PARENT PERMISSION

I give permission and will accept financial responsibility for my child to receive medications, and/or health procedures, and emergency medical care as needed.

I further grant permission for my child to be transported to and from work-related destinations during the internship when accompanied by an adult employee on intern-related visits.

Date(s): _________________________________________________________

Parent Signature: _________________________________________________

Date: ____________________

Type of supervision: Ad Fed Club members and intern location employees.

This activity will provide an excellent educational experience for students. In order for your child to participate, your permission and release from liability are required. Please complete the bottom portion of this form and return the entire form to the school. If you have questions concerning this activity, please do not hesitate to call. Please mark your calendar with this information.

I further agree to release and hold harmless the (add local ad club name and intern employer) and its officers, agents, and employees from liability for any accident, injury, illness, or death, sustained by the above student in connection with or while participating in the above activity. In the event of any illness or injury, I hereby consent to whatever X-ray, examination, anesthetic, or medical, surgical, or dental diagnosis or treatment and hospital care from a licensed dentist, physician, and/or surgeon as deemed necessary for the student’s safety and welfare. It is understood that the resulting expenses will be the responsibility of the parent/guardian and not the (local ad club and intern employer).

Parent/Guardian Signature: ________________________________________

Date: ____/____/______

Address: ________________________________________________________

_______________________________________________________________

Phone: ________________________

Student Signature: ____________________________________

Please complete the reverse side of this form and return it to your child’s school.  

STUDENT HEALTH INFORMATION

Name ___________________________________________________________

Social Security No.____-___-_____   Age______ Date of Birth___/___/____

Address _________________________________________________________

City_______________________ State_________ Zip Code________________

Telephone No.___________________________________

Names of Custodial Parents/Legal Guardians____________________________

Guardian’s Work Phone No.__________________________

Cell/Beeper No.______________________________________

Alternate contact name and phone number if neither parent/guardian can be reached____________________________________________

List any medical conditions/allergies, dietary restrictions, etc., of which staff should be aware:___________________________________________________

List prescription medication(s) that must be administered by the designated chaperone(s):_______________________________________

Dosage:___________________________________________

Time(s) to be given:__________________________________

The designated chaperone(s) will administer over-the-counter medications that you provide with specific, written instructions:___________________________

Last tetanus shot:________________________________________________

Insurance (circle one)    Yes   No     If yes, company name and policy no.:___ _______________________________________________________________

School Insurance (circle one)    Yes     No

