
 

ALLERGY AND MEDICAL CONDITIONS FORM 

Name of Student: _________________ 

Address: _______________________________________________________________ 

Parent/Guardian Signature: __________________________ 

Parent/Guardian Name (Print): ________________________ 

Parent/Guardian Telephone #: _________________________________    

Emergency Contact Telephone #: _________________________________    

Date: _______________________ 
 
 

Allergies (if any): 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
______ 

Symptoms: 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
______ 
 
Recommended response to Reaction: 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
________ 

Medication (if any): 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
________ 



 

Medical conditions (if any):  

__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
____ 

Additional Instructions or Information: 

__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
________ 

 

I declare that all medical conditions, genetic conditions or other factors which may affect the 

applicants’ ability to participate in this program will be detailed on the above medical form. 

I accept that the PointGreat International (Canada) may secure such medical advice and 

services as it, in its sole discretion, may deem necessary for my (my child’s) health and safety 

and I agree to accept financial responsibility in excess of the benefits allowed by Provincial 

Insurance plans. 

This information is collected under the authority of the Freedom of Information and Protection 

of Privacy Act. Medical information will be used to manage any health concerns that may be 

arise while the participant is under the care of the program administrators. Alternative contact 

and medical information will be used in a medical emergency.  

 

 

 

 

 

	
  

 

PointGreat International (Canada) Holding Ltd. 
28 Edgevalley Place, N.W. Calgary Alberta Canada T3A 4Z1 
Bus: 1-403-8753787  Fax: 1-403-2393787  Website: www.pointgreat.com   
Email: pointgreat@shaw.ca  pointgreat@gmail.com 
                                                                                                         Thank you for choosing PointGreat services! 


