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MEDICAL CONSENT FORM

Prior to attending the HCC CROP Summer Academic Enrichment Program, a parent/guardian must provide all pertinent medical information on this form.
STUDENT’S NAME ________________________________________________________________________




 Last Name



First Name



Middle Initial

PARENT/GUARDIAN NAME ________________________________________________________________

ADDRESS ________________________________________________________________________________





Street Number & Name


        ________________________________________________________________________________

                            
City





State



Zip Code

PHONE (_______) _________________________________(______)_________________________________




Daytime






Evening

Emergency Contact ___________________________________________(______)________________





Name






    

Phone

HEALTH RECORDS (Please attach copy of student’s insurance card if available) 
Student’s General Physical Health Condition: (circle one) 
Excellent      Very Good      Good      Fair      Poor

List any physical limitations: __________________________________________________________________

List any allergies: ___________________________________________________________________________

List any medication(s) currently being taken: _____________________________________________________

(use back of this form if additional space is needed)

Name                                        Amount/Dosage

 _____________________________________________________

Name                                        Amount/Dosage

Name of insurance provider: _______________________________ Group/Contract No. __________________

Name of physician: ________________________________________ Phone: (          ) ____________________

Medical Release

In the event that I, ____________________________________, cannot be contacted during a medical 





Name of Parent/Guardian
emergency involving ____________________________________________, I hereby authorize the staff of the 




Name of CROP student
HCC College Reach-Out Program to take appropriate action in securing professional medical attention, of which I, the Parent/Guardian named above, will assume financial responsibility. 

Signature of Parent/Guardian: _________________________________________ Date: ___________________
       W.I.N.: 





     READing 


         for 


   Success!
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          Program





       W.I.N.: 
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