




GUY GILCHRIST'S
CARTOONIST'S ACADEMY

237 Hopmeadow Road • Simsbury • Connecticut • 06089 • 1-860-651-4400

2007 Vacation Cartoon School
Medical Record

The State of Connecticut requires that all participants in the G.G.C.A.  Vacation Cartoon School programs
submit an up-to-date medical record. This requirement is strictly enforced and no one may attend a

Vacation Cartoon School program without providing this information. The completed and signed medical form
must be returned to us by June 1st, 2007. Please keep a copy for your records.

If medication needs to be administered while your child is at the school, contact our office (1-860-651-4400) to
receive an Authorization of Medication form. This information must also be submitted before the program begins.

A parent/guardian should complete and sign Sections 1 and 2 of this form. The reverse side is to be completed and
signed by your child’s physician, and may be based on an exam conducted any time since August 4th, 2004.

Section 1 General Information

Indicate the Program/session(s) your child is enrolled in:

Ages 7 - 10

Ages 11 - 15

Session 2Session 1

Session 2Session 1

Section 2 Permission to Participate and authorization for emergency treatment
To the best of my knowledge, the following health history is correct. My child has my permission to participate in all

school activities (including evening program) except as noted by me or the examining physician. If I cannot be
reached in an emergency, I hereby authorize the physician selected by the Academy Director to hospitalize, secure

proper treatment for, and order injections and/or anesthesia for surgery for my child, as deemed necessary.

Signature (Parent/Guardian) Date

Mother’s Name Address

Mother’s Contact Information: Home Work Cell

AddressFather’s Name

Father’s Contact Information: Home Work Cell

Emergency Contact (other than parent) Phone (daytime)

Resides with Both Parents Mother Father Other (Specify)

Sex Birth Date Grade (09/07)Name of Child

Over, please



Name of Student

TO BE COMPLETED BY THE SPECIFIED MEDICAL PRACTITIONER:

May participate in all class activities ?

May participate except for:

Medical information pertinent to routine care and emergencies:

Is this individual taking prescription medication?

Yes No

Yes No

If yes, indicate prescription:

Does the individual have allergies? Explain:

Explain:Is the individual on a special diet?

This student is up-to-date on all the following routine childhood immunizations currently recommended
by the American Academy of Pediatrics and National Advisory on Immunization Practices:

Comments:

Print name of medical care provider:
Medical care provider’s address:

City/Town State Zip Code

Signature of Physician, APRN or PA

Date Form Signed

Physician’s Telephone Number

Date of exam

Yes No

Yes No

Yes NoMeasles

Yes NoMumps

Yes NoRubella

Yes NoChickenpox

Yes NoTetanus

Yes NoHepatitis B

Yes NoDiphtheria

Yes NoPertussis

Yes NoPolio




