THE SCHOOL BOARD OF BROWARD COUNTY, FLORIDA

Cooper City High School


ANNUAL PERMISSION FORM FOR MEDICAL TREATMENT

I, the undersigned, being the parent, legal next of kin, or legal guardian of

_________________________________________________, hereby authorize any necessary medical

treatment for my child while on a trip with _Cooper City High School Band/Color Guard  throughout the 2011-2012 school year.  I also guarantee payment of all charges incurred during this medical treatment.

Parent/ Guardian s Name:  _______________________________________________________________

(Type or Print)

Address:  _____________________________________________________________________________

(Number and Street) 

(City) 

(State) 


(Zip Code)

Telephone:  ___________________________________________________________________________

(Home) 


(Work) 


(Cell/Beeper)

Adult(s) to notify in case of emergency if parent/guardian cannot be reached:

Name:  ____________________________________  Telephone:  ________________________________

In regards to the above-named student, the following information is submitted:

1. Allergies to foods, medication, etc.:  ______________________________________________________

2. Special medical problems:  ______________________________________________________________

3. Is this student taking any continuing medication? If so, list name and dosage.

_____________________________________________________________________________________
4. Date of last Tetanus shot:  ______________________________________________________________
5. Name of Family Physician:  _____________________________________________________________
_______________________________________________________________________________
  (Address) 






(Telephone Number)

My child is covered by twenty-four (24) hour student accident and medical insurance:

Insurance Company Name:  ________________________________ Policy Number:  _________________

(Attached is a copy of our family insurance card.)

___________
I do not have insurance; however I will pay any and all medical bills for the emergency care of my child.

________________________________________

________________________

(Parent Signature) (Date)

NOTARY SEAL





________________________________

      (Notary Signature)

Received at Cooper City High School:  Date:  ___________________   By:    Mr. Schletter
_____________
