Primary Insurance Company:
Phone #s: { ) - { ) -
Billing Address:
Puolicy Holder's Mame:
Address:

Relationship to childfchildren:
10 #: Group/Policy #

Secondary Insurance Company:
Phone #s: { ) : ( ) -
Biling Address:
Policy Holder's Name:
Address:

Relationship to child/children:
10 #: Groupf/Palicy #

Statement of Consent. (To be signed in the presence of a legalized notary public.)

it the event of it emergency oF ROR-cMergency sifition requiring medicel frecirmen, J,

. herelw grant permission_for any ond oll mediced cmdior demtal aftention fe

ber crdrninistered fo mv chifd'childven, in the event of an aocidental iafay or Bfness, wetld such time as foare be con-
tactedd. This pernission includes, bt iv not limited o, the administration of frst aid, the wse of an ambulance, and

the aelministretion of anesthesica anddor surgery, under the recommendation of quedified medical personnel.

Signature: Date:
MNotarization:
Cn this day of . '
(dabe] [monkhy [year) [narme af parent)
personally appeared before me in County (in the state of )

and, in my presence, signed this medical release form.

Mame of Motary Official:
Signature:

Commission Expires:
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