
MEDICAL RELEASE 
 

 I, the parent/guardian of _________________________, give 

________________________ or _________________________ authority to act in my 

behalf in the event that medical assistance is needed during the dates of _____________ to 

________________. 

 Our medical insurance company is ______________________. The policy number 

is _________________. 

Parent/Guardian Signature _______________________________ 

Home phone _____________________   Work phone ______________________ 


