

























































































	MTA_MedicalInformationForm.pdf
	This form is due 15 business days after receipt of your course assignment packet.
	Keep a copy at home that you can bring to the site as a back-up.
	Submit via         or  Mail to CTY Registration
	MyCTY: Login to student’s account to upload (preferred)   McAuley Hall, Suite 400
	Fax: 866-548-8022:       5801 Smith Ave.
	Email: ctyregsumm@jhu.edu      Baltimore, MD  21209
	Section 1: Emergency Contacts                                                                                                                          )
	Section 2: Medical Insurance                                                                                                              )
	Section 6: Signature


	MTA_ConsentForm.pdf
	This form is due by MAY 15. Keep a copy at home that you can bring to the site as a back-up.
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	MyCTY: Login to student’s account to upload (preferred)   McAuley Hall, Suite 400
	Fax: 866-548-8022:       5801 Smith Ave.
	Email: ctyregsumm@jhu.edu      Baltimore, MD  21209
	Section 1: Student Information. To be completed by parent/guardian.
	Student’s First Name: ___                                       ___ Student’s Last Name/surname: ______                             _____
	Section 2: Immunization Record. To be completed by physician
	Section 3: Physical Exam Results. To be completed by physician.
	Section 6: TB Screening Information and Questionnaire. To be completed by parent/guardian
	Section 7: TB Testing results (if required). To be completed by physician.
	Section 8:  Physician Signatures.
	Section 9:  Parent/Guardian Signature and Permission to Treat
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	MothersGuardians cell phone: 
	MothersGuardians email: 
	Additional Contact Information Vacation dates and hotel contact numbers for example 1: 
	Additional Contact Information Vacation dates and hotel contact numbers for example 2: 
	Emergency Contact 1 Other than parentguardian MUST BE IN United States: 
	Check if information is attached: Off
	Relationship to student: 
	Phone home: 
	Phone work: 
	Phone cell: 
	Emergency Contact 2: 
	Relationship to student_2: 
	Phone home_2: 
	Phone work_2: 
	Phone cell_2: 
	Check here if you do not have insurance If you do not have insurance please call your site program manager: Off
	Medical insurance provider: 
	Name of policy holder: 
	Policygroup: 
	Prescription card: 
	Address and phone no of insurance co 1: 
	Address and phone no of insurance co 2: 
	Wears contactsglasses: Off
	Vision impairment other than wearing contactsglasses: Off
	Hearing impairment: Off
	Earsinus infections: Off
	Asthma: Off
	Bronchitispneumonia: Off
	Heart defectdisease: Off
	Hemophiliaanemiablood disorders: Off
	High blood pressure: Off
	Gastrointestinal disorders: Off
	Urinary tract infections: Off
	Enuresis bed wetting: Off
	Diabetes: Off
	check if wears hearing aid: Off
	carries inhaler: Off
	Eczemaskin disorder: Off
	Chicken pox check if had chicken pox: Off
	Musculoskeletal disorders: Off
	Neurological disorders: Off
	Seizures: Off
	Fainting: Off
	Migrainesheadaches: Off
	Depressionanxiety: Off
	Eating disorders: Off
	Learning disability: Off
	ADHD: Off
	Developmental disorders eg Aspergers Autism NVLD: Off
	Other eg Sleepwalking Please describe: Off
	undefined: 
	Please provide any additional information on any of the checked items from the list above 1: 
	Please provide any additional information on any of the checked items from the list above 2: 
	Check if additional information is attached: Off
	Is your child under the care of a psychologist psychiatrist or counselor: 
	Section 4 Allergies and Adverse Reactions: 
	Do not give my child the following medications under any circumstances: 
	List allergies to medications food insect bites environmental factors etc: 
	Check if physical medical classroom dietary or other accommodations or supports will be needed AND contact: Off
	Date: 
	Parentsguardians please check here if you wish NO nonprescription medications be administered to your child during the: Off
	Parent InitialsAcetaminophen Tylenol: 
	Parent InitialsHydrocortisone Cream 1: 
	Parent InitialsAntibiotic ointment Polysporin: 
	Parent InitialsIbuprofen  Advil: 
	Parent InitialsMilk of MagnesiaMagnesium Hydroxide: 
	Parent InitialsIsopropyl Alcohol 95 AurodriSwim Ear: 
	Parent InitialsCalcium Carbonate Tums: 
	Parent InitialsLoperamide Imodium: 
	Parent InitialsDimenhydrinate Dramamine: 
	Parent InitialsPhenylephrine Sudafed PE: 
	Parent InitialsDiphenhydramine Benadryl: 
	Parent InitialsSimethacone Mylanta: 
	Parent InitialsGuaifenesin Robitussin Plain: 
	Parent InitialsVisine: 
	Parent InitialsGuaifenesinDMRobitussin DM: 
	Parent InitialsCalamine Lotion: 
	Parent InitialsClaritin Loratadine: 
	Parent InitialsCaladryl: 
	Medication SupplementRow1: 
	per label: Off
	Breakfast: Off
	Lunch: Off
	3PM: Off
	Dinner: Off
	Bedtime OR: Off
	As needed: Off
	Parent InitialsBreakfast Lunch 3PM Dinner Bedtime OR As needed: 
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	per label_2: Off
	Breakfast_2: Off
	Lunch_2: Off
	3PM_2: Off
	Dinner_2: Off
	Bedtime OR_2: Off
	As needed_2: Off
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	per label_3: Off
	Breakfast_3: Off
	Lunch_3: Off
	3PM_3: Off
	Dinner_3: Off
	Bedtime OR_3: Off
	As needed_3: Off
	Parent InitialsBreakfast Lunch 3PM Dinner Bedtime OR As needed_3: 
	Check here if information is attached: Off
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	No  CONTINUE TO SECTION B: Off
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	No  PHYSICIAN MUST DOCUMENT DATE AND RESULTS OF LAST SCREENING: Off
	Yes  TESTING REQUIRED: Off
	Date signed_2: 
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