MEDICAL TREATMENT AUTHORIZATION HEALTH INSURANCE INFORMATION: 

Policy holder’s name (if under 18, include relationship to participant):
Policy holder’s address:
Insurance company name:
Insurance company phone number: 
All policy numbers (please identify):
INFORMATION NEEDED ABOUT PARTICIPANT:

Please check yes or no. If yes, explain below or on another sheet if you need more room.

Does the participant have any chronic health problem or illness? Yes ❒No❒
Does he or she have any acute illness now?  Yes ❒No❒
Has the person been treated recently for some medical problem?  Yes ❒No❒
List any medications he or she is now taking for treatment of any medical problem. 
Does the participant have any allergies to medication or local anesthetics? Yes ❒No❒
Does he or she have any allergies? Yes ❒No❒
OFFICIAL AUTHORIZATION FOLLOWS:

I recognize that while attending this program, medical treatment on an emergency basis may be necessary, and I further recognize that CMTL staff may have to act on my behalf for emergency medical care. I do hereby consent in advance to such emergency care, including hospital care, as may be deemed necessary under the circumstances and to assume the expenses of such care. I also authorize the medical facility to release any and all information required to complete insurance claims and also authorize insurance payment directly to the medical facility. (Parent or guardian must sign here if participant is under age 18.)
Signature_________________________________________
Date:
Home phone:                                                                           cell phone:
Emergency Contact 
Name:

Phone:

Relationship to applicant:
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