






Part IV: Medical Matters (Continued) 

***All attempts will be made to contact you if your child requires routine or emergency medical treatment.*** 

Routine Medical Treatment 

I grant permission for routine non-surgical medical care to be administered to my child by trained medical 
personnel. 

Parent/Guardian Signature: _______________ Phone#: ____________ _ 

Parent/Guardian Signature: _______________ Phone#: ____________ _ 

Emergency Medical Treatment 

In the event of an emergency, I hereby give permission to transport my child to a hospital/clinic for emergency 
medical or surgical treatment. 

Child's Doctor: ______________ _ Phone#: ___________ _

Address: ___________________ _ City/State/Zip: _________ _ 

Parent/Guardian Signature: _______________ Phone#: ____________ _ 

Parent/Guardian Signature: _______________ Phone#: ____________ _ 

Insurance Information ■ I do not carry medical insurance at this time.

Insurance Carrier:__________________ Phone Number: _________ _

Policy Number: __________________ _ 

Participant/Member Name: _____________ _ 

In the event that participant does not have insurance, payment in full for medical care becomes the responsibility of 
the participant's parent/guardian. 

I fully understand the foregoing statements and sign this Parental/Guardian Consent Form, Liability Waiver & 
Medical Consent knowingly, freely and willingly. 

Parent/Guardian Signature Date 

Parent/Guardian Signature Date 

Participant Signature {if participant 18 years age of age or older) Date 
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