I give ______________________________________ (Student Name) permission to travel with and receive medical treatment if necessary while on FFA Trips with Ms. Kim Miller and Ms. Lindsey White.
This the ______day of __________, 2017.        Event:      FFA Trips  during the 2017-2018 school year
Parent's/Guardian's Signature:_________________________________________________
Participant's Signature: ______________________________________________________ 
MEDICAL INFORMATION:
On rare occasions, an emergency requiring hospitalization and/or surgery develops. As a general rule, anesthesia may not be administered to or operations performed upon a minor without written permission by his or her parents or guardians. Therefore, in order to prevent a dangerous delay, if an emergency does occur and we are unable to contact the parents or legal guardians, the parent/guardian is asked to sign the release form below:
In the event of injury or illness to my son/daughter/ward, ______________________________________________________(name)
born ___________________ (date), I hereby authorize the FFA representative to secure whatever treatment is deemed necessary and, if recommended by an attending physician, the administration of an anesthetic or surgery. 

1. Known allergies to foods, drugs, insect stings or bites, etc.: _____________________________________________________________________________________________________________
2. Special medical concerns or conditions that event supervisors should know about, including epilepsy, asthma, diabetes, previous injuries to bones/joints, etc.: 
_______________________________________________________________________________________________
3. Medications currently being taken (dose and frequency): __________________________________________________

4. Family Physician: ____________________________________________________ 

Area Code and Phone #________________________________________________ 

Address: ________________________________________________________________________________________ 

Date of last tetanus shot:________________________

Hospitalization Insurance Company_________________________________________________________________________________
Hospitalization Insurance Policy # ___________________________________ 

Company Address _______________________________________________________________________________ 

Area Code and Phone Number ______________________________________ 

Parent's/Guardian Signature _________________________________________ 

Date ___________________________ 

Participant's Signature (if 18 or older) ______________________________________________ 

Date ___________________________ 

Parent(s)/Guardian(s) may be reached at: 

_______________________________________Home 
_______________________________________Work 
