
M E D I C A L  A U T H O R I Z A T I O N  
 

 P A R E N T A L  C O N S E N T  F O R M  
2010 - 2011 

M E D I C A L  A U T H O R I Z A T I O N  

Student Information: 
 

Name________________________________________________    Grade________    Date of Birth ____/____/ ____   

 

Street Address ______________________________________________________     Home Phone ______________  

 

City ______________________________________________________    State________    Zip _________________  

 

Mother’s Name _____________________________  

 

Home Phone _______________________________  

 

Work Phone _______________________________  

 

Cell Phone ________________________________  

 

E-Mail____________________________________  
 

List two local contacts if parents cannot be reached: 
 

Name ____________________________________  

 

Home Phone _______________________________  

 

Work Phone _______________________________  

 

Cell Phone ________________________________  

 

E-Mail____________________________________  
   

Please provide the following medical information: 

 
Allergies__________________________________________________   Epi Pen has been prescribed?  Yes   No 

Medications being taken __________________________________________________________________________  

Medications required at school _____________________________________________________________________   

Health History _________________________________________________________________________________  
(List any chronic/severe illness, injuries, surgeries, etc.) 

Medical Insurance Company______________________________________  Policy # _________________________  

Name of Doctor to be called______________________________________   Phone # _________________________  

Name of Dentist to be called______________________________________   Phone # ________________________  

Name of Hospital to be taken to____________________________________  Phone # ________________________  

1500 Lukas Lane  

Oviedo, FL  32765  

(407) 971-2221 

Father’s Name ______________________________  

 

Home Phone _______________________________  

 

Work Phone _______________________________  

 

Cell Phone _________________________________  

 

E-Mail ____________________________________  

 

 

 

Name _____________________________________  

 

Home Phone _______________________________  

 

Work Phone _______________________________  

 

Cell Phone _________________________________  

 

E-Mail ____________________________________  

Please complete the back! 



P A R E N T A L  C O N S E N T  

I ,___________________________________________, do hereby give permission for  my 

child ___________________________________________ to  a t tend and par ticipate in any 

activi t ies  sponsored by The Master’s  Academy ( the “Act ivit ies”).  

 

My child  may r ide in  any necessary and convenient  t ransportat ion provided by The 

Master’s  Academy in connection with the Activit ies.  

 

I  authorize an adul t  representative of  The Master’s Academy to consent to any and 

al l  medical  ad hospi ta l  care  and treatment  as  deemed necessary for  the  health and  

well -being of  my child by a duly- l icensed physician selected by said adul t  repre-

sentat ive.   I  understand that  I  shall  be ful ly responsible for ,  and agree to  pay for,  

al l  costs  and expenses  incurred in  connect ion with  such medical  services  rendered 

to  my child  pursuant  to  this  authorizat ion.   Should i t  be necessary for  my chi ld  to  

re turn home due to medical  reasons or otherwise ,  I  agree to assume all  transporta-

t ion costs .  

 

I  agree to  assume the r isk of ,  and re lease The Master’s Academy of  Central  Flor-

ida,  Inc. ,  i ts  staff  and representat ives  f rom any and al l  in jury and l iabil i ty ar ising 

out of  or relat ing to the Act ivi t ies conducted or sponsored by The Master’s Acad-

emy.  

 

I  state that  the  information on this form is  correct .  

 

 

 

 

 

___________________________________________  _________________________________ 

Parent Signature       Date 


