
Campus High School Choirs
Medical Permit Form

Student Name: ___________________________________________________________________________
Last First Middle

Home Address: ___________________________________________________________________________
Route/Street City Zip

Date of Birth: __________________________

Known Allergies: __________________________________________________________________________

Parent/Guardian Name: ____________________________________________________________________

Home Phone: ___________________________________ Cell: ____________________________________

First Emergency Contact Alternate:

________________________________________________________________________________________
Name Relationship Phone

Second Emergency Contact Alternate:

________________________________________________________________________________________
Name Relationship Phone

Hospital Insurance: ________________________________________________________________________

Policy #: _____________________________________ Group/ID # __________________________________

I hereby consent for qualified medical personnel to examine, diagnose, and to prescribe or perform treatment, 
including emergency surgery, that he/she deems advisable for the welfare of 
_______________________________ in the case of illness or injury incurred while the participant is attending 
a function away from Campus High School.

I understand that Rebekah Riffee, or appointed sponsors, will take all reasonable steps to insure that the 
above named participant is placed in the care of qualified medical personnel if and when attention is called to 
the sickness or injury of the participant. I further understand that Rebekah Riffee and appointed sponsors 
disclaim any liability for claims arising out of the examination, diagnosing, and treatment of the above-
mentioned participant at the hands of qualified medical personnel, and further that Rebekah Riffee and 
appointed sponsors disclaim any liability in the selection of qualified medical personnel; and I do hereby waive 
any and all claims against Rebekah Riffee and appointed sponsors as a result of the selection of said qualified 
medical personnel or as a result of the examination, diagnosis, and treatment by qualified medical personnel.

I further agree to pay all costs incurred by the above-named participant for medical services, including the cost 
of an ambulance for transporting the participant to a nearby hospital. I understand that Rebekah Riffee or an 
appointed sponsor will try to contact me as soon as an injury occurs, or if they are unable to reach me 
immediately, they will have the hospital contact me at the time my son/daughter is admitted to the hospital.

_________________________________________________________ _______________________
Parent/Guardian Signature        Date


