ROBERT D. EDGREN HIGH SCHOOL »
AUTHORIZATION FOR MEDICAL CARE OF DEPENDENT,

In the event my dependent (full legal name) is injured or becomes ill and
necds.medical examination or care, while under the supervision of a Department of Defense Dependents School (DoDDS) employes
or while participating in any activity sponsored by 2 DoDDS Japan District high school (see above), T authorize and release my

dependen to care by any U.S. military medical treatment facility, or if none available, by the closest civilian hospital that can provide
the required medical care.

DoDDS representatives will use all diligent and reasonable efforts o contact the dependent’s legal guardians prior to emergency
freatment, If the DoDDS representative and or the military medical treatment facility cannot contact the SpONSOT OF SPONSOr's spouse
after reasonable efforts, 1 hereby authorize and releass the attending physician and/or any other qualified medical personnel to
examine my dependent and initiate care for my dependent if necessary. I authorize any emergency care deemed necessary by the
atiending physician and/or qualified medical personnel Tor treatment of injuries or illness involving immediate danger of life or limb
or possible permanent injury to my dependent, T also authorize ROT-SMETZENCy care us necessary (j.e,, suturing lacerations, splinting
sprains, casting uncomplicated fractures, treating colds, allergies and minor gastrointestinal illnesses.

DEPENDENT-STUDENT INFORMATION )
COMPLETED BY PARENT-SPONSOR AND REVIEWED BY SCHOOL NURSE

Full Legal Name: SSN:
Gender: [lMale [lFemale Age: DOB:
Passport # and Country: Issue Date; Exp. Date:

Student C‘cil Phone Number:

Student has the following medical problems:

Student is allergic to the tollowing;

Student is currently taking the tollowing medications:

Date of last Tetanus Booster: Date/l.ocation of Sports Phvsical:

PARENT-SPONSOR EMERGENCY CONTACT INFORMATION (COMPLETED BY PARENT-SPONSOR),

Full Legal Name: ’ S8N:

Mailing Address;

Home Telephone: Duty Telephone:

Ce]l Plone: Spouse Contact Telephone:

Alternate Ewmergency Contuct (if sponsor unavailable) Name:

Telephone: Cell Phone:

DoDDS INFORMATION _

All DoDDS Acitivity Sponsors, DoDDS Activity Chaperones and DeDDS personnel are authorized to make medical care decisions
regarding emergency and non-emergency medical care of my dependent. They are responsible for the physical health of my dependent
and are authorized to represent me and approve medical treatment Xt is my understanding that the DoDDS representative will
carry a copy of this authorization letter at practices, rehearsals, when traveling and at games and other competitions (original
kept on file with school nurse). :

Sponsor Signature Date

Spouse Signature (optional) Date
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