Medical Release Form

This consent is effective from Jan. 1, 2008 to Jan. 1, 2010

We                                                      give permission for any and all necessary medical attention to be administered to our child in an emergency such as an accident, injury, or sickness, etc.

While                                                    is under the direct care of the acting guardian(s)
                                                                 listed below; until such time when we may be contacted. If in the event that we cannot be reached, this consent serves as permission for our children to receive treatment as necessary and determined by the appropriate medical authorities and health professionals.

We have provided our child’s insurance information.  Please see below
Acting Guardians

The following named people will act on our behalf, in the case that we cannot be reached to make an informed medical decision regarding our child: 

Name:                 
 Address: 

Phone: 
Cell:                                                        Cell_______________________ 
Information About Our Children/Child: __________________________
1.
Child’s Name: 

DOB: _______________Height: _______________Weight:__________
2.          Child’s Name: 

DOB: _______________Height: _______________Weight:__________
Address:______________________________________________________



Home Phone: __________________________________________________________
Parent’s Name _________________Home: _______________Cell:______________
Parent’s Name __________________Home: ________________ Cell: ____________
Medical Information

Allergies / Medical Conditions : _____________________________________________
Physicians Name/Address:     
        
 Dentist Name/Address:
Signature of Parents or Legal Guardians 
__________________________       ____      Date ____________      
________________________                        Date ________   __

