Emergency Medical Release

Student’s Name__________________________________________________________
			Last				First			Middle

Address________________________________________________________________
			Street				City		State		Zip

Phone (360)_________________________		Birth Date____________________

Father’s Name___________________________________________________________

Home Address_____________________________Home Phone___________________

Place of Business___________________________Work Phone___________________

Mother’s Name__________________________________________________________

Home Address_____________________________Home Phone___________________

Place of Business___________________________Work Phone___________________

If neither parent is available contact:________________________________________

Relationship to student:______________________Phone________________________ 

Specifically does your son or daughter have an allergic reaction to any:

Plants_____________________________

Insects____________________________

Drugs / Medications___________________________

Other_____________________________

If your son or daughter is allergic to bee stings it is expected that they carry an epi-pen with them at all times when they are outside.  A Fanny Pack is often a good place to carry this. The same may be true for those with major reactions to other allergies or medical needs.  (Inhalers for asthma or bennadryl creams for severe contact allergies). If the runner will be carrying these during a race, they or the coach must have a doctors note present saying that it is necessary. 

[bookmark: _GoBack]If a runner has need of an inhaler, a doctor’s note will allow him or her to carry the inhaler during races.   




Does your son or daughter have any specific health problem we should know about?  (Diabetes, Heart Trouble etc.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




PERMISSION FOR TREATMENT

A. In case of an emergency when authorized people noted above cannot be reached, school personnel have my permission to take whatever action is reasonable and appropriate under the circumstances for the welfare of my child.

______________________________________              ________________________
Signature of parent and guardian				Date

Name of physician preferred:_____________________ Phone___________________

List any medication the student currently is taking:_______________________________________________________________


Insurance Coverage:

Specify Company __________________________________________

Group #__________________________________________________

Individual Card Number or Insurance carriers name and number:

