
2012 Minnetonka Orchestra and Band European Tour 
Student Information Forms 

Student Travel Profile and Health History 
Parental Permission 

 
Student Travel Profile 
 
Last name:      First name:     Middle initial:    
(As on Passport) 
Instrument:       Make and model:       
 
Dimensions of instrument case:             
                                                               Width                             Height                                   Length  
 
Estimated weight of instrument:    Estimated value: $      
 
Serial number:       
 
Please note:  Each person traveling is required to bring a PASSPORT. 
 
Passport # _________________________ Passport Expiration Date _________________  
 
Parent Travel Permission 
 
We understand that our child          is traveling to  
     (Print your student’s name here) 
Europe with members of the Minnetonka Senior High School Wind Ensemble and Orchestra.  The group is 
traveling March 29 – April 5, 2012.  We agree that our daughter/son will abide by the rules set forth by the 
music staff, Minnetonka Senior High School Navigator, and the Minnesota State High School League govern-
ing body.  We understand that the travel study experience is an extension of the classroom and that all are ex-
pected to conduct themselves accordingly.  We also understand that failure to comply with these standards 
may result in our child being sent home at our expense.  We understand that this expense could total hundreds 
of dollars.  We give permission for our daughter/son to travel on this tour. 
 
Mother:       Signature:       

 (Please print) 
Daytime phone number:      Evening phone number:      
 
Father:       Signature:       
  (Please print) 
Daytime phone number:      Evening phone number:     
 
 
 
 
 
 
 
 



    
 

 
Student Health History 
 
School:        Age:    Date:       
 
Name:               
  Last                        First             Middle Initial 
 
Male:    Female:     Date of birth: __________  
Student Health History Cont. 
  
Please describe and provide dates if known. 
 

Surgery (within last 3 years):           
 
Emotional concerns:            

 
Please describe and provide dates if known. 

 
Serious medical problems:      ______    

Rheumatic fever:           
Diabetes:            
Allergies:            
Tetanus (date of last immunization):         

 
Any special health problems in the last year? Please specify:      
             

 
Allergies to drugs?  Please specify:          
 
Other allergies? ___________________________________________________________ 

 
 Any other medical problems that may influence treatment? (If none, please state, “none known” 
 ________________________________________________________________________ 

 
Current medication (Please include anti-convulsive, antihistamine, insulin, anti-depressants, and tran-
quilizers):        __________________  
             
 
Please list any non-prescription meds students will have on trip      
________________________________________________________________________ 
________________________________________________________________________ 
 
Is student under medical treatment at present?  Yes     No     
Please specify:            

 
 Diet restrictions:             
 
Please note:  Each student taking medications on a daily basis, e.g., insulin, must report his or her medication 
intake to the designated chaperone and/or nurse each day 



    
 

 
       
Family physician            
   Name   Address      Phone # 
  
Family dentist             
   Name   Address      Phone # 
 
 
 
As parent/guardian of___________________________________________,  
                                                     (Print: name of student participant) 
 
I authorize treatment of the above-mentioned student by a qualified physician or nurse in the event the student 
would require medical treatment.   I understand that should a serious or life-threatening medical emergency 
arise, initial treatment of the student may be rendered by an individual, trained in first aid, if in the opinion of 
that individual, delay might endanger his/her life, cause disfigurement or undue comfort.  On the Medical In-
formation Form I have listed any allergies, ongoing medical treatment or medical problems, which might in-
fluence treatment of the student.  I will be responsible for the charges incurred for the student’s treatment.  
This permission is granted with the understanding that except in a serious medical emergency, a reasonable 
effort will be made to inform me prior to treatment.  
 
Parent or legal guardian signature:           
 
Please print name:             
 
Medical Insurance Information 
Insurance company/carrier (name, address, & phone number):  
 Name:        
 
 Address: ________________________________________________________________ 
 
 Phone: _________________________ 
 
Policy/Group number: ____________________________  
 
Member Number _______________________________     
 
Name of Responsible Party ______________________________ 
 
 


