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                  SOUTH DAKOTA FCCLA 
                   Student Permission and Medical Release


Name of Student






Date ____________________________

Home Address ________________________________________

Phone ___________________________










Date of Birth 





Name of School  






Adviser Cell Phone




Adviser in Charge   






Medical Information 

Health Insurance Company Name _______________________________________________________________

Policy Number _______________________________
Policy Holder’s Name ____________________________

Known allergies (drug or natural) ________________________________________________________________

Medication being taken ________________________________________________________________________

Date of last tetanus shot _______________________________________________________________________

History of heart condition, diabetes, asthma, epilepsy, rheumatic fever _________________________________

Any physical or food restrictions _________________________________________________________________

Other conditions _____________________________________________________________________________

Family Doctor __________________________________

Phone _________________________________

I, the parent/guardian of the above named student do hereby grant permission for him/her to attend South Dakota FCCLA activities for the 2018-19 school year. 
In the event of an emergency, I do voluntarily authorize medical services to be administered and/or obtained for the above named student as deemed necessary in medical judgment and in accordance with the above confidential information. 
Home Phone ________________________
Work Phone ________________________
Cell Phone __________________________

_________________________________________________     _______________________________________
Signature of Parent/Guardian




Printed Name of Parent/Guardian
�








