
8624 A. D. Mims Road                     Orlando, FL 32818	                               Phone:407-292-8481    	                    Fax: 407-2928838

MEDICAL RELEASE FORM
(THIS FORM MUST BE NOTARIZED)

West Oaks Academy staff and/or chaperones have permission to secure any emergency medical attention that my student 
may need.

Student Name : ________________________________              Birth Date :____________________

TO: EMERGENCY PERSONNEL

*I_____________________________________, hereby give my consent to any emergency medical personnel to administer necessary treatment to my child, in the event of an emergency at which time I cannot be reached.  I give consent to transport by ambulance if the situation warrants it.

C 	I hereby grant permission for my son/daughter to participate in any extra curricular activities. I waive, release, absolve, and hold blameless West Oaks Community Church of God/West Oaks Academy, it’s administrators, teachers, supervisors, physical education directors, managers, persons transporting my child to and from school and school activities, and other participants, from any claim arising out of injury or sickness to my child.
C 	If, in the opinion of a property leased an practicing physician, my child needs medical or surgical services which require my consent before being supplied, and I cannot be reached, I authorize, appoint, and empower the Principal, or his designee, to furnish on my behalf such written or oral authorization as may be required. Further, I release the Administration, or his designee, and West Oaks Academy (a ministry of West Oaks Community Church of God, Inc.) from any liability which might arise from the giving of such authorization, it being may desire the my child be furnished with such medical or surgical services as soon as possible after the need arise.

____________________________________________              _______________________________
SIGNATURE OF PARENT OR LEGAL GUARDIAN		DRIVERS LICENSE NUMBER

State of Florida, County of Orange,   On this _____ day of ____________, 20_____, before me came,

__________________________, to me known to be the individual described in and who executed the same.

My Commission Expires:				_______________________________________
								      Notary Public Signature

ADDITIONAL INFORMATION
Home Address_______________________________________________________________________
Name of Primary Care Doctor_________________________ Phone No._________________________
Present Medication____________________________________________________________________
Allergies of Child_____________________________________________________________________
List any medications child may be allergic to_______________________________________________
Date of last Tetanus Shot_______________________
Health Insurance Company (covering child)________________________Policy #__________________ 
Emergency Contact Number(s)
Name_____________________________________ Relationship________________________________ 
[bookmark: _GoBack]Home # _______________________ Business #____________________ Cell #____________________
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