
_____________________________  ___________________________  

Last Name                                    First Name

PERMISSION FORM for EMERGENCY MEDICAL TREATMENT 

NICEVILLE HIGH SCHOOL CHORAL MUSIC DEPARTMENT
On rare occasions an emergency requiring hospitalization, surgery, and/or other medical treatment develops.  The designated supervisor of this activity will attempt to contact the person you have designated as your emergency contact for emergency treatment to obtain consent.  We request that you sign the following statement.  This is to prevent a dangerous delay in case an emergency does occur and we are unable to contact your emergency contact person.  

In the event I, _________________________________________________________________________________________, 

                                                                                   Name and Social Security Number                                                                                                                          

born                   ​​                        ,   Address________________________,  ___________________ ,  _______,  ___________,
                   Month/Day/Year                                                Street                                                  City                        State            Zip Code

hereby authorize an Okaloosa County School District representative, who is employed on the District school campus, to obtain and give consent to whatever medical treatment the representative of the school district deems necessary, including the administration of an anesthetic and surgery, and do hereby release the Okaloosa County School District and its representative from any and all claims which may arise from the representative’s obtaining and consenting to said medical treatment.

___________________________                  __________________            _________________________________

      Please print or type name                                                Date                                                       Signature

_______________________________           ________________________________          _________________________________

           Telephone Number
 
           Emergency Treatment Contact Person           Emergency Contact’s Telephone Number

Comments:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

STATE OF FLORIDA 

COUNTY OF OKALOOSA
The foregoing instrument was acknowledged before me this __________, ______________________________________, who is

                                                                                                      (Date)                     (Name of Person Acknowledged)

personally known me or who has produced _________________________________________________as identification and who

                                                                                                        Type of Identification
did/did not take an oath.

(Circle One) 

_____________________________________________________         ______________________________________________.   

Signature of Person Taking Acknowledgment                                          Name of Acknowledger: Typed, Printed or Stamped

Niceville High School Chorus
Emergency Medical Information Form for Chaperons

This form is intended to provide basic information about you that will assist medical personnel to properly treat you if you become ill or incapacitated while on the chorus trip.
NAME                                                              AGE             SEX           BIRTHDATE                             .

ADDRESS  _________________________________________________________ (Street Address)

                    _________________________________________________________ (City, State, Zip)                                                     
TELEPHONE  (Home Contact #)                                                             .   
TELEPHONE (Your Mobile #)                                                                                       .                                 

TELEPHONE  (Emergency Contact Number(s)  _______________________________________   _________________________________  
Please provide the following information, or indicate where trip officials can find this information in your travel belongings if you become incapacitated. 

MEDICAL INSURANCE:   Type/Company                                                         Policy Number____________________________                                                                 

FAMILY PHYSICIAN: _______________________________  Hospital, Office or Clinic Associated with: ________________________                                                                                                                                                                                                                  

SOCIAL SECURITY # _____________________________ (necessary to receive treatment at emergency centers)
PLEASE INDICATE BY CHECKING IN THE BLANK PROVIDED THINGS THAT APPLY TO YOU:

Diabetes                  Hemophilia                    Cardiac Condition              Severe Nose Bleed                   .   
Fainting                  Rheumatic Fever            Asthma                 Kidney/Bladder  Disorder                      .          
Epilepsy                  Contact Lenses               Drug or Other Allergies                                                     .  
Specify any medications that you will use while traveling with the Chorus.  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                 
Please take your prescription bottles, or a list of your prescriptions with dosage amounts, with you on the trip.  

Signature  ____________________________________

Date   _________________________________________
1

