CONSENT FOR MEDICAL TREATMENT


(We) (I), the parent(s) and legal guardian(s) of the following student

                                 ______________________________________
Consent to and authorize, for the school year 2010-12 any representative of USD #380 to determine need for medical treatment by any physician and dentist licensed in accordance with the provisions of the Kansas Healing Arts Act, Kansas Statutes Annotated 65-2801 and any hospital, as a result of injury or illness of an emergency nature while engaging in an activity sponsored by USD #380. We also give permission for him/her to be treated with basic first-aid including over-the-counter medications, while excluding all prescription medications. The above named student is allergic to ___________________

_____________________________.

(We) (I) agree to pay and assume all responsibility for all medical hospital expenses and any services of an emergency nature, and charges for (my) (our) dependent(s), and that the school is not responsible for any medical hospital expenses and charges that are incurred in the medical treatment or hospitalization of (my) (our) dependent(s).


A photocopy of this document shall have the same force and effect as the original.

To enable USD #380 to give better service in case of an injury, we would appreciate your cooperation in providing us with the following information:

Family Doctor___________________________

Medical Insurance Co._____________________

Policy #________________________________

Do you have a medical card?      YES____  NO____

IN CASE OF EMERGENCY CONTACT:

Name ________________________  Relationship to student ___________________

Address _____________________________________________________________

Home # ______________________________ Work # _________________________

Cell # ________________________________

PERMISSION IS HERBY GIVEN FOR ANY EMERGENCY TREATMENT, DEEMED NECESSARY BY MEDICAL PROFESSIONALS, IN CASE OF ACCIDENT OR ILLNESS IN ACTIVITIES SPONSORED BY USD 380.

PARENT SIGN ________________________________________________________________________________________
