CARROLL CENTER FOR THE BLIND

MEDICAL CARE AUTHORIZATION

Student’s name: ______________________________________________________________

Primary insurance company: _________________ Policy holder: _____________________

ID#: _______________________________________________________Photostat necessary
Other insurers and ID#: ______________________________________Photostat necessary
Emergency person (relationship) ______________________Phone # __________________
1) Does your child have any special educational, physical or medical needs that might affect his or her participation in the Carroll Center Youth Programs?
(  Yes (  No

If yes, describe in detail:

2) Does your child have any food, medicine or environmental allergies?
(  Yes  ( No

If yes, specify:  

3) Please list below any medications (whether prescription or over-the-counter) that are taken on a regular basis by your child.

	Medications
	Dosage and time
	Purpose
	Side Effects

	
	
	
	

	
	
	
	

	
	
	
	


4) Do you give permission for the above child to receive Tylenol, Benadryl or other non-prescription drugs from the Carroll Center staff if needed for illness? ( Yes ( No

I________________________________________ (parent/guardian) hereby give permission to the Carroll Center and its responsible agents, including professional staff as well as volunteers, to seek emergency medical treatment for my child in the event of an emergency or injury.  I understand that any medical costs incurred during participate in the Carroll Center Youth Programs will be my responsibility as parent or guardian.  
Please attach a copy of both sides of the student’s insurance forms. 

Make sure that you or your physician submits an immunization record.
Bring a photo identification card (ex. from school or blind services registration).
Signed: __________________________ Relationship ______________ Date: ____________
