Appendix 11 — Medical Information Form for Medicati  on — Epipen
and Inhaler

Child/Youth Name: Date of Birth:

Address: Phone:

Your child/youth must be covered by Provincial Health Insurance or equivalent medical
insurance. Provincial Health Insurance Number:

Family Physician: Physician’s Phone Number:

What type of condition does your child/youth have to require medication? Please
explain:

What type of medication is required?

Does this medication need to be administered by an adult or can it be administered by
the child/youth?  Adult Child/Youth

Does a parent need to be contacted to administer the type of medication? Yes O No O

If yes please provide name and phone number of parent to be contacted:

Name: Home Phone:

Cell Phone: Work Number:

If a leader can administer the medication, please f ill out the information below:

| have trained to administer on my behalf.
Parent/Guardian’s Printed Name & Signature: Date:

Breslau Evangelical Missionary Church
102 Woolwich Street, Breslau ON NOB 1M0 (519) 648-2712; fax (519) 648-3092



