Alcohol Law Enforcement 

Youth Medical Consent

Name:

Address:

City:




State:


     

ZIP: 

I give my consent to having my son or daughter treated by a physician or surgeon at my expense in the case of a sudden illness or injury while participating in compliance checks.  If a personal physician is listed below, every effort will be made to contact that physician.  However, the location of the activity or the nature of the illness or injury may require the use of emergency medical personnel.  
_________________________________


______________

Signature of Parent or Guardian


          Date

Please provide the information below if applicable.  Please print.

________________________________________________________________

Name of the family physician or medical group/telephone number

________________________________________________________________

Medical insurance coverage and/or medical group number

