 SEQ CHAPTER \h \r 1EIGHT DAYS OF HOPE, INC.

Authorization of Consent to Treatment of a Minor

I,  ___________________________________________, being the parent or legal guardian of 

____________________________________________ 

Full Name of Minor (type or print clearly)


hereby authorize the “Eight Days of Hope, Inc.” officer or other adult representative of “Eight Days of Hope, Inc.”, into whose care I have entrusted my child, to consent to any x-ray, examination, anesthetic, medical treatment, hospital, or surgical care that may be required for my child in case of any emergency during any travel or activity in connection with “Eight Days of Hope, Inc.”.  I understand that all reasonable attempts will be made to contact me.

___________________________________________
_____________________

Signature of Parent or Guardian



Date
Home Telephone ________________________Work Telephone ____________________________

Mobile Telephone ______________________

E-mail Address ________________________________________________________

PERSON TO NOTIFY IF PARENT OR GUARDIAN IS NOT AVAILABLE
________________________________

______________________________

   Name






Relationship
Home Telephone ______________________Work Telephone ____________________________

Mobile Telephone ___________________________

E-mail Address ________________________________________________________

PERTINENT MEDICAL HISTORY (Any drug, food, or environmental allergies, previous illness or injury, activity limitations)

________________________________________________________________________

________________________________________________________________________

Minor’s Personal Physician:  ________________________________________________



Telephone:  __________________________________________________

Medical Insurance Carrier: _________________________________________________



____________________________________________________________




ID#/ GROUP/ ACCOUNT NUMBER

