PARENTAL MEDICAL APPROVAL FORM

To: HISD School Personnel

I (We), parent(s) / guardian(s) of  

               (type or print name of son/daughter)

Hereby authorize the obtaining of medical or surgical treatment for the said as the situation demands and the need 

arises while he/she is a participant on a DeBakey High School HOSA School trip to the Health Occupations 

Students of American (HOSA)                                                                   Conference in                                        , 

Texas on the following date:                                             .

I (We) understand that in case of serious illness or accident, every effort shall be made to contact me (us).  However, we hereby grant permission to instigate treatment prior to contacting me (us) providing I (we) cannot be contacted in a reasonable length of time and/or the emergency demands immediate attention.

Under such conditions, I (we) release the teachers, sponsors, administrators, DeBakey High School for Health Professions, the Houston Independent School District, consulting physicians and medical facilities from any expense, liability, or responsibility related to the medical or surgical treatment given said youth.
PARENTS OR LEGAL GUARDIANS




DATE

******************************************************************************************************************

To further protect the participant, the following information could be of assistance should medical treatment be needed.

	My Insurance Company is: 

	Policy #:  
                        Group #: 

	Both Parents if Possible: 

	Telephone:       

Address: 

	*Social Security # (Parent or Guardian): 

	Signed:                                                                                                                    Date: 

                                 
                                                   Parent/Guardian



	Place of Employment:


Father: 
Name of Firm: 

Address: 
Office Phone: 
	  Place of Employment:

  Mother: 

  Name of Firm: 

  Address: 

  Office Phone: 


*I certify that this release was signed in my presence.                        

*(Notary Stamp)

_____________________________________ 

___________________________________

______________

Printed Name of Notary Public


Signed Name of Notary Public


Date

*Optional
HISD Medical Release


