Tarbuton, Israeli Cultural Center - Consent for Child’s Medical Treatment
Child’s Last Name_____________________Name______________Birthday_____________  Age_______
Address_______________________________________________________________________________

City__________________________State__________Zip Code___________ Home Phone_____________
Father’s Name__________________    Cell Phone: ________________   Work Phone: ________________ Mother’s Name__________________   Cell Phone: ________________   Work Phone: ________________  

E-mails:_______________________________________________________________________________
As the parent, agency representative or legal guardian, in the event I cannot be reached in an emergency, I hereby give consent to the Tarbuton to provide all emergency, dental, or medical care prescribed by a duly licensed physician (M.D) or dentist (DDS) for my child, ___________________. This care may be given under whatever conditions are necessary to preserve the life, limb or well being of my dependant.

Parent/Guardian Signature____________________________________Date________________

Family Physician_______________________________________Phone___________________________

Medical Group and Policy Number_________________________________________________________

If parents are unavailable, in a case of emergency, please contact the following persons:

Name__________________________Relationship:_____________________Phone__________________

Name__________________________Relationship:_____________________Phone__________________

Medical Information: 
Allergies: ____________________________________________________________________
Please check all that applicable:
	Asthma
	
	Heart Disease
	
	Ear Infections
	
	Epilepsy
	

	Convulsions
	
	Diabetes
	
	Bleeding Disorder
	
	ADD/ADHD
	

	Mumps
	
	Tuberculosis
	
	Chicken Pox
	
	Measles
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Any other medical condition that may impact child health:   Yes

No

If yes, please explain: ____________________________________________________________________
Blood Type: ______________     
Do you have a hospital preference?: ____________________________
Please describe additional medical needs, if any: ______________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Non-Prescription Medications: I authorize the following medications to be administered as needed:
	Tylenol
	
	Ibuprofen
	
	Benadryl
	
	Pepto-Bismol
	

	Chloraseptic
	
	Sucrets
	
	Cough Drops
	
	Cough Syrup
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A project made possible by the Community Innovation Fund of the Jewish Federation of San Diego County. 
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