MEDICAL RELEASE FORM

MEDICAL TREATMENT AUTHORIZATION

In the event of a serious illness or injury to my son or daughter while participating in the Moore Youth Services program I, the undersigned parent, hereby grant Coordinator, of Program Name, the authority to obtain medical treatment for ________________.

Program Name staff has the authorization to obtain medical treatment and procedures for the above-named child as may be appropriate in emergency circumstances, including treatment by physicians, hospital and clinic personnel, and other appropriate health care providers.

My child has the following medical problems which his/her supervisor should know about: (allergies, injuries, etc.)

________________________________________________________________________

My child is taking the following medications as prescribed by his/her doctor:

________________________________________________________________________

My child’s doctor is_______________________________________________________

Address ________________________________________
Phone __________________

In case of an emergency, Program Name staff should first try to contact the parent(s).  If the parent(s) cannot be reached, Program Name staff should then contact the following person concerning treatment for the child.
Name _____________________

Relationship ____________________

Address _____________________

Phone number ____________________

This grant of temporary authority shall begin on __________ and shall remain effective until the child is terminated from the program.

Program Name will provide insurance coverage for all participants while participating in the program activities.

Date __________
Parent Signature ______________________________
