CADET MEDICAL PROFILE
LAST NAME________________________________ FIRST NAME_________________________________

HEIGHT: __________ WEIGHT: __________ AGE: ____________ BLOOD TYPE: ____________________

MEDICAL INSURANCE COMPANY: __________________________POLICY#: ______________________

(Please attach a photo copy of your insurance card to this form.)
1) Are you presently under a doctor’s care for a medical condition?      
YES    or     NO

If yes, please list the doctor’s name and telephone number.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________     

Do you carry medical identification for a special condition? 
YES    or     NO
If yes, please explain

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2) Have you ever suffered from a heat injury? 
YES    or     NO 
If yes, please explain

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3) Have you ever suffered a head injury or black out period of time? 
YES    or     NO
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4) Do you have any body disorders? 
YES    or     NO
    If yes, please explain

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5) Have you ever broken any bones? 
YES    or     NO
    If yes, please explain

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6) Are you allergic to BEE stings?  
YES    or     NO
  If yes, please do you have a bee sting kit? 
YES    or     NO
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7) List all childhood diseases below and when you had them: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8) Are you allergic to any medications? 
YES    or     NO
If yes, please list medications

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

9) List all current medical conditions:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SIGNATURE____________________________________________ DATE____________________________

                                                     (Parent / Guardian)

Print Name (Last, First, MI) __________________________________________________________________
                                             
                                                   (Parent / Guardian)

(This document will be used as a profile to assist medical personal if treatment is ever needed for your child. Please feel free to attach any medical documents or other information you think pertinent.  JROTC is a physically challenging and rewarding program.  Cadets of all levels of physical ability are welcome in the program.)
