
St. Michael Church Youth

Medical Release Form
2010-2011

Authorization of Medical Treatment
_______________________________          __________________________________

Child’s Name                                                    Birth Date

______________________________________________________________________

Address                                                 City              State                Zip

_____________________________     ___________________    __________________

Parent or Guardian Name                         Home Phone                       Work Phone

_____________________________         _____________________________________

Insurance Company                                       Policy Number

______________________________________________________________________
Please list any allergies or medical information we should be aware of.

I hereby authorize the treatment, administration of anesthesia, surgical treatment(s) for my minor son/daughter in the event of a medical situation occurring during my absence or when the hospital or physician(s) are unable to contact me.  This authorization extends to any hospital physician and nursing personnel within the physician’s staff where treatment is rendered in the physician’s office.  I realize from medical responsibility and liability the hospital, physician(s), and nursing personnel for performing medical procedures acting on the authority of this medical treatment consent form which such medical providers deem necessary for my minor child.

Signed this _______ day of _______________ , 2010.

__________________________________

     Signature of Parent or Guardian

