
  
 

 

Student Information Sheet 

Student 

 
Name: _______________________________________________________________  
                         Last                                                    First                                          Middle 
 

Address: _____________________________________________________________  
                       Street                                                   City                               State                 Zip Code 
      

Date of Birth:   ___________________  E-mail: ___________________________  
                                     Month/Day/Year 
 

Phone #’s:  _________________   _________________   __________________  
                                     Cell                                           Home                                           Work 

 
 

Emergency Contact(s) 

 
Name: __________________________  Relation: _________________________  
 
Phone #’s:  _________________   _________________   __________________  
                                     Cell                                           Home                                           Work 

 
Name: __________________________  Relation: _________________________  
 
Phone #’s:  _________________   _________________   __________________  
                                     Cell                                           Home                                           Work 

 
 

Medical 

 
Allergies: ____________________________________________________________  
 
Any Known (Check in box for Yes): 

 High/Low Blood Pressure 

 Heart Problems 

 Asthma 

 Other 
Explain anything for which you checked “Yes”: _______________________________  
 ____________________________________________________________________  
 ____________________________________________________________________  
 
If you regularly take any prescription medications, please list: ____________________  
 


