Sojourner Pathfinder Consent for Emergency Medical Treatment

and Health Record 2010-2011

I, the undersigned parent/guardian of ________________________, a minor, do hereby consent to x-ray, anesthetic, medical or surgical diagnosis or treatment and hospital services that may be rendered under the general or special instructions of ____________________________, MD at phone _____________, or any physician the Club may call, whether such a diagnosis or treatment is rendered at the office of said physician or at a licensed hospital.  It is understood that reasonable effort will be made to contact the doctor listed above before any other physician is called by the Club.

It is further understood that this consent is given in advance of any specific diagnosis or treatment which might be required and is given to authorize the Sojourners Pathfinder Club and designated staff or the physician to exercise their best judgment as to the requirements of such diagnosis or treatment.

This consent shall remain in continuous effect until revoked in writing and delivered to the physician named above or to the Club entrusted with the custody of said minor.

We hereby authorize any hospital, physician, or other person who has attended and examined the minor to furnish to General Conference Insurance Service, or it's representative, any and all information with respect to any illness, medical history, consultation, prescriptions or treatment, and copies of all hospital or medical records.  A photocopy of this authorization shall be considered as effective and valid as the original.

_________________________________
____________________

Parent/guardian signature
Date

Contact information in case of accident or illness:

Home address ___________________________________________________________________________

Home phone _____________________________
Cell phone (mother/guardian) _________________


Cell phone (father/guardian) _________________

Alternate emergency contact:

Name ____________________________________  Relationship __________________________________

Home phone ________________________
Cell phone ________________________

Medical Information

Does your son/daughter take medication?   Yes or No

If so, what kind? _________________________________________________________________________

All medications should be given to the pathfinder’s counselor another staff member to dispense during weekend events.

Is your son/daughter subject to conditions that may cause emergencies, such as epilepsy, diabetes, fainting, allergies, asthma, other?  Yes  or   No

Please explain (include any food allergies/restrictions your son/daughter may have): _________________

________________________________________________________________________________________

Have there been any illnesses, accidents, operations, or health problems that may limit the student’s participation in:

Regular meetings, including physical activity?  Yes or No    If yes, please explain ______________________

________________________________________________________________________________________

Campouts?  Yes or No     If yes, please explain__________________________________________________

________________________________________________________________________________________

Insurance information

Insurance provider __________________________________   Policy # ______________________________

Name on policy ______________________________  Primary Care Physician _________________________

Hospital or clinic ________________________________

Phone ____________________________

Comments/suggestions from parents: ___________________________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________________

__________________________________________________________________________________________

