STUDENT’S EMERGENCY TREATMENT RELEASE

student’s Name: Grade:
Jate of Birth:

Address:

sity: State: Zip:

darent/Guardian’s Name:

4ome Phone: Work:

Activity Participating In:

n the event my child needs medical treatment, | hereby authorize treatment of
he above named minor by a qualified and licensed physician. This authorization
s valid only after reasonable effort has been made to contact me.

signature:

Relationship: Date:

MEDICAL HISTORY

student’s Doctor:

doctor’s Phone Number:

dDate of Last Tetanus Shot:

date of Hepatitis “B” Shots: 1% 2" 3"

Allergies:

viedical Problems:

viedications Taken Regularly:

Are glasses worn? Contact lenses? Dentures?

special Instructions:

{ealth Insurance:

>olicy Number:
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