d K Parent/Guardian Medical Administration Consent Form

q U Confidential — For Emergency & Health Purposes Only

Student Information

Full Name: DOB: Phone:

Address:

City: State: ZIP:

Father/Guardian: Phone:

Mother/Guardian: Phone:

Emergency Contact: Relationship: Phone:

Languages Spoken by Emergency Contact:

Medical Authorization & Information

| hereby guarantee, to the best of my knowledge, that all the information | have provided is true and correct, and | accept full responsibility
for my child's health. | understand that it is my duty to update the Medical Information & Consent Form if there are any changes to my
child’s health. (Initial)

Emergency Medical Treatment: In the event of an emergency, | hereby give permission to transport my child to a hospital/clinic for
emergency medical or surgical treatment. (Initial)

Family Doctor: Phone:

| hereby grant permission for my child to self-administer the noted medication. All medications must be properly labeled. NOTE: Any or
all prescription medications must be in the original pharmacy container with the name on the prescription label. Non-prescription or
over-the-counter medications must be in the original container with the name on the container. Initial

Medication Dosage Time/Frequency

Medical History (Please check all that apply and provide details where necessary)

Medication Allergies:
Other Allergies (food, insects, dyes, etc.):
Chronic Conditions: Seizures Asthma Diabetes If checked, explain:

Surgery in past 6 months: Yes No If yes, type:

Under current medical care: Yes No
Prescribed diet/restrictions:

Physical limitations:

Immunizations up to date: Yes No Tetanus date (if known):

Other medical concerns:

Insurance Information

No insurance Has insurance
Insurance Carrier: Policy Number:
Name of Insured:
*In the event the participant does not have insurance, payment in full for medical care becomes the responsibility of the

participant’s parent/guardian. *

Signature (Parent/Guardian): Date:

Revised: July 17, 2025
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