PACIFIC COAST VAULTING CLUB
AUTHORIZATION AND CONSENT TO TREATMENT OF MINORS
and

INSURANCE AND MEDICAL INFORMATION
MUST BE FILLED OUT BY EVERY  P.C.V. VAULTER

(I) (We), the undersigned, parent(s) or legal guardian of the minor listed below, do hereby authorize Susan Frankel, Kristian Roberts and/or Carolyn Bland an adult person(s) into whose care the minor has been entrusted, as agent for the undersigned to consent to any x-ray examinations, anesthetic, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by, and is to be rendered under the general or special supervision of any physician and surgeon licensed under the provisions of the Medical Practice Act.

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but is given to provide authority and power on the part of my (our) aforesaid agent to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his best judgment may deem advisable.

This authorization is given pursuant to the provisions of Section 25.8 of the Civil Code of California.

___________________________________      _______________     _____________________________________

Minor’s Name (Type or Print)


Date of Birth

Health Insurance Company

___________________________________


           _____________________________________

Name of Parent or Legal Guardian (Type or Print)




Policy Number

__________________________________      _____________________     ________________________________

Street Address (Type or Print)



Home Phone

Emergency Phone/Name

__________________________________      _______________________________________________________

City,                                       State           ZIP

Doctor’s Name

Doctor’s Phone 

PLEASE LIST ALL KNOWN ALLERGIES OR SENSITIVITIES TO MEDICATIONS, ETC.:

____________________________________________________________________________________________

LIST ANY OTHER ALLERGIES:

____________________________________________________________________________________________

LIST ANY MEDICATIONS MINOR POSSESSES FOR USE DAILY OR AS NECESSARY:

____________________________________________________________________________________________

DESCRIBE ANY OTHER PERTINENT MEDICAL CONDITIONS OR INFORMATION WHICH MAY BE NEEDED, INCLUDING INFORMATION REGARDING MEDICAL INSURANCE:

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

DATE OF MOST RECENT TETANUS SHOT:_____________________

___________________________________________________

____________________________

Signature of Parent(s) or Legal Guardian




Date Signed

