PARENTAL CONSENT FOR MEDICAL TREATMENT
 SEQ CHAPTER \h \r 1

Child’s name:




                  



Date of Birth:

Home address:    


Home Phone :

Cel Phone :

Medical conditions, if any:

Allergies:

Current medication:

Doctor’s name and phone number:

Medical Insurance:

Caregiver’s Names: Gregg Ohara, Tim/Dana Sakoda, Phil/Samantha Han and/or Jeff/Betty Morikawa
The above named caregivers shall be authorized to consent for all medical, surgical and dental treatment and/or other medical procedures (including administration of anesthesia, blood transfusions, diagnostic tests, etc.) for the above named child, which may be required during my absence.  If circumstances permit, I would like to have our doctor consult with such treatment.

Please attempt to contact me at this telephone number first:__________________________

This consent serves as permission for treatment indefinitely unless revoked by me.

Signature____________________________Relationship__________________Date_______

