ATTLEBORO PUBLIC SCHOOLS
AUTHORIZATION FOR MEDICAL TREATMENT

SPORT ____________________________
FIELD TRIP ____________________________
I give my permission for the evaluation/treatment of _________________________by any duly licensed physician and/or hospital facility in the event of illness or injury.  I also authorize transportation in an ambulance if necessary.

____________
_________________________________
___________________
_________________

     DATE

Parent's Signature

       Home Phone #
       Work Phone #

__________________________________


_______________________________________

        Pager Number (if available)



         Cellular Phone Number (if available)

__________________________________
______________________
________________________

   Alternative Emergency Contact Person
           Home Phone #

            Work Phone #

___________________________________________


________________________________

Student’s Physician's name and phone # (if applicable)

      Student’s Date of Birth/Age

Please answer the following medical history questions:

Please check if the student has any of the following:

Diabetes ______

Epilepsy ________
Heart Condition ___________
Asthma ___________

Does the student wear contact lenses to participate?

Yes _____________
No ___________

Please list ALL medications, including inhalers and directions for use:

Please list ALL allergies, including medications, food and insects:

Please list any other pertinent medical information:

Please provide all insurance information below:

_______________________
________________________
__________________________________

Policy Name


Policy Number


Subscriber's Name

____________________________________

     Primary Care Physician (if applicable)

I give the medical staff at Attleboro Public Schools permission to share any medical information regarding my child's injury, illness, past medical history, allergies, or any other pertinent information necessary for my child's care, to the team physicians, or any other physician(s) involved in my child's care, emergency medical technicians (EMT's), school nurses, my child's coaches and any member of the school's medical staff in order to facilitate care of my child.

__________________________________________

_________________________________________


Parent/Guardian




Date
