Authorization for Medical Treatment

Crosswell Baptist Church

604 Mathis St. Sumter, SC 29150   #8037752489
Child/Participant 

Child’s Name ______________________________________   Birthdate ___________________________

School ___________________________________________________   Grade _______       Age ______
Allergies/allergic reaction of child __________________________________________________________

Medicine being taken by child _____________________________________________________________
Other Information regarding my child’s health that a doctor should know:
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Parent/Guardian

Name __________________________________________ e-mail _________________________________
Address _____________________________________________ Cell/Work Phone ___________________

Health Ins. Company________________________________ Ins. Policy #__________________________

In an emergency, notify ________________________________ Relationship to minor ________________                          

                                   at ________________________________
Authorization of Consent for Treatment of Minor

I, the undersigned parent or guardian of _______________________________________,

a minor, do hereby authorize any duly authorized employee, volunteer or other representative of CROSSWELL BAPTIST CHURCH, as agent(s) for the undersigned, to consent to any x-ray examination, anesthetic, medical or surgical diagnosis or treatment, and hospital care which is deemed advisable by, and is to be rendered under the general or specific supervision of, any licensed physician and surgeon, whether such diagnosis or treatment is rendered at the office of said physician and surgeon or at a clinic, hospital or other medical facility.

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required, but is given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis treatment or hospital care which the aforementioned physician in the exercise of his or her best judgment may deem advisable.

This authorization remains effective until December 31, 2012.

Parent/Guardian Signature ___________________________________Date___________
