
Authorization for Medical Services

Student Name

_________________________________

Grade____ Age

SCHOOL YEAR_________ SPORTS / /____

As legal guardian for the student indicated above. I give my permission for
necessary medial services to be administered to the student in case of illness or
accident. Every attempt will be made to contact the parent/ guardian should we

need to seek medical services.

Parent! Guardian Signature:

______________________________

Date:

Address:

________

Phone: Home/Cell:

________________________________________

Work:

________________________

Student’s Physician:

__________________________________

Office Phone

_____________

insurance Carrier:

Policy Number:

Allergies or Special Concerns:

________________________________________________

Authorization for Medical Services

Student Name:

____________________________

Grade: Age:

SCHOOL YEAR_________ SPORTS / /_____

As legal guardian for the student indicated above. I give my permission for
necessary medial services to be administered to the student in case of illness or
accident. Every attempt will be macic to contact the parent! guardian should we
need to seek medical services.

Parent! Guardian Signature

_________ ____________

Date:

Address

Phone H ome/Cell:

___________ _______

Work

_______

St udents Phvsician

_____

Office Phone:

insurance Carrier

_____ ______

Policy Number:

___________

Allergies or Special Concerns


