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	First name
	     
	Last name
	     

	Address 
	     
	City
	     
	State
	     
	Zip
	     

	Age
	     
	Year you graduate:   20     
	Gender:   Female  FORMCHECKBOX 
    Male   FORMCHECKBOX 

	Birth date
	     

	Cell phone
	     
	Home phone
	     
	Email
	     

	School representing
	     

	Parent/Guardian name
	     
	Parent day/cell phone
	     

	Additional emergency contact 
	     
	Phone
	     

	School representing
	     

	Medical insurance company
	     
	Policy number
	     

	Family physician’s name
	     
	Phone
	     

	Special medical conditions
	     

	List any allergies
	     

	Current medications 
	     
	Dosage per day:
	     

	
	     
	Dosage per day:
	     

	Are there any drugs (prescription or non-prescription) that should NOT be administered?
	     

	Should student be restricted from any type of activity?
	     

	Does student need special accommodations due to physical challenges?
	     


I, the parent or legal guardian of      



, authorize the Association of Washington School Principals (AWSP) and its representatives to obtain medical care for my son/daughter in the event such care is necessary. I understand that, if possible, I will be contacted in the event my son/daughter  requires medical attention. I grant to a licensed health care provider or accredited hospital permission to perform any medical and/or surgical procedures that are essential for the treatment of my son/daughter and agree to be responsible for payment for such care. I release AWSP, its employees and agents from any damages, liability or loss resulting from their securing in good faith medical care for my son/daughter.


       Parent or Guardian Signature



         Date
Washington Association of Student Councils


Sponsored by the Association of Washington School Principals





MEDICAL PERMISSION FORM








