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MEDICAL AUTHORIZATION FORM
Student’s Name:______________________________

Date of Birth:
_____/_____/_____

I hereby grant permission to any employee of Desert Valley Christian School, or assigned substitutes, to approve emergency medical treatment for my child, ________________________, from August  , 2019 to May  , 2020, during any school-related activity, both on and off school premises.

This permission is given if I, ____________________________________________, cannot be reached immediately at:


1.
_____________________________ -Home


2.
_____________________________ - Work


3.
_____________________________ - Cell

Medical Precautions (including allergies): ___________________________________________

Other:  _______________________________________________________________________

Does student take medications on a regular basis?  _____Yes _____No


(if yes, describe:  _______________________________________________________)

Family Physician:__________________________________     Phone:____________________

Address:______________________________________________________________________

	INSURANCE COMPANY:
	____________________________________________________

	ADDRESS:
	____________________________________________________

	POLICY OR ID NUMBER:
	____________________________________________________


Attach a copy of Insurance Card
Signature of Parent/Guardian:_______________________________
Date:_______________

NOTARIZATION:
State of Arizona
 )

County of Pima    )

Acknowledged before me this _____________ day of  _________________________, 20_____.

___________________________________________



Notary Public




My commission expires: 


Seal:
This form is to be completed every year and kept in a locked file. 

A copy is to be taken on all off-campus activities.  
Rev. 6/19 
