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HEADQUARTERS

CORAL SPRINGS CADET SQUADRON

CIVIL AIR PATROL

UNITED STATES AIR FORCE AUXILIARY

P.O. BOX 8073, Coral Springs, Florida 33075-8073


AUTHORIZATION FOR CONSENT

While your son or daughter is participating at a CIVIL AIR PATROL activity every effort will be made to assure the safety and well being of our Cadets.  In the unlikely situation that he or she is in need of immediate medical attention, we will try to contact you for your consent for treatment.  If we are unable to contact you and a delay in medical attention jeopardizes the health of your son or daughter, we will need the following waiver, with your NOTARIZED signature, authorizing that treatment.

I hereby authorize
________________________________________________, of
(((( (LEAVE BLANK)

****** Name of individual over 21 years of age ******

____________________________________________________, ___________________,
(( (LEAVE BLANK)
****************  Address  ********************                ***  Telephone #  ***
a member of      
/  

 FORMTEXT 
    
, CIVIL AIR PATROL


Unit’s Name
Charter #

and a person over the age of twenty-one, to consent to necessary medical and/or surgical treatment, including immunization(s), for my minor child

     
,
     
,

Please print full name clearly
Date of birth

from the period to commence on the date my son or daughter becomes a member of the above named squadron or flight, CIVIL AIR PATROL, until the date my son/daughter ceases to be a member of the above named squadron or flight, CIVIL AIR PATROL.  I am delegating authority in advance of any specific diagnosis of treatment to 

____________________________________________________
(((( (LEAVE BLANK)
***************   Authorized person   *******************
and the physician/clinic/hospital to exercise their best judgment as to necessary medical and/or surgical treatment for my child.

I AGREE TO HOLD HARMLESS, FOR FAILURE TO OBTAIN MY CONSENT, CAP, AUTHORIZED PERSON LISTED ABOVE, AND ANY PHYSICIAN/CLINIC/HOSPITAL TREATING MY CHILD, BASED ON THIS AUTHORIZATION.  I REPRESENT THAT DURING THE PERIOD OF THIS AUTHORIZATION I HAVE THE PROPER LEGAL CUSTODY AND ACCEPT FINANCIAL RESPONSIBILITY FOR TREATMENT OF THE CHILD NAMED ABOVE.

NOTARIZED:
SIGNED: ____________________________________________


ADDRESS:
     


     


     


DATE OF THIS AUTHORIZATION:      

************    Leave these items blank, they will be filled in when and if necessary!    ************

CHILD’S PRIMARY CARE PHYSICIAN:
DENTIST:

NAME:      

NAME:      

ADDRESS:      

ADDRESS:      

     

     

TELEPHONE:      

TELEPHONE:      

Date of last Tetanus immunization:      ______________________________

Medical Insurance Company:
NAME:      


ADDRESS:      


     


Telephone #:
     


Group/Plan #:
     


Ind. ID #:
     

ALLERGIES:      

     

Chronic illnesses:      

     

     

     

     

All prescription drugs currently being consumed by your child.  State Name, Amount, Dosages:
	Medication Name
	Strength
	Dose
	Frequency
	Last Dose Taken
	Reason/Comment

	     
	     
	     
	     
	          
	     

	     
	     
	     
	     
	          
	     

	     
	     
	     
	     
	          
	     

	     
	     
	     
	     
	          
	     

	     
	     
	     
	     
	          
	     

	     
	     
	     
	     
	          
	     


Other medical information that would be important to know at time of treatment:      

     

     

     

     

IT IS UNDERSTOOD THAT NO DRUGS OF ANY KIND (including over the counter drugs), TAKEN ORALLY OR OTHERWISE WILL BE DISPENSED TO YOUR CHILD UNLESS HE/SHE IS IN POSSESSION OF A PROPER PHYSICIAN’S PRESCRIPTION, OR PARENTAL NOTE FOR OVER THE COUNTER MEDICATIONS
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