ADHD	
  	
  
_____	
  Convulsive	
  /	
  Seizures	
  	
  _____	
  High	
  Blood	
  Pressure	
  	
  _____	
  Cancer	
  /	
  Leukemia	
  	
  
_____	
  Heart	
  Trouble	
  /	
  Murmur	
  _____	
  Other	
  (Please	
  specify):	
  ___________________________________	
  	
  
Please	
  include	
  an	
  additional	
  sheet	
  for	
  more	
  information,	
  description,	
  or	
  instructions	
  	
  
	
  	
  



Student	
  Name	
  	
  ___________________________	
  Student	
  Number:	
  	
  _______________________________	
  	
  
	
  	
  
	
  	
  
OFFICIAL	
  BAND	
  TRIPS	
  AND	
  PARTICIPATION	
  POLICIES	
  	
  
	
  	
  
Changes/Cancellations:	
  	
  I,	
  the	
  student,	
  understand	
  school	
  trips	
  may	
  be	
  cancelled	
  when	
  necessary	
  by	
  the	
  Band	
  Director,	
  
President	
  of	
  Coahoma	
  Community	
  College,	
  of	
  the	
  Coahoma	
  Community	
  College	
  Board	
  of	
  Trustees.	
  	
  The	
  College	
  cannot	
  
guarantee	
  reimbursement	
  when	
  such	
  cancellations	
  occur.	
  	
  Students	
  will	
  be	
  notified	
  of	
  any	
  significant	
  change	
  in	
  plans	
  
prior	
  to	
  the	
  school	
  trip.	
  	
  
	
  	
  
Expectations	
  and	
  Instructions:	
  	
  I,	
  the	
  student,	
  understand	
  the	
  following	
  is	
  expected	
  of	
  students	
  on	
  official	
  Band	
  trips:	
  	
  (1)	
  
To	
  follow	
  instructions	
  given	
  by	
  the	
  director,	
  (2)	
  Not	
  to	
  leave	
  or	
  separate	
  from	
  the	
  group	
  without	
  appropriate	
  
authorization	
  from	
  the	
  director,	
  and	
  (3)	
  Comply	
  with	
  all	
  school	
  and	
  district	
  policies	
  and	
  rules	
  of	
  conduct	
  and	
  all	
  local,	
  
state	
  and	
  federal	
  laws	
  subject	
  to	
  punishment	
  according	
  to	
  appropriate	
  authorities.	
  	
  
	
  	
  
Missed	
  Class	
  Work


