MEDICAL RELEASE FORM-2014-15

STUDENT’S NAME

INSURANCE CARRIER PoLicy NUMBER

BIRTH DATE MALE FEMALE GRADE

PERSON WITH WHOM YOU RESIDE (CIRCLE ONE)

BOTH PARENTS MOTHER FATHER STEP PARENT
MOTHERS NAME PHONE#
FATHERS NAME PHONE#

EMAIL ADDRESS:

PARENTS WORK PHONES:

MOTHER FATHER

CELL PHONE#'S

ADDRESS (WHERE STUDENT LIVES)

EMERGENCY CONTACT (NOT A PARENT)

NAME PHONE#

RELATIONSHIP TO STUDENT

FAMILY DOCTOR PHONE #

DOES YOUR SON/DAUGHTER HAVE ANY ALLERGIES OR HEALTH PROBLEMS?
DESCRIBE AND BE AS SPECIFIC AS POSSIBLE.

WHAT SERIOUS ILLNESS, INJURIES, OR OPERATIONS HAS HE/ SHE HAD?

DESCRIBE

REGULAR MEDICATION(S)

PARENT/ GUARDIAN MEDICAL CONSENT

| HEREBY GIVE MY CONSENT, IN THE EVENT OF INJURY OR ILLNESS, FOR EMERGENCY
MEDICAL TREATMENT, HOSPITALIZATION OR OTHER MEDICAL TREATMENT AS MAY BE
NECESSARY FOR THE WELFARE OF THE ABOVE NAMED STUDENT, BY A PHYSICIAN,
QUALIFIED NURSE, CERTIFIED ATHLETIC TRAINER, AND./OR HOSPITAL DURING ALL PERIODS
OF TIME IN WHICH THE STUDENT IS AWAY FROM HIS/HER LEGAL RESIDENCE AS A MEMBER
OF AN INTERSCHOLASTIC ACTIVITY TEAM/GROUP. FURTHER, | HEREBY WAIVE, ON BEHALF
OF MYSELF AND THE ABOVE NAMED STUDENT ANY LIABILITY OF KALISPELL SCHOOL
DISTRICT #5, ITS AGENTS OR EMPLOYEES, ARISING OUT OF SUCH MEDICAL TREATMENT.

PARENT/ GUARDIAN SIGNATURE DATE




