PANA COMMUNITY UNIT SCHOOL DISTRICT NO. 8

HEALTH SERVICES

SCHOOL TERM      2009-10
AUTHORIZATION FOR MEDICAL TREATMENT:

I hereby give permission for emergency treatment and also transfer to another facility if deemed necessary by the physician on duty.  I also give permission for admission by physician on duty and any emergency surgery that might become necessary during said admission.

STUDENT NAME:_______________________________________

GRADE:________

DATE OF BIRTH:______________________SEX________RELIGION__________
LEGAL GUARDIAN_____________________________________

ADDRESS:_____________________________CITY_____________ZIP______

HOME TELEPHONE NO._____________________

WORK TELEPHONE NO._____________________

IF UNABLE TO REACH GUARDIAN PLEASE NOTIFY:

NAME__________________________________________________

TELEPHONE NO.________________________________________

LIST OF ALLERGIES:

CHRONIC ILLNESSES AND MEDICATION:

INSURANCE COMPANY:________________________________________________

POLICY HOLDER NAME:_______________________________________________

POLICY NUMBER:______________________________________________________







___________________________________







LEGAL GUARDIAN SIGNATURE

SUBSCRIBED AND SWORN BEFORE ME THIS _______ DAY OF ______________, 2009-10.

____________________________________________SEAL

                 NOTARY SIGNATURE

FOR EMERGENCY USE ONLY FOR TREATMENT OF MINOR
