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     Harris County Carver Middle
          Parental Consent for Participation
                                    Release for Emergency Medical Treatment

Student’s Name _______________________________________________ Birthday__________________________________
School Year __________________________________________
[bookmark: _GoBack]The purpose of this document is to give my consent for my child/ward to participate in athletics and if needed, to
 receive emergency medical transportation and treatment.
______________________________________________________________________________________________________
Parent/Guardian Name (Please Print)

______________________________________________________________________________________________________
Home Phone				Work Phone				Cell Phone

_______________________________________________________________________________________________________
Emergency Contact

_______________________________________________________________________________________________________
Home Phone				Work Phone				Cell Phone

Any Known Allergies: ______________________________________________________________________________________ 
I understand that in the event of a serious injury or sudden illness occurring to my child/ward, every prudent effort will be made by the school and/or medical staff to contact me.  If I cannot be contacted, this document (or photocopy) will serve as my parental/guardianship consent for medical treatment.  I also understand that the school does not provide insurance for athletics and any bill will be my responsibility.  I also verify that my child is covered by insurance that will cover any treatment caused by injury, or that I have been offered insurance through the school and have declined coverage.
________________________________________________________________________________________________________
If you do NOT wish for your child’s image to be taken during athletic events to be used on our school website and or School publications please initial ________
________________________________________________________________________________________________________ 
Medical Insurance Company: ________________________________________________________________________________
Policy Number: _________________________________________ Group Number: ____________________________________
Address: ________________________________________ City: ______________________ State:_______  Zip: _____________

Parent/Guardian Signature: ______________________________________________Date:_______________________________
*PLEASE COMPLETE CONCUSSION FORM ON BACK*
