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Blind Industries and Services of Maryland
Independence 2010
Participating Student Name: ___________________________________ DOB: ________________
Medical Release Form

Permissions: Must be INITIALED by the Legal Guardian

	Initials
	Guardian: Please INITIAL under the “yes” or the “no” column

	Yes
	No
	

	
	
	1.
	I give permission for Blind Industries and Services of the Blind (BISM) staff, its partners, and/or chaperones to provide first aid, treatment of minor illness, and routine care. The BISM staff, partners, and chaperones may also give my son/daughter routine medications and over the counter medications.

	
	
	2.
	If emergency treatment is necessary, I give permission for my son/daughter to be brought to the nearest emergency room available by ambulance or other means for treatment. I authorize staff to release all records for insurance purposes so my/his/her insurance company can be billed for the visit, lab tests, X-rays, and/or treatment if necessary. If circumstances permit, I give permission for BISM to obtain any necessary medical information for my son/daughter from:

Name of Physician/Clinic:______________________________________

Office Phone Number_________________________________________

After Hours Phone Number____________________________________

	
	
	3.
	I give permission for BISM staff and its partners to transport my son/daughter in a private vehicle owned or leased by BISM or its partners for non-emergency medical treatment, lab tests, X-rays, and/or treatment, if needed.

	
	
	4.
	I will provide all necessary medications and supplies needed for the duration of the Independence 2010 program. However, if my son/daughter requires any additional prescription medications, I give the BISM staff permission to obtain these and bill me upon my notification.

	
	
	5.
	I give my son/daughter student permission to participate in Independence 2010. I also authorize Blind Industries and Services of Maryland (BISM) and/or its partners to act on my behalf in case of a medical emergency.  

	I, _______________________________, guarantee that the above information is accurate and hereby release and forever discharge BISM, its members, partners, volunteers, and employees from any liability, suit, claim, or demand, whether for personal injury to the applicant, myself or members of my family including minor children, or for property damage which results from any participation in Independence 2010 Program, including travel to and from the living facility and other locations in the community.

_________________________________________________           ________________________

Student’s Signature                                                                               Date

_________________________________________________           ________________________

Parent/Guardian Signature                                                                    Date




Blind Industries and Services of Maryland
Independence 2010
Participating Student Name: ___________________________________ DOB: ________________
Health History

Please indicate all past and present illnesses and/or medical conditions.  Please include the status of each.

 SHAPE  \* MERGEFORMAT 


 

Medications taken regularly:

 FORMCHECKBOX 
 No 
    FORMCHECKBOX 
Yes If yes, please complete the attached “Parent/Guardian Authorization of Medication Form”

Does student have health insurance?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No   (Please attach a copy of insurance card)

Name of Insurance Plan_______________________________________________________________

Insured ID#_______________________________________
Group#_____________________________

Policy Holder Name________________________________
Policy Holder SS#________________

Date of last tetanus shot? __________ Other immunizations up to date?   FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
  No

If not, which ones? ________________________________________________________________________________

Allergies and reaction when exposed: ________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Activity restrictions: ________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Blind Industries and Services of Maryland
Independence 2010
Participating Student Name: ___________________________________ DOB: ________________
Additional comments or health information we should know: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Blind Industries and Services of Maryland
Independence 2010
Participating Student Name: ____________________________ DOB: _____________
Parent/Guardian Authorization of Medication Form

Only those medications that are medically necessary will be administered. This permission is required in the event that an Independence 2010 staff member needs to assist in the administration of medications. With respect to child participant’s medications, we require the following:

· Parent/guardian written authorization for medication administration.

· Medication label contains student’s first and last name.

· Medication in the original, properly labeled container (name of medication with strength, dosage, directions and name of prescribing physician).  Please note that nonprescription medication dosage must agree with manufacturer’s recommendations or be accompanied by a physician’s order.

Please complete the following information for each medication

	Medication name and strength
	Dosage
	Times to be given
	Taken how (by mouth, eye, ear, nose, tube or on the skin)
	Reason/medical condition for which medication is given

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


**Please attach a similar table on an additional page if necessary.  Please check the following box if an additional page was used  FORMCHECKBOX 

Does your child have permission to self-administer his/her medication?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

1. I request that the above medication(s) be given during Independence 2010 as ordered by the student’s physician. 

2. I understand that the medication will be self administered (unless otherwise specified below) and supervised by the adult accompanying the child.  In cases where it may be necessary for an Independence 2010 staff or volunteer to supervise my child’s administration of medicinal needs, I release BISM personnel, volunteers, and partners from all liability in the event of adverse reactions.

3. I will notify BISM immediately for any change in medication (dosage or time change, etc).

4. I give permission for BISM staff to communicate with the above student’s physician regarding any questions that arise with regard to the listed medication(s).  

________________________________________________________________________________
Parent/Guardian Printed Name
       Day Phone

  
Evening Phone

_____________________________________________________________________________
Parent/Guardian Signature

      Relationship to Student       
Date

Diagnoses





Status of Each Diagnosis





1) ______________________________________ 


2) ______________________________________ 3) ______________________________________ 4) ______________________________________ 5) ______________________________________ 6) ______________________________________


7) ______________________________________








1) ___________________________________


2) ___________________________________


3) ___________________________________


4) ___________________________________


5) ___________________________________


6) ___________________________________


7) ___________________________________











