


In the event of an accident, injury or illness; and if all reasonable 

efforts to contact me have failed, I hereby give attending physi-

cians or authorized medical personnel consent and permission to 

provide 

 

____________________________ 

Student's Name 

 

with any necessary  

treatment, including x-rays and medicine. 

 

_________________ 

Date 

 

____________________________ 

Parent Signature 

Brief medical history including  

allergies or special needs. 

 

 

_______________________ 

Emergency Contact and Number 

          

 Insurance Information: 

 

Carrier:______________________ 

 

Policy #:____________________  


