Wingdale Elementary School



Phone #845-832-4530
6413 Route 55






Fax #845-832-3974

Wingdale, NY   12594
CONSENT TO MEDICAL TREATMENT
To assure that my child,____________________________________will receive medical

                                                   (Full Name)





attention, I hereby give my consent, in the event all reasonable attempts to contact me at the telephone number(s) listed below have been unsuccessful, for any Building Principal or in his/her absence, the school nurse, or in both of their absences, a teacher/coach to authorize emergency medical and/or hospital personnel to provide emergency and/or non-emergency treatment to my child if injured during the school day while on school grounds or a school related function.

Such authorization includes the consent to:  Contact the family physician at the number provided below; as well as any X-ray examination, anesthetic, blood transfusion, medical or surgical treatment and hospital care to be rendered to my child under the general or special supervision and on the advice of any physician or surgeon licensed to practice in the State of New York.

On the reverse side, please indicate any physical or medical condition of your child which medical personnel would need to know in treating your child.
------------------------------------------------------------------------------------------------------------  

Telephone numbers where a parent/guardian can be reached during the day:


Mother/Guardian:  (____)_________________Cell  ( ___)___________________  

Father/Guardian:    (____)_________________Cell  (___)___________________

Telephone numbers where parent/guardian can be reached at night:


Mother/Guardian:  (____)_________________Cell  (____)__________________


Father/Guardian:    (____)_________________Cell  (____)__________________  
Name and Address of Family Physician (s):

__________________________

_________________________________
 (Physician(s) Name






_________________________________

Telephone Numbers(s) Family Physician(s): (___)_________________________







    (___)_________________________  

The hospital or medical personnel not having access to the child’s history in treating your child may need the following information:

Date of Birth:__________________________

Family Dentist:_________________________  Telephone #______________________

Allergies:_______________________________________________________________

Long Term Medication being taken:__________________________________________

Date of last Tetanus shot:__________________________________________________

Other pertinent facts to which hospital/medical personnel should be alerted (Special Health Consideration).  In none, please write none below:
_______________________________________________________________________  

_______________________________________________________________________  

_______________________________________________________________________  


I fully understand that while on this trip or participating in this activity, all school rules will be applied unless otherwise advised.  The adults in charge of this activity/event/trip have my permission to supervise my child, including directing his/her behavior within school guidelines.  Any special needs including medications or special circumstances are noted on the attached consent to medical treatment form.

The Dover Union Free School District carries accident insurance.  The policy provides secondary coverage that is applied after the parent/guardian’s insurance is applied first.  When the parent or guardian has no insurance, the school’s student accident insurance becomes the primary provider.  The policy provides reasonable benefits but does have limitations.  It is available for inspection in the office of the Assistant Superintendent of Schools.

__________________________________

_________________________

   (Signature:  Parent/Guardian)


                (Date)
