Medical Release Form 2010 ~ 2011
Blessed Sacrament Parish Community
Date___________________________________________________

Student Name____________________________________________          Grade_______________________

Address_________________________________________________          Phone_______________________ 

City, State_______________________________________________          Zip_________________________

Birth Date_______________________________________________

Mother’s Name___________________________________________          Cell Phone____________________

Father’s Name____________________________________________          Cell Phone____________________

Emergency Contact________________________________________
  Phone________________________

                                                 ( If parents are unavailable)

Part 1: To Grant Consent

I hereby give consent for the following medical care provider’s and local hospital to be called:       

Physician_________________________________________________        Phone_______________________

Dentist___________________________________________________        Phone_______________________

Hospital__________________________________________________        E.R.Phone____________________

In the event reasonable attempts to contact me have been unsuccessful, I hereby give my consent for (1) the administration of any treatment deemed necessary by above-named doctors, or, in the event the designated practitioner is not available, by another licensed physician or dentist; and (2) the transfer of the child to any hospital reasonable accessible.

Facts concerning the child’s medical history, including allergies, medications being taken, and any physical impairments to which a doctor should be alerted: 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________
Signature of Parent / Guardian ________________________________       Date_______________________  

Relationship to student______________________________________

Part 2: Refusal To Consent

I do NOT give my consent for the emergency medical treatment of my child.  In the event of illness or injury requiring emergency treatment, I wish the Church authorities to take the following action:

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

Signature of Parent / Guardian_________________________________         Date_______________________ 

Relationship to Student_______________________________________      

