Trout Lake School

Authorization for Medical Treatment for Minor Child

Student Name_______________________
Address___________________________________________________

Date of Birth________    Home Phone ______________________
I, ________________________, of _______________________(city, state), do hereby state that I am the natural parent or guardian, having legal custody of ________________ minor, born on ________, who resides with me at ____________________________.

-----------------------------------------------------------------------------------------------------------

I authorize the nearest medical facility, doctors and staff to provide medical treatment, including x-ray exam, medical or surgical diagnosis or treatment, and hospital care, to be rendered to the minor under the general or special supervision and on the advice of a physician or surgeon licensed to practice in the states of Washington and Oregon, when the need for such treatment is immediate, and when efforts to contact me are unsuccessful.

Dated this ______ day of ________, 20___

______________________________


__________________________

signature of parent/guardian



expiration date if applicable

Minor’s doctor _________________________   phone_________________

Minor’s allergies_____________________   medicines minor is taking______________________

Additional information____________________________________________________________

Name, address and phone number of Emergency contact_______________________________

Parent/guardian employment

      Father_______________________      Mother________________________

Insurance Information

      Company Name______________________Group Name_________________________

      Group Number___________  ID Number________________  Subscriber________________

