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PARTICIPANT'S GENERAL INFORMATION STATEMENT AND

AUTHORIZATION FOR MEDICAL TREATMENT

NAME OF PROGRAM:   [image: image2.wmf]
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                 Last                                 First                           MI                                                   MM/DD/YY

DRIVER'S LICENSE #:  [image: image5.wmf]

  STATE:  [image: image6.wmf]


NAME OF SPOUSE, PARENT OR GUARDIAN: [image: image7.wmf]


ADDRESS:  [image: image8.wmf]

 

PHONE (Include Area Code):  [image: image9.wmf]
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                               Daytime


                 Evening

Use of drugs or alcohol on a College-sponsored trip will not be tolerated under any circumstances and may be grounds for Participant's dismissal from the Program.

PARTICIPANT'S SIGNATURE: [image: image11.wmf]


PARENT'S SIGNATURE:  [image: image12.wmf]


If Participant is under eighteen (18) years of age

I (Participant) consider myself adequately, and physically, and mentally healthy to take full responsibility in case of illness or disability and prefer not to supply the following information.

____________________________________


____________________

Participant's Signature




             Date

AUTHORIZATION FOR MEDICAL TREATMENT:

I, the undersigned, (print name)[image: image13.wmf]

  ("Participant"), I.D. # [image: image14.wmf]

 wish to (and if under 18 years of age also, my parent or guardian authorize my son/daughter to) participate in the District-sponsored Program of [image: image15.wmf]

 (hereinafter "Program").

MEDICAL CONDITIONS:

Please list and explain any medical conditions of the above Participant (including, but not limited to heart problems, high blood pressure, asthma, diabetes, epilepsy, allergies, etc…)

[image: image16.wmf]


[image: image17.wmf]


Please list any allergies or allergic reactions to antibiotics or other medications of the above Participant:
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Please list any medications the above Participant is now taking:

[image: image20.wmf]


[image: image21.wmf]


Date of Participant's most recent tetanus shot:  [image: image22.wmf]


Other pertinent medical information:   [image: image23.wmf]
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MEDICAL INSURANCE: 
Company:  [image: image25.wmf]






Policy Number:   [image: image26.wmf]


Immunization for any disease is not required by the United States or any country we will be entering. District advises Participant to check with Participant's physicians and abide by their recommendations. Please list any immunizations Participant has taken and list the dates: 

            Immunizations                                                                                        
Dates
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In order that I, my daughter/son (if Participant under 18), may receive the necessary medical treatment in the event of an emergency whereby I, he/she may sustain injury or illness during participation in this Program, I authorize any school official to consent to and obtain necessary medical treatment, including x-rays, examinations, anesthetic, medical or surgical diagnosis, or treatment or hospital care for such an injury or illness during the Program and I hereby release discharge, indemnify and agree to hold System, System’s governing board and College and each of its trustees, employees, agents, coaches, teachers, volunteers, and representatives harmless in the exercise of its authority. I further hereby acknowledge that neither the system or any of the persons named above have any obligation to seek such treatment.

Should the need arise, the following information may be given to any health care provider:

PARTICIPANT:
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      (Last)



      (First)

       (Middle)
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EMERGENCY CONTACTS: 

Parent(s)/Guardian(s):

NAME:     [image: image37.wmf]
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      (Last)



      (First)

       (Middle)


PHONE (Include Area Code):  [image: image40.wmf]
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                               Daytime


                 Evening
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      (First)

       (Middle)


PHONE (Include Area Code):  [image: image45.wmf]
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                 Evening

Other Contact: 
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      (Last)



      (First)

       (Middle)


PHONE (Include Area Code):  [image: image50.wmf]
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                               Daytime


                 Evening

RELATIONSHIP:  [image: image52.wmf]


(Friend, Relative, Neighbor, etc)

PARTICIPANT'S REGULAR PHYSICIAN:
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 Phone:  [image: image54.wmf]
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I, or the undersigned parent/guardian, have read and understood the above Authorization for Medical Treatment:
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  Signature of Participant




  Date
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Signature of Parent/Guardian (If Participant under 18)

Date 
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