MEDICAL EMERGENCY AUTHORIZATION FORM

TO BE COMPLETED BY PARENT AND RETURNED TO SCHOOL PRINCIPAL’S OFFICE

Name of Student Athlete 









As Parent or Legal Guardian, I authorize the team physician or, in his absence, a qualified physician to examine the above-named student and in the event of injury to administer emergency care and to arrange for any consultation by a specialist, including a surgeon, he deems necessary to insure proper care of any injury.  Every effort will be made to 
contact parent or guardian to explain the nature of the problem prior to any involved treatment.

Name






 Date






         (Parent or Guardian)

Parent’s Home Phone




Business Phone 



Emergency Contact Person

Name






 Phone





Relationship of contact person










Family Physician’s Name _____________________________Phone





I understand that my son/daughter cannot participate in after school athletics unless he/she is covered by the school accident coverage plan or one with the following minimum provisions:

1. Minimum death benefit of $600.

2. A maximum payment for any one injury or at least $600.

3. Coverage equivalent to the Washington State Industrial Insurance fee schedule for doctor’s services or hospitalization with a 30-day minimum for the latter.

4. X-Rays to maximum of at least $10.

5. Dental coverage equivalent to the Washington State industrial fee schedule to at least $100.

Name of Family Insurance Company _______________________________Policy#


I have insurance coverage the equivalent or better than the above requirements of the Washington Interscholastic Activities Association and will continue to keep it in force throughout the sports season; therefore, I do not wish to enroll my student in the school accident plan.

__________________________________       

_________________________

Parent/Guardian signature




Date

