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MEDICAL TREATMENT RELEASE

STUDENT NAME________________________________________________________________________

If a parent/guardian cannot be contacted, we, the undersigned parent(s)/guardian(s) of the child identified above, hereby authorize officials of CORRIDOR COMMUNITY ACADEMY CHARTER SCHOOL to contact directly the following physician of our selection, and we hereby verify that we are the parent(s)/guardian(s) of said minor child, and do authorize the physician named below to render such treatment as said physician may deem reasonably necessary, in an emergency , for the health of said child, without further authorization than here expressed.  In the event the physician here named cannot be contacted, or either of us are unavailable to give our express consent at such time with reference to any other physician, we hereby consent and authorize the officials of the school to contact any licensed physician and we hereby authorize said physician to render such treatment as deemed reasonably necessary, in what may be considered to be an emergency, for the health of our mentioned child.  Any expenses incurred as a result of emergency ambulance use or treatment by a physician will not be held by Corridor Community Academy, or any district and/or school personnel. Standard emergency procedures in cases where injury could be serious are to call the Bennett Fire Department Paramedic Unit.
_____________________________________



_________________________

Parent/Guardian or Emancipated Student Signature




Date

HEALTH HISTORY
CONDITION

PAST 
    PRESENT



CONDITION   
           PAST        PRESENT

Severe Allergies
               ____             ____



 Asthma

            ____
      ____
Hyperactivity

____
       ____



 Diabetes
            ____
      ____
Seizure Disorder   
____
       ____


               Heart Problems               ____
      ____

Bladder Problems
               ____
       ____



 Blood Problems
            ____
      ____

Ear Infection

____
       ____



 Emotional Problems       ____
      ____

Hearing Implant    
____
       ____



 Orthopedic Problems      ____
      ____

Significant Injury 
____
       ____



 Vision Problems
            ____
      ____

Physical Disability
____
       ____



 Hospitalization
            ____
      ____

Kidney Problem

____
       ____



 Other ____________________________
Please explain for items marked_____________________________________________________________
___________________________________________________________________________________________________________
Please list the name and dosage of any medication(s) the student takes on a regular basis___________________
_____________________________________________________________________________________
Primary Physician_________________________________________________
Phone__________________
Hospital Preference________________________________________________________________________________________

Insurance Company______________________________Name of Policy Holder_________________________
Policy and group number____________________________________________________________________

Medicaid______
Medicaid I.D. number_____________________
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