PART 1: 


CANTERBURY SCHOOL

AUTHORIZATION FOR MEDICAL TREATMENT AND

ASSUMPTION OF FINANCIAL RESPONSIBILITY
          Canterbury School is sponsoring a trip/trips for Athletic Participation during the 

2009-2010 school year to various sites – as indicated by individual season schedules. 

Parents, please read the following authorization for medical treatment and assumption of financial

responsibility, and sign your name below.

          I am the parent, or legal guardian, of the Canterbury student named below.  I hereby grant

my permission for her/him to participate fully in the above school trip.  I hereby authorize the

school representative named below: (i) to take my daughter/son to a physician or hospital as

may be indicated under the circumstances, (ii) to authorize on my behalf any medical treatment

recommended for my daughter/son by an attending physician, including emergency treatment

and surgery, and (iii) to assume on my behalf full financial responsibility for all medical bills

incurred for such medical care and treatment rendered thereafter.  I understand that an attending physician, or hospital, may require verbal permission from me over the telephone before

medical care or treatment can be rendered to my daughter/son.

          I hereby agree to assume full financial responsibility for all transportation costs, and to

reimburse the school for all such costs paid, if it becomes necessary for my daughter/son to 

return home for any reason, including illness or injury requiring medical care or treatment, or for

disciplinary reasons.

Student's Name _________________________________________________

Health Insurance Company ________________________________________

Policy No./Group No. _____________________________________________

Parent's (guardian's) Signature ____________________________________

Date __________Phone (H) _______________Phone (W)________________

Alternate Phone Numbers _________________________________________ 

Parent e-mail address ____________________________________________

***********************************************************************************************

PART 2:

MEDICAL TREATMENT CONSENT

I, the parent/legal guardian of ______________________________give permission to the

Attending sports medicine personnel (i.e. certified athletic trainer, team physical, physical therapist) to provide on-site evaluation and treatment.

I authorize the attending sports medicine personnel to discuss the athlete’s medical status with coaching personnel.

Parent/Guardian __________________________________________Date____________

Phone Number(s) _________________________________________________________

Birthdate of Athlete_______________________

Hospital Preference_______________________
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