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 Goshen High School
Dr. Warren Weeks, Principal

Mr. Major Lane, Assistant Principal                             
P.O. Box 7
286 Eagle Circle

Goshen, AL 36035

(334) 484-3245

(334) 484-3247 Fax

Student Permission Form Goshen High School Students
My child, ____________________________, has my permission to travel and participate with 

Goshen High School to their scheduled event on _____________________________.
I understand that my child must abide by all Pike County school board policies and Goshen High School policies concerning personal conduct while traveling with this group.  Failure to follow the policies may result in dismissal from the program, or other disciplinary action.
I understand that this group will travel on school buses or charter buses and that every effort is     being made by all concerned to ensure the safety and well being of 
my child. ALL STUDENTS MUST TRAVEL TO AND FROM THIS EVENT ON THE BUS THEY WERE ASSIGNED.
I understand that Goshen High School, the Pike County Board of Education, the teachers in charge, chaperones, and/or administrators are NOT liable should any unforeseen circumstances arise.

I have completed an updated medical history / insurance information / contact form

and it is on file in the GHS office.

Student Name (Print): ____________________________    Grade:_________

Parent / Guardian Name (Print):__________________________________

Parent / Guardian Signature:__________________________  Date:__/___/___


GOSHEN HIGH SCHOOL MEDICAL FORM
Please print:

FULL NAME:__________________________________________AGE__________DATE OF BIRTH_____/_____/______

ADDRESS:________________________________________________________________________________SEX: M   /  F

                       Street                                                             City                                 ST             Zip Code                 (circle one)

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

PARENT INFO:

MOTHER’S NAME:___________________________________________PHONE:(work)(________)__________________

PHONE: (cell/home)_(________)________________________EMAIL:__________________________________________

ADDRESS (if different from above)_______________________________________________________________________

                                                           Street                                             City                                   ST                       Zip Code

FATHER’S NAME:__________________________________________PHONE:(work)(________)____________________

PHONE: (cell/home)_(________)________________________EMAIL:__________________________________________

ADDRESS (if different from above)_______________________________________________________________________

                                                           Street                                            City                                   ST                        Zip Code

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
DOCTOR INFO:

FAMILY DOCTOR:_________________________________PHONE (OFFICE)______________(HOME)______________

DOCTOR’S ADDRESS_________________________________________________________________________________
                                         Street                                                   City                                           ST                              Zip Code

INSURANCE:_______________________________________________GROUP No._______________________________

                        EFF. DATE_____________________________________CONTRACT No.___________________________

                        CERT. OR POLICY No.________________________________
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

MEDICAL INFO:

ALLERGIES:_________________________________________________________________________________________

CURRENT DAILY MEDICATIONS/ DOSAGES____________________________________________________________

____________________________________________________________________________________________________

SPECIAL DIETS:_____________________________________________

TETANUS TOXOID SHOT DURING THE LAST YEAR (PLEASE CIRCLE)   YES  /  NO

HAS THE STUDENT HAD: (IF YES, PLEASE COMMENT ON BACK OF FORM)


MUMPS_________ SEIZURES__________MEASLES__________HEART DISEASE__________


CHICKEN POX__________KIDNEY DISEASE__________PNEUMONIA__________  TUBERCULOSIS___________DIABETES_________  RHEUMATIC FEVER____________


CANCER_________MALARIA___________OTHER________________________________________

HOSPITALIZATIONS (WHEN, WHERE, WHY, Dr.’s NAME)________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

PERMISSION TO ADMINISTER TYLENOL OR OTHER SUCH OVER THE COUNTER MEDICATION IF NEEDED:

Please circle:   YES  /  NO    Preferred dosage:_________________

All of the above information is correct to my knowledge:______________________________________









(parent/guardian signature)
