MEDICAL CONSENT FORM

Note:  THIS FORM MUST BE COMPLETED, SIGNED, AND TURNED IN AT 

           REGISTRATION WITH A COPY OF INSURANCE CARD!

*NO DELEGATE WILL BE ALLOWED TO REGISTER WITHOUT 

  SUBMITTING THIS MEDICAL INFORMATION.

	TO PARENT(S)/GUARDIAN(S):  The law requires that before medical services can be provided for a person under eighteen years of age, permission of the parent/guardian must be secured.  In the event of serious illness or accident, every effort will be made to contact parent(s)/guardian(s).  However, in the event that delay in medical or surgical treatment might be detrimental to the health of the student, authorization for consultation and treatment by physicians is requested.



This form authorizes the Director of the Iowa Leadership Training Camp or any senior staff member to carry out the following action regarding care of (print child’s first and last name)____________________________________________.  This authorization shall extend to any time when said child is enrolled or participating in any Iowa Leadership Training Camp activity.


First, I authorize the Iowa Leadership Training Camp staff to use local and/or out of town hospitals and clinics for the treatment of illness or accident to my child.  I further authorize the Iowa Leadership Training Camp Staff to select a licensed physician or surgeon for necessary emergency treatment.

Secondly, I authorize the Iowa Leadership Training Camp Director and senior staff members to render such information required by hospital admission rules and to sign, as a competent adult, forms permitting examination and possible treatment.


Finally, I understand that physicians and hospitals are reluctant and sometimes unwilling to examine and treat patients without an authorized signature.  Iowa Leadership Training Camp staff will permit only routine and emergency procedures, to include preventative and corrective treatment; however, I understand that major or prolonged treatment will be taken only with my specific permission, except when such permission is impossible to obtain within the limitations of time and other emergency situations.

I FURTHER UNDERSTAND THAT I AM REPSONSIBLE FOR ALL MEDICAL AND HOSPITAL EXPENSES INCURRED BY MY CHILD AND HAVE ADEQUATE INSURANCE OR MEANS TO COVER SUCH EXPENSES.

	If the student is living with both parents, both parents must sign this form.

Mother’s/Guardian’s Signature:_________________________________________Date:__________

Father’s/Guardian’s Signature: __________________________________________Date:__________


DELEGATE INFORMATION:


Delegate Name:________________________________________________________Age:______Sex:  _____


      Last


 First



Middle

Address:_________________________________________________________________________________


    Number
   Street



City



State

Zip

Home Phone:_______________________________ Parent/guardian Name(s)_________________________
Parent/Guardian Work phone________________________________Cell_____________________________

Person to contact in case of emergency (other than parents):

Name:________________________________________Phone______________________________________

Relationship to Delegate:  ___________________________________________________________________

INSURANCE INFORMATION:

A copy of insurance card must be submitted with this form!


Who is responsible for medical payment?  
Individual_______
Insurance_______

Medical Insurance Company Name:  _________________________________________________________

Policy Number:__________________________________________________________________________

Family Physician’s Name:_________________________________________________________________

Physician’s Phone Number________________________________________________________________

Delegate Brief Medical History:

Special Health Concerns:____________________________________________________________________

Medications:____________________________________________Dosage per day:_____________________

Note:  If you are taking medication regularly, please bring a supply in labeled containers.

Should the delegate be restricted from any type of activity?  Yes_____________   No_________

If yes, please explain_______________________________________________________________________

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

Any other pertinent information ______________________________________________________________

________________________________________________________________________________________
