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KENTUCKY DEPARTMENT OF EDUCATION

CAREER & TECHNICAL STUDENT ORGANIZATION ACTIVITY

MEDICAL RELEASE/PARENT PERMISSION FORM*

INSTRUCTIONS:
Students, parents/guardians and Chapter Advisers must complete this form for each student adult/participant as a prerequisite for the adult/student to attend the career and technical student organization activity.  Each chapter adviser must bring the completed forms to the student activity.   (Some events require that these forms be turned in—make sure you have another copy in cases such as this.)

Student______________________________________

Parent/Guardian___________________________

Spouse______________________________________

Address__________________________________



(if married)



    
Phone:
Work____________Home__________      
Home Address___________________________ _____

Alternate Contact___________________________

Phone:  Work___________Home____________ _____

Address__________________________________

Date of Birth_________SS# ________________ _ ____

Phone:  Work_______________Home__________

Student’s Doctor_________________________  _____

Adviser___________________________________

Address_______________________________   _____

School___________________________________

Phone:  Work___________Home___________ ______  

Administrator______________________________

Race________(Requested by USDA)

 

School Phone______________________________

Student covered by group or other medical insurance as follows:

Name of Insured__________________________

Insurance Co._____________________________

Group Number___________________________

Policy Number____________________________

Please describe completely any medical condition (past or present) being treated, which may recur or be a factor in medical treatment (include allergies, medicine reactions, disease of any kind, physical handicaps, heart or lung problems, seizures, convulsions, blackouts, etc.)  If currently taking medication, the prescribing physician and phone number:
________________________________________________________________________________

________________________________________________________________________________






(Attach a separate form if necessary)

Is there any reason why the participant cannot participate in strenuous activity?

Circle one:
Yes

No

Explain if Yes:

Parent or Guardian please check one and sign:

_____I give permission for immediate medical treatment as required in the judgment of the attend-


ing physician.  Notify me and/or any person listed above as soon as possible.


Parent/Guardian Signature__________________________________Date____________________
_____I DO NOT give permission for medical treatment until I have been contacted.


Parent/Guardian Signature__________________________________Date____________________
I certify that the information described above is accurate and complete to the best of my knowledge.  I understand that each individual is responsible for his/her own insurance coverage during this activity (secondary policies are available by

FCCLA for certain activities).  I give my permission for______________________________to attend_______________

__________________________________________and hereby release the national, regional, state and local organization, and any adult in charge of the group from any legal or financial responsibility in respect to my person or my student’s participation.

Signature of Parent/Guardian_________________________________Date__________________________________

Signature of Student________________________________________Date__________________________________

Chapter_____________________________

