AUTHORIZATION FOR MEDICAL TREATMENT OF MINORS
Name of Minor: _______________________________
Birth date: __________________

I/we, being the parent(s) or legal guardian(s) of the above named minor, do hereby appoint:


Name




Address


    Phone
       Cell Phone
1. King of Kings Staff
  8278 Oswego Rd., Liverpool, NY 13090   622-2077

––-
2. ____________________   ______________________________
   ___________   ___________
to act in my/our behalf in authorizing unexpected medical, dental, surgical care, and hospitalization for the above named minor during the period of my/our absence, from:



9/24/2011 
through 
8/1/2012
This documentation shall be presented to a physician, dentist or appropriate hospital representative at such time as unexpected medical, dental, surgical care or hospitalization may be required.

_________________________
___________________________________________________

  Parent/guardian signature




Address
_________________________
___________________________________________________
   Parent/guardian signature




Address
__________________________
___________________________________________________
Hospital coverage for the above named minor: Please photocopy and attach medical/insurance card(s)
__________________________
___________________________  ______________________
        Insurance Company


         ID or Contract Number               Policy Holder’s Name
_______________________________
_____________________________________________________________

          Family Physician


                      Address and Phone Number
Please list all prescription medications the above named minor currently is taking:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Please list any allergies the above named minor may have (including drug allergies):

______________________________________________________________________________

______________________________________________________________________________

MEDICATION PERMISSION FORM

Event:      All KCY Events
Date: _________________________________________________________________________



The following counselors:



_____________________________________



_____________________________________



_____________________________________



have my permission to administer the following medications to my child:



______________________________________

Parent’s Signature: _________________________________
Date: ___________________

_____

Tylenol



_____

Tylenol-sinus


_____

Tylenol-cold



_____

Advil


_____

Motrin




_____

Ibuprofen


_____

Aspirin



_____

Aleve


_____

Benadryl



_____

Dramamine


_____

Pepto-Bismol



_____

Cough Medicine


_____

Throat Lozenges


_____

Visine Eye Drops


_____

Other:______________________________________________

Date of last Tetanus shot: ______________________________________________

Immunizations up to date: Yes (date) _____________________   No ____________
