
M E D I C A L   A L E R T

NAME_____________________________________________________

DO YOU HAVE A MEDICAL CONDITION/     YES / NO

(please delete as appropriate.  If ‘no’ then just sign and date the bottom)

DETAILS OF YOUR CONDITION:

DAY TO DAY PROCUDURES:

SIGNS / SYMPTONS AND EMERGENCY PROCEDURES:

PLEASE LIST ANY ALLERGYS:

PARENTS SIGNATURE_______________________________DATE______________

**PLEASE NOTE THAT SOME STAFF AT STAGE CRAZY HOLD EMERGENCY FIRST AID CERTIFICATES ONLY AND ARE NOT QUALIFIED TO TREAT PERMANENT CONDITIONS**
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